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Abstract 

Object  In this study, we evaluated health, social inequalities and risk to gender violence of women living in a disad-
vantaged degraded suburb of Rome Metropolitan City, during COVID-19 pandemic.

Methods   The study included 779 women referring to primary care services of Medicina Solidale Institute for gyneco-
logical/breast examinations (209), medical and support aid for the children (383) and COVID-19 test execution (187).

Results   The data show that most women (68%) were unemployed or had an irregular job. The request of support 
varied depending on the ethnicity: while healthcare support was requested mostly by African female community, 
the COVID-19 test, mandatory for public transportation and work, was a need of the east-european community. Both 
these communities referred to Medical Solidale primary care service for the healthcare and food/clothing support 
for their children.

It is interesting to note that the requests from the Italian women community was elevated in terms of personal 
healthcare, support for the children and COVID-19 test execution.

The access to the national health system (NHS) resulted a complex administrative procedure despite the original 
social-ethnic communities. The vast majority of women lacked awareness of their crucial role for supporting the fam-
ily entity, while inadequacy was commonly reported.

Conclusions   This study confirms a critical condition for women living in disadvantaged neighborhoods, whose 
vulnerability is further worsened by the limited access to primary care assistance with serious consequences 
for health and quality of life. Prevention and treatment, especially for the most vulnerable subjects, should be a prior-
ity for the public health system.
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Introduction
Coronavirus Disease 19 (COVID-19) has seriously affected 
all tiers of the population, with an even worse impact on 
the most vulnerable persons. Indeed, healthcare, educa-
tional, social services networks have been dramatically 
compromised by the pandemic. Furthermore, the contain-
ment measures adopted during the pandemic sprout as 
well as in the following periods have heavily hit those in 
most vulnerable circumstances and dramatically worsened 
disparities for healthcare, as well as primary life services 
with huge economic impact [1, 2]. There is a compelling 
urgency to globally and nationally identify those point of 
weakness and strengths of the health, economic and social 
systems to be better prepared for next pandemic/health 
crisis and improve equity, social justice, solidarity [3, 4].

Italy was the first European country to face the COVID-
19 pandemic, and radical containment measures were 
adopted in the first phase of pandemic (March 2020), but 
also in the following year. During the second lockdown 
(April 2021), access to public transport was conditioned by 
the possession of the reinforced green pass and for not vac-
cinated people was therefore not possible to travel, limiting 
access to health centers as well, also to undergo vaccination 
[5–8]. These restrictions were maintained until the 31st of 
April 2022.

The lack of vaccination certificate led to the loss of work 
especially for women employed as caregivers and domes-
tic workers, significantly worsening the already precarious 
economic conditions of vulnerable populations.

The Medicina Solidale Institute primary care services 
(https://​medic​inaso​lidale.​org/), located in disadvantaged 
suburbs of Rome, aim at protecting women’s health with 
dedicated general and specialist visits for them and their 
children, offering gynecological, obstetrical and breast 
examinations, ultrasound scans and psychological inter-
views performed free of charge.

During the pandemic, the women who referred to our 
centers have yet highlighted precarious situations, eco-
nomic and social problems, difficulties in using the national 
health services for reasons related to the language, the lack 
of knowledge of the system and the lack of adequate Docu-
mentation [9–11].

In this retrospective study we describe the experience of 
the Medicina Solidale Institute primary care centers and 
street units in treating vulnerable women and their chil-
dren during the COVID-19 pandemic in disadvantaged 
suburbs in Rome.

Materials and method
Medicina Solidale Institute primary care center and patient 
population
The Medicina Solidale Institute primary care center is 
located at the east/south east boundaries of the Rome 

metropolitan city, just outside the major highway around 
Rome (https://​medic​inaso​lidale.​org/). Medical, psycho-
logic and primary social care supports are offered to fam-
ilies (mainly women and children).

Between May 2020 and March 2022, a total of 779 
women had access to the Medicina Solidale Institute pri-
mary care center. As defined by the Steering Committee 
of the Medicina Solidale Institute, informed consent was 
prepared in accordance with the ethical principles for 
medical research involving human subjects following the 
Declarations of Helsinki and in accordance with the Ital-
ian national guidelines for privacy protection in health-
care. The Steering Committee further established that 
informed consent should have had administered for each 
access to the care services of Medicina Solidale Institute. 
The health care center of Medicina Solidale Institute was 
open from 8,30 to 16, from Monday to Friday, assuring 
several health, social and educational services. Following 
specific time-table. The services described herein were 
available trice/weekly (Mo, Wed, Fri, 10–15). Access to 
the services of Medicina Solidale Institute was free of 
charge and independently by ethnicity and social status. 
It occurred mainly by word of mouth among the people 
coming from the neighborhood as well as from other 
distant area of Rome metropolitan city, mainly by public 
transport.

Upon acceptance of informed consent, demographic 
and socio-economic variables were collected for each 
woman, i.e. date of birth, country of origin, religion, level 
of education, date of arrival in Italy, date of first access 
to the service; marital status; children; accommodation 
types; fixed residence or not; profession; personal docu-
ment; general practitioner.

The women who accessed for personal health care were 
welcomed by a team composed of a doctor, a gynecolo-
gist, a midwife, a social and cultural mediator, and a psy-
chologist [9].

Further information regarding past and proximate clin-
ical history were collected. Past clinical history variables 
consisted in: brief family history (with particular refer-
ence to family history of breast, uterus and ovary neo-
plasms); physiological history (in particular information 
regarding the age of the menarche, any menopause, the 
trend of menstrual cycles, the start date of the last men-
strual cycle, obstetric history); past medical history (with 
attention to gynecological-obstetric pathologies and any 
sexually transmitted disease (STDs)); alcohol/smoking; 
obstetric history of previous pregnancies (parity, type of 
birth, voluntary termination of pregnancy, desired or not 
pregnancy, use of contraceptive methods) and gestational 
outcome (type of birth, date of birth of the newborn, 
weeks before delivery, execution of episiotomy, weight 
of the newborn at birth, Apgar index, breastfeeding, 

https://medicinasolidale.org/
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structure chosen by the woman for delivery, post-partum 
checks, important figure at the time of delivery).

Also, proximate clinical history variables were collected 
in particular: reason for the visit; gynecological physical 
examination; recommended blood and/or instrumental 
tests; any prescribed therapies.

In the case of women arrived for pregnancy, data relat-
ing to the current pregnancy were also collected (weeks 
at the time of the first visit, checks carried out during 
pregnancy, virological and infectious tests carried out, 
ultrasound scans carried out, swabs carried out, pap 
tests, course of pregnancy, birth accompaniment course, 
ECG, presumed date of childbirth).

In addition to the gynecological physical examination, 
all patients were offered screening for the neoplastic 
pathology of the uterine cervix, including the execution 
of the Pap test (unless the patient had documentation of 
the execution of this during the previous year).

The women undergoing gynecological visits were also 
offered to have a semi-structured interview for personal 
support. In this case, a one-to-one interview with the 
team psychologist was carried out, inspired by the rea-
son of the visit, the emotional status of the woman and/
or the demographic, socio-economic and medical vari-
ables already collected. The semi-structured interview 
was conducted following a defined series of questions 
to investigate the socio-cultural and emotional network 
of the woman. Topics of the interview was related to the 
personal living and nutrition habits; organization and 
planning of the family life; children education (possible 
support and aid, communication with the school-team); 
presence of elder children in other countries. The rela-
tionship with the partner was also a point of discussion. 
The woman was offered to return for a second interview 
on a voluntary basis.

COVID 19 test
To detect COVID-19 positivity, a SARS CoV2 Antigen 
Rapid Test (by nasopharyngeal swab) (Hangzhou AllTest 
Biotech Co, China) was performed following manufac-
turer’s instructions. The test report was provided to each 
patient. Upon positivity detection, indication of the cor-
rect isolation procedure and medical suggestions were 
provided.

Results and discussion
Distinct needs profile of women with social‑economic 
frailties during pandemic period
During the period between May 2020 until March 2022, 
distinct COVID-19 waves occurred and access to public 
transport as well as work activities was conditioned by 
the possession of the reinforced green pass. Travelling 

on public transport was not permitted for not vaccinated 
people, therefore limiting access to health centers as well.

Furthermore, the sudden changes in the anti-COVID 
19 legislation adopted in Italy during this period have 
increased complexity of healthcare and social style hab-
its, making it more difficult for people living in degraded 
suburbs.

During the period between May 2020 until March 
2022, a total of 779 women benefited of the health-
care services provided by the Medicina Solidale Insti-
tute health care services. Among these, 209 women 
requested (27%) gynecological examinations and assis-
tance, 383 ones (49%) accompanied their children 
for medical control and/or to get food and clothing, 
while 187 women (24%) requested assistance for the 
COVID-19 tests (Fig.  1). The information presented 
herein were collected at the first access of each woman 
and numerosity of the above-mentioned groups was 
defined by the real user requests. The data were retro-
spectively analyzed.

Frail women and request for gynecological assistance 
and support
In the considered period (May 2020-March 2022), 209 
women had newly access to the street clinic service 
for gynecological support with a median age range of 
35.8  years (16–70). The first medical access was due to 
gynecological examinations (148), obstetric visits for 
pregnancy (43) and breast examinations (36). A total of 
459 visits were carried out during the period (2.2 average 
visits for each woman).

Most of the women were from Africa (mainly Nigeria 
and Marocco) and East Europe (mainly Romania) (Fig. 2A).

Interestingly, the third group by number density was 
made by Italians thus suggesting that several Italian 
women did not use the public Italian National Health 
Service (NHS). Most of the women has been in Italy 
since before the pandemic period: 53% arrived between 
the 2010 and 2019, while only 12% arrived during the 
pandemic period (Fig.  2B). At the interview, 74% of the 
women resulted to have a stable relationship (56% were 
married and 18% had a partner) and 78% were mothers 
(of at least one child (19%) without an extended family 
support network (Table 1).

The majority of them (67,5%) were unemployed at 
the time of the access; those who had a job were mainly 
housekeepers, hairdressers, and caregivers (Table  1). 
This data was expected and certainly conditioned by the 
emergency relating to the COVID-19 spread. Indeed, 
the already few women who had managed to find a job 
despite the difficulties before the pandemic were fired 
or forced to stay at home both for work-related issues 
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and for family management issues the first COVID 19 
lockdown.

It is interesting to note that only 10% recognized their 
role as housewife, although 74% admitted to have a stable 
relationship. This suggests that the women did not con-
sider their fundamental role as care-giver for the family.

Among the women who acceded for the first time 
our primary care services, 25% (43) were pregnant and 

required the midwife support, while 75% requested 
gynecological or breast examination or both (130, 18 
and 18, respectively) (Table 1). It is interesting to note 
that the 19,1% of the women who requested health sup-
port did not have any valid document to get access to 
the NH care system, while the 81,9% did have the pos-
sibility to get access to public health service.

Fig. 1  Schematic diagram representing the main features of the primary care services of Medicina Solidale Institute for women during the period 
May 2020—March 2022

Fig. 2  Socio-demographic data of the women acceding to the street clinic units for health care needs (209). Histograms represents subject 
distribution on the basis of the country origin (A) and period of arrival in Italy (B)
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Access to the Italian NHS can occur in the presence of 
the following documents: tax code, European citizen not 
registered (ENI) and Temporarily present non-Italian and 
EU citizen (STP) (Table 2).

Mandatory for obtaining any of those is to demon-
strate a regular residence plus a regular work contract 
for foreigners. In addition, ENI or STP cards are renewed 
on 6-month period, and this administrative work-flow 
makes really hard to have an active NHS card and get 
access to public health care services on a regular basis.

Indeed, despite the 20,1% of the women did not have the 
NHS card, more than 40% of the women declared to not 
have a general practitioner (Table 1), because they no longer 
had a residence, or the tax code had expired and they could 
not renew it due to the unemployment condition. Although 
most of the women arrived in Italy before 2015, their social 
and living conditions did not permit them to set-up a regu-
lar living style and enabled them to have guaranteed the 
health service. It is interesting to note that religious origin 
is equally distributed between different religious confessions 
and monotheisms, indicating that in the outpatient clinic 
women did not encounter any cultural barriers.

Among the 148 women who requested the gynecologi-
cal support, 61% had not performed a pap-test screen-
ing before. This is a rather relevant figure, considering 
the average age of women and the role of pap test as the 
cornerstone of cervical cancer prevention programs. This 
may be due to distinct reasons: a scarce consciousness of 
the own health protection and the impaired access to the 
public health system.

The PAP test screening was accepted by 115 women out 
of 148 who requested gynecological support (77%), thus 
indicating that the primary health care intervention was 
able to raise awareness for self-health care in a large pro-
portion of the women. The PAP test results indicated that 
57 patients (49,5%) resulted negative to any morbidity, 
while the remaining showed the presence of pathological 
states due to bacterial or fungal infection (24,4% and 9,5%, 
respectively), vaginosis (8,7%) and dyskeratosis and pre-
cancerous lesion, 3,5% and 4,3%, respectively) (Fig. 3).

Another important point is related to the 41 pregnant 
women who requested health care during their preg-
nancy. All of them arrived to term before the ending of 
the study.

Table 1  Social-demographic and health characteristics of the 
women requesting gynecological assistance and support

Type of social cards for access to public health services: CF Tax Code, STP 
Temporarly present foreigner code, ENI European non resident citizen code

Nr of women  
(total 209)

%

Reason first visit
  Gynecological check-up 130 62,2

  Breast examination 18 8,6

  Gynecological and breast check up 18 8,6

  Pregnancy 43 20,6

Marital status
  Married 116 55,5

  Maiden 46 22,0

  Cohabitant 37 17,7

  Devorced 7 3,3

  Widow 3 1,4

Parentality
  No child 46 22,0

  1 child 40 19,1

  1 < child 123 58,9

Employment
  Unemployed 141 67,5

  Housewife 31 14,8

  Housekeeper 14 6,8

  Caregiver 6 2,8

  Hairdresser 5 2,4

  Student 5 2,4

  Other 7 3,3

NHS Document
  CF 152 72,7

  STP 11 5,3

  ENI 6 2,9

  No valid document 40 19,1

General practitioner
  No 93 44,5

  Yes 116 55,5

Table 2  Documents and access to the NHS

Document Authorizing institution Requirements

C.F TAX CODE Revenue Agency Italian citizens or Foreigns who certified work. Required Italian official residency/domicile

STP STP code ASL
(Local Health Agency)

Non EU citiziens, not regularly registered. Indigence declaration. Six month validity

ENI ENI code ASL
(Local Health Agency)

European citiziens without Italian residence and no health care assistance from the ori-
gin country. Six month validity



Page 6 of 10Urbano et al. BMC Women’s Health          (2023) 23:434 

Despite the different life stories, a common trait has been 
the request for further information and help to decide to 
be vaccinated or not. The acceptance of anti-COVID-19 
vaccination has been a critical issue and several social as 
well as personal factors might have influenced it [12, 13]. 
Medical advice combined to higher education were crucial 
factors to guarantee adherence to vaccination schedule.

Survey of institutional violence and social, economic 
and health marginalization of frail women at the clinic 
street center
At the same time as the obstetrician-gynecological visits, 
personal interviews were held in order to detect risk indi-
cators of institutional violence and social, economic and 
health marginalization [14].

Before the obstetric-gynecological visit, all 209 women, 
newly accepted in the clinic services, underwent an inter-
view at the first visit that included a collection of per-
sonal and social data.

The interview was developed to assess environmental 
risk conditions such as poverty, number of off-spring, 
poor family support, lack of a good social network, 
presence of stressful events close to childbirth, neglect, 
absence of a partner or presence of an inadequate or even 
abusive partner [15–18].

The elements that most significantly emerged from 
the interviews and which have been aggravated by the 
emergency situation relating to the spread of COVID-
19 concerned the lack of work (almost total for women 
and partial for their companions who very often did not 

have one), regular or adequate salary to contribute to the 
sustenance of the entire family, and the absence of a sup-
portive social network.

Most of the interviewed women were unemployed and 
the few who carried out cleaning services in hotels or 
homes were fired as consequence of the COVID-19 pan-
demic. This condition of social and economic vulnerability 
exasperated an already fragile condition: most of their part-
ners did not have a job or had lost it due to the pandemic.

For the women living in occupied buildings or camps 
in the Rome suburbs, the condition was even worse 
since access to any type of work had already been pre-
cluded by the instability and discomfort of the housing 
conditions which, even just because of their isolated 
location, had increased physical and psychological dis-
tance and/or exclusion from the social and working 
realities of the area [19, 20].

Many women also report that on-line learning activi-
ties, quarantines and the presence of children at home 
even in the morning, had further precluded the possibil-
ity to look for and replace a job.

The end of the pandemic and the complete return to 
school of their children were identified as the optimal 
times to dedicate efforts to look for a job.

Despite the suffering of social, family and economic 
difficulties, most of the women (72%) denied any conflict 
with the partner, using the phrase "It is all right" seldom 
accompanied by adequate arguments to support this 
position; 20% of the women interviewed admitted fre-
quent quarrels with their partners. Only 8% confirmed 
that somehow suffered violence (Fig. 4A).

Fig. 3  PAP-Test Screening and diagnosis of gynecological infection/morbidity. Pap-test screening was accepted by 110 women out the 148 
undergoing gynecological examination
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Women who claimed to have a conflict with their part-
ner reported that they argue mainly for economic rea-
sons. Indeed, Intimate partner violence (IPV) has been 
considered a pandemic within the COVID-19 pandemic 
[19, 21]. Indeed, the effects of lockdowns, quarantine 
combined to the isolation at home with abusive partners, 
as well as economic worries/loss of a job could signifi-
cantly facilitate violence against women.

This dreadful and dangerous combination of events 
at the same time have diminished women’s chances to 
seek for help, with a strong negative impact on their 
life [22].

We believe it is mandatory, when possible, to deepen 
this particular aspect, to understand the dynamics of 
conflicts and possible hidden aspects of abuses (not nec-
essarily physical) that the same woman does not recog-
nize, to be able to perform an optimal support, even if 
sporadic [23–25].

The psychological support was offered to each inter-
viewed woman, however only 9 of them came back 
for subsequent interviews: this data indicates how the 
psychological distress is not considered as an aspect to 
care of.

Another relevant fact that describes the condition of 
vulnerability and marginalization of the women involved 
is the lack of a relational support network that is funda-
mental, furthermore in times of difficulties, also related 
to pregnancy and the first years of children’s life [26].

Again, the data describe a rather negative situation. 
Fifty-seven% of women did not have relatives in Italy 
and only 21% had a family member residing in Italy 
(Fig. 4B). Furthermore, women who declared that they 
had their whole family in Italy could not always take 

advantage of the resulting benefits since they often were 
women who lived in fields where the enormous social 
hardship was certainly not mitigated by the presence of 
the family. In the future, the presence of a network of 
friends could be investigated more thoroughly, which, 
as an alternative to the family, could equally provide the 
necessary support in some moments of need such as 
pregnancy or post-partum [27].

The absence of a relational network, economic sta-
bility, the difficulty of accessing care are not the only 
factors that weigh on the health and freedom of these 
women; the difficulty of schooling of the children has 
also been added. Already in 2019 it was noted that 
26/100 women had unschooled children, especially in 
the first 6  years of life. This has worsened, due to the 
COVID-19 pandemic restriction as many children 
have not been able to adopt Distance Learning prop-
erly and skipped school days that were precious for 
their healthy development. The non-schooling of the 
children obliged the mothers to stay at home and had 
not allow them to carry out work activities [28]. Dur-
ing the interviews, it was found that the women who 
were first admitted to our primary care centers in 2021 
were not aware of the existence of screening programs 
for the protection of female health and were unaware of 
the meaning of the PAP test and other investigations, 
especially those relating to the early diagnosis of sexu-
ally transmitted infections. During the interviews it was 
possible to deepen the importance and function of sur-
veillance programs relating to reproductive health and 
the protection of pregnancy, and the methods of carry-
ing out some tests, bringing new knowledge and greater 
awareness of health protection.

Fig. 4  Distress due to conflict with the partner and lack of social and familiar network. Pie charts show the conflict with the partner (A) and family 
network (B). The percentages are referred to the total number of the women requesting gynecological/obstetric/breast examination (209)
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The street clinic center as a resource for women support 
in managing COVID‑19 derived social constrains
During the period between May 2020 and March 2022, 
we have also observed that a large group of women had 
access to the street clinic center to ask for support for the 
basic every-day life activities and taking care of the chil-
dren and COVID19 test for obtaining the green-pass for 
public transportation (570 women, 73%).

In particular, 383 mothers (49% of the total access) 
accompanied their children to the street clinic for a total 
of 605 pediatric visits; however, only 115 mothers (30%) 
were available to reveal personal information and very 
few of them participated to the women dedicated medi-
cal screening.

In this group, African women were the most pre-
sent, followed by Eastern European and Italian moth-
ers (Fig. 5A). It is interesting to note that the 80% of the 
mothers who asked for sustaining the children and sup-
porting the family (food, clothes etc.), had medium–high 
education (Fig. 5B).

This is indirect evidence that also families with 
medium–high education levels have been in the condi-
tion to use the street clinic point care, while not accessing 
to the NHS, and it strongly suggests that the street clinic 
unit has become landmark for the social support. Fur-
thermore, the results her presented showed that women 

had reinforced their role as care-giver for the family to 
detriment to their own health-care.

Another request from women coming to the Primary 
health care center of Medicina Solidale Institute was the 
execution of COVID-19 test. Indeed, the requirement of 
green-pass had pushed a large group of women (187, 24% 
of the total access) to ask for anti-COVID-19 tests that 
were performed for free.

It is interesting to note that in this case, the preva-
lence of women was from Eastern Europe (42%) and 
Italy (31%), thus suggesting that the COVID-19 test 
was required for transportation or work (Fig.  5C). This 
hypothesis is also reinforced by the fact that the test was 
preferentially requested by women with age comprised 
between 30 and 60 years, that corresponds to the work-
ing age range (Fig.  5D). This study presents some limi-
tations: the number of the cohort, although significant 
for the suburbs area of Rome in which Medicina Soli-
dale institute is based, is small to reach a statistical sig-
nificance compared to the whole Rome metropolitan city. 
Some women (63) have been not included in the study 
because of lacking information. The personnel routinely 
operating at the clinical health care center is on voluntary 
basis, and COVID-19 had also impacted their availabil-
ity. Furthermore, the COVID-19 pandemic had a strong 
impact on lowering the private funding for the Medicina 

Fig. 5  Socio-demographic data of the women acceding to the primary health care center of Medicina Solidale Institute for family/children support 
(A, B) or COVID-19 test (C, D). Data regarding the women asking for family/children support were reordered for 115 women out 383: A) country 
of origin, B) Educational status level. Data regarding the women asking for COVID-19 test refer to the 187 women: C) country of origin, B) Age. 
Histograms represent the number of women and percentage respect to the groups analyzed are reported within each bar
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Solidale Institute, therefore availability of reagents could 
be reduced during the first phases of the pandemic, while 
support for food and clothes, provided by private citizens 
always was available. These events had impact at same 
extent the efficacy of data collection. Despite the limita-
tions above described, this study provides an invaluable 
insight of the health and social condition of frail women 
in disadvantages area of Rome capital.

Conclusions
The COVID-19 pandemic proved to be a health deter-
mining factor in an increased inequality in accessing to 
health services, impairing working conditions, altering 
familiar balance and exacerbating social isolation of frail 
population. Women have played a crucial role in balanc-
ing the distress, absorbing and managing the very stress-
ful experience [29].

Street clinics with low access thresholds and assisted 
by street units and social mediators appear to be the 
most suitable intervention strategy to facilitate access 
to care for socially fragile people and guarantee a social 
and health care support, otherwise not available. Fur-
thermore, the active offer of oncological screening and 
health education courses for cancer prevention appear 
to be the most effective intervention strategies to com-
bat the onset of neoplastic pathology in socially disad-
vantaged women [30–32].

The other important issue is that the women during 
this period have taken care of their children asking for 
medical intervention, without asking for themselves.

The presence of psychologists within the team also 
ensured a better assessment of the risk of gender violence 
and accompanying women in a path of awareness of their 
rights as persons. The experience of Medicina Solidale 
Institute resembles the real-world experience of the USA 
safety-net health care system. These structures are health 
centers that provide a lifeline for underinsured and unin-
sured people. The COVID-19 pandemic has shown that 
this system has been critically important in the managing 
of the emergency and in the implementation of health care 
during pandemic for the vulnerable communities [33].

These experiences have also shown that safety-net hos-
pitals were more prepared than other providers to sup-
port public health departments, and able to reach and 
support those people that the public health services 
could not efficaciously serve.

We believe that the action of Medicina Solidale Insti-
tute, together with other non-profit private health care 
services present in Rome, may strongly contribute to sus-
tain the health care and social network for inclusion of 
the frail and disadvantaged people in Rome.

Acknowledgements
The authors would like to thank the Istituto di Medicina Solidale for the support 
in primary care, Mr.M. Cristiani for the collaboration and Mr.J.C. Shepherd for 
the invaluable support throughout the project.

Informed consent
Also, we confirm that, freely given, written informed consent to participate to 
this study was obtained from each participant.

Authors’ contributions
S.U. and L.E. designed the study; S.U, E.G.,V.F clinical data and personal 
information collection; S.U., A.R and L.E wrote the manuscript; A.R and S.U. pre-
pared the figures; L.E and A.R. corrected the manuscript; All authors reviewed 
the manuscript.

Funding
This research was partially supported by funding from Gilead, Community 
Award Program to Prof.L.Ercoli, “Modello di intervento sanitario sostenibile per 
la prevenzione dell’infezione da HCV in pazienti migranti fragili”.

Availability of data and materials
The datasets used and/or analyzed during the current study available from the 
corresponding author on reasonable request.

Declarations

Ethics approval and consent to participate
The work was performed in accordance with the Helsinki Declaration 
in accordance with the ethical principles for medical research involving 
human subjects and with the ethical standards of the Steering Committee 
of Medicina Solidale Institute. Scientific supervision was guaranteed by the 
Scientific Coordinator of the Medicina Solidale Institute. Medicina Solidale 
Institute is an Italian non-profit entity [so called institute of third sector (Ente 
del terzo settore – ETS)] and ethical approval was deemed unnecessary 
according to national regulations (Lg. 129, 6th June 2001; D.L. 117, 3rd July 
2017). However, any data collection is planned, discussed, and authorized by 
the Steering Committee supported by the Scientific Coordinator, in accord-
ance the indication of the Helsinki Declaration of the ethical principles for 
medical research involving human subjects and in respect of the Italian law 
(privacy and personal data storage).
As defined by the Steering Committee of the Medicina Solidale Institute, 
informed consent was prepared in accordance with the ethical principles 
for medical research involving human subjects following the Declarations 
of Helsinki and in accordance with the Italian national guidelines for privacy 
protection in healthcare. The Steering Committee further established that 
informed consent should have had administered for each access to the care 
services of Medicina Solidale Institute.
The lead author affirms that this manuscript is an honest, accurate and 
transparent account of the study being reported. The reporting of this work 
is compliant with high-quality qualitative research methodology. We confirm 
that all methods were carried out in accordance with relevant guidelines and 
regulations. Also, we confirm that, freely given, written informed consent to 
participate to this study was obtained from each participant.

Consent for publication
Not applicable.

Competing interests
The authors declare no competing interests.

Author details
1 Istituto Di Medicina Solidale Onlus, Rome, Italy. 2 Gynecology Department, 
Fatebenefratelli Hospital, Rome, Italy. 3 Department of Experimental Medicine, 
Sapienza University of Rome, Rome, Italy. 4 Department of Biomedicine 
and Prevention, Tor Vergata University, Rome, Italy. 

Received: 15 February 2023   Accepted: 9 August 2023



Page 10 of 10Urbano et al. BMC Women’s Health          (2023) 23:434 

References
	1.	 Badalov E, Blackler L, Scharf AE, Matsoukas K, Chawla S, Voigt LP, Kuflik A. 

COVID-19 double jeopardy: the overwhelming impact of the social deter-
minants of health. Int J Equity Health. 2022;21(1):76. https://​doi.​org/​10.​1186/​
s12939-​022-​01629-0.

	2.	 Persad G, Pandya A. A Comprehensive Covid-19 Response - The Need for 
Economic Evaluation. N Engl J Med. 2022;386(26):2449–51. https://​doi.​org/​
10.​1056/​NEJMp​22028​28.

	3.	 Paremoer L, Nandi S, Serag H, Baum F. Covid-19 pandemic and the social 
determinants of health. BMJ. 2021;372:n129. https://​doi.​org/​10.​1136/​bmj.​
n129.

	4.	 Gullo G, Scaglione M, Cucinella G, Riva A, Coldebella D, Cavaliere AF, Signore 
F, Buzzaccarini G, Spagnol G, Laganà AS, Noventa M, Zaami S. Congenital 
Zika Syndrome: Genetic Avenues for Diagnosis and Therapy, Possible Man-
agement and Long-Term Outcomes. J Clin Med. 2022;11(5):1351. https://​
doi.​org/​10.​3390/​jcm11​051351.

	5.	 Ralli M, Morrone A, Arcangeli A, Ercoli L. Asymptomatic patients as a 
source of transmission of COVID-19 in homeless shelters. Int J Infect Dis. 
2021;103:243–5. https://​doi.​org/​10.​1016/j.​ijid.​2020.​12.​031.

	6.	 Ralli M, Cedola C, Urbano S, Morrone A, Ercoli L. Homeless persons and 
migrants in precarious housing conditions and COVID-19 pandemic: 
peculiarities and prevention strategies. Eur Rev Med Pharmacol Sci. 
2020;24(18):9765–7. https://​doi.​org/​10.​26355/​eurrev_​202009_​23071.

	7.	 Iacoella C, Ralli M, Maggiolini A, Arcangeli A, Ercoli L. Acceptance of COVID-
19 vaccine among persons experiencing homelessness in the City of Rome. 
Italy Eur Rev Med Pharmacol Sci. 2021;25(7):3132–5. https://​doi.​org/​10.​
26355/​eurrev_​202104_​25568.

	8.	 Ralli M, Cedola C, Russo L, Urabno S, Cimino M, Fonte E, Morrone A, 
Arcangeli A, Ercoli L. Health and social conditions of children living in disad-
vantaged neighborhoods in the city of Rome. Italy Eur Rev Med Pharmacol 
Sci. 2020;24(23):12350–7. https://​doi.​org/​10.​26355/​eurrev_​202012_​24029.

	9.	 Ralli M, Urbano S, Gobbi E, Shkodina N, Mariani S, Morrone A, Arcangeli A, 
Ercoli L. Health and social inequalities in women living in disadvantaged 
conditions: a focus on gynecologic and obstetric health and intimate 
partner violence. Health Equity. 2021;5(1):408–13. https://​doi.​org/​10.​1089/​
heq.​2020.​0133.

	10.	 Topriceanu CC, Wong A, Moon JC, Duges AD, Bann D, Chaturvedi N, 
Patalay P, Conti G, Capture G. Evaluating access to health and care services 
during lockdown by the COVID-19 survey in five UK national longitudinal 
studies. BMJ Open. 2021;11(3):e045813. https://​doi.​org/​10.​1136/​bmjop​
en-​2020-​045813.

	11.	 Mein SA. COVID-19 and Health Disparities: the Reality of “the Great 
Equalizer.” J Gen Intern Med. 2020;35(8):2439–40. https://​doi.​org/​10.​1007/​
s11606-​020-​05880-5.

	12.	 Maranto M, Zaami S, Restivo V, Termini D, Gangemi A, Tumminello M, 
Culmone S, Billone V, Cucinella G, Gullo G. Symptomatic COVID-19 in Preg-
nancy: Hospital Cohort Data between May 2020 and April 2021, Risk Factors 
and Medicolegal Implications. Diagnostics (Basel). 2023;13(6):1009. https://​
doi.​org/​10.​3390/​diagn​ostic​s1306​1009.

	13.	 Maranto M, Gullo G, Bruno A, Minutolo G, Cucinella G, Maiorana A, Casuccio 
A, Restivo V. Factors Associated with Anti-SARS-CoV-2 Vaccine Acceptance 
among Pregnant Women: Data from Outpatient Women Experiencing 
High-Risk Pregnancy. Vaccines (Basel). 2023;11(2):454. https://​doi.​org/​10.​
3390/​vacci​nes11​020454.

	14.	 Diez RA. Investigating neighborhood and area effects on health. Am J 
Public Health. 2001;91(11):1783–9. https://​doi.​org/​10.​2105/​ajph.​91.​11.​1783.

	15.	 Asensio A, Nebot L, Estruga L, Perez G, Diez E. Contraception in the Roma 
population living in two low-income neighborhoods of Barcelona (Spain). 
Gac Sanit. 33(2):119–126. https://​doi.​org/​10.​1016/j.​gaceta.​2017.​11.​011.

	16.	 Ahern J, Cerdá M, Lippman SA, Tardiff KJ, Vlahov D, Galea S. Navigating non-
positivity in neighbourhood studies: an analysis of collective efficacy and 
violence. J Epidemiol Community Health (1978). 2013;67(2):159–65. https://​
doi.​org/​10.​1136/​jech-​2012-​201317.

	17.	 Dunn JR, Hayes MV, Hulchanski JD, Hwang SW, Potvin L. Housing as a socio-
economic determinant of health: findings of a national needs, gaps and 
opportunities assessment. Can J Public Health. 2006;97 Suppl 3:S11-5, S12-7.

	18.	 Alhusen JL, Lucea MB, Bullock L, Sharps P. Intimate partner violence, 
substance use, and adverse neonatal outcomes among urban women. J 
Pediatr. 2013;163(2):471–6. https://​doi.​org/​10.​1016/j.​jpeds.​2013.​01.​036.

	19.	 Tsuno K, Kawachi I, Inoue A, Naki S, Tanigaki T, Nagatomi H, Kawakami 
N, JSTRESS Group. Long working hours and depressive symptoms: 

moderating effects of gender, socioeconomic status, and job resources. Int 
Arch Occup Environ Health. 2019;92(5):661–72. https://​doi.​org/​10.​1007/​
s00420-​019-​01401-y.

	20.	 Clougherty JE, Eisen EA, Slade MD, Kawachi I, Cullen MR. Gender and sex dif-
ferences in job status and hypertension. Occup Environ Med. 2011;68(1):16–
23. https://​doi.​org/​10.​1136/​oem.​2009.​049908.

	21.	 Evans ML, Lindauer M, Farrell ME. A Pandemic within a Pandemic – Intimate 
Partner Violence during Covid-19. N Engl J Med. 2020;383(24):2302–4. 
https://​doi.​org/​10.​1056/​NEJMp​20240​46.

	22.	 Barbara G, Viero A, Pellizzone I, Buggio L, Facchin F, Cattaneo C, D’Amico ME, 
Vercellini P, Kustermann A. Intimate partner violence in the COVID-19 era: a 
health, psychological, forensic and legal perspective. Int J Environ Res Public 
Health. 2022;19(9):4973. https://​doi.​org/​10.​3390/​ijerp​h1909​4973.

	23.	 Kawakami N, Haratani T, Kobayashi F, Kobayashi F, Ishizaki M, Hayashi T, 
Fujita O, Aizawa Y, Shogo M, Hiro H, Masumoto T, Hashimoto S, Araki S. 
Occupational class and exposure to job stressors among employed men 
and women in Japan. J Epidemiol. 2004;14(6):204–11. https://​doi.​org/​10.​
2188/​jea.​14.​204.

	24.	 Magnusson C, Nermo M. Gender, parenthood and wage differences: 
the importance of time-consuming job characteristics. Soc Indic Res. 
131(2):797–816. https://​doi.​org/​10.​1007/​s11205-​016-​1271-z.

	25.	 Mandel H, Semyonov M. Gender pay gap and employment sector: sources 
of earnings disparities in the United States, 1970–2010. Demography. 
2014;51(5):1597–618. https://​doi.​org/​10.​1007/​s13524-​014-​0320-y.

	26.	 Mulia N, Schmidt L, Bond J, Jacobs L, Korcha R. Stress, social support 
and problem drinking among women in poverty. Addiction (Abingdon, 
England). 2008;103(8):1283–93. https://​doi.​org/​10.​1111/j.​1360-​0443.​2008.​
02234.x.

	27.	 Makayoto LA, Omolo J, Kamweya AM, Harder VS, Mutai J. Prevalence 
and associated factors of intimate partner violence among pregnant 
women attending Kisumu District Hospital. Kenya Matern Child Health J. 
2013;17(3):441–7. https://​doi.​org/​10.​1007/​s10995-​012-​1015-x.

	28.	 Lawoko S. Predictors of attitudes toward intimate partner violence. J 
Interpers Violence. 2008;23(8):1056–74. https://​doi.​org/​10.​1177/​08862​60507​
313972.

	29.	 Freeman T, Baum F, Musolino C, Flavel J, McKee M, Chi C, Giugliani C, Falcão 
MZ, De Ceukelaire W, Howden-Chapman P, Nguyen TH, Serag H, Kim S, 
Carlos AD, Gesesew HA, London L, Popay J, Paremoer L, Tangcharoensathien 
V, Sundararaman T, Nandi S, Villar E. Illustrating the impact of commercial 
determinants of health on the global COVID-19 pandemic: Thematic 
analysis of 16 country case studies. Health Policy. 2023;134:104860. https://​
doi.​org/​10.​1016/j.​healt​hpol.​2023.​104860.

	30.	 Bent-Goodley TB. Health disparities and violence against women. Trauma 
Violence Abuse. 2007;8(2):90–104. https://​doi.​org/​10.​1177/​15248​38007​
301160.

	31.	 Du XL, Fang S, Meyer TE. Impact of treatment and socioeconomic status on 
racial disparities in survival among older women with breast cancer. Am J 
Clin Oncol. 2008;31(2):125–32. https://​doi.​org/​10.​1097/​COC.​0b013​e3181​
587890.

	32.	 Lee H, Harris KM, Gordon-Larsen P. Life course perspectives on the links 
between poverty and obesity during the transition to young adult-
hood. Popul Res Policy Rev. 2009;28(4):505–32. https://​doi.​org/​10.​1007/​
s11113-​008-​9115-4.

	33.	 Knudsen J, Chokshi DA. Covid-19 and the safety net - moving from straining 
to sustaining. N Engl J Med. 2021;385(24):2209–11. https://​doi.​org/​10.​1056/​
NEJMp​21140​10.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in pub-
lished maps and institutional affiliations.

https://doi.org/10.1186/s12939-022-01629-0
https://doi.org/10.1186/s12939-022-01629-0
https://doi.org/10.1056/NEJMp2202828
https://doi.org/10.1056/NEJMp2202828
https://doi.org/10.1136/bmj.n129
https://doi.org/10.1136/bmj.n129
https://doi.org/10.3390/jcm11051351
https://doi.org/10.3390/jcm11051351
https://doi.org/10.1016/j.ijid.2020.12.031
https://doi.org/10.26355/eurrev_202009_23071
https://doi.org/10.26355/eurrev_202104_25568
https://doi.org/10.26355/eurrev_202104_25568
https://doi.org/10.26355/eurrev_202012_24029
https://doi.org/10.1089/heq.2020.0133
https://doi.org/10.1089/heq.2020.0133
https://doi.org/10.1136/bmjopen-2020-045813
https://doi.org/10.1136/bmjopen-2020-045813
https://doi.org/10.1007/s11606-020-05880-5
https://doi.org/10.1007/s11606-020-05880-5
https://doi.org/10.3390/diagnostics13061009
https://doi.org/10.3390/diagnostics13061009
https://doi.org/10.3390/vaccines11020454
https://doi.org/10.3390/vaccines11020454
https://doi.org/10.2105/ajph.91.11.1783
https://doi.org/10.1016/j.gaceta.2017.11.011
https://doi.org/10.1136/jech-2012-201317
https://doi.org/10.1136/jech-2012-201317
https://doi.org/10.1016/j.jpeds.2013.01.036
https://doi.org/10.1007/s00420-019-01401-y
https://doi.org/10.1007/s00420-019-01401-y
https://doi.org/10.1136/oem.2009.049908
https://doi.org/10.1056/NEJMp2024046
https://doi.org/10.3390/ijerph19094973
https://doi.org/10.2188/jea.14.204
https://doi.org/10.2188/jea.14.204
https://doi.org/10.1007/s11205-016-1271-z
https://doi.org/10.1007/s13524-014-0320-y
https://doi.org/10.1111/j.1360-0443.2008.02234.x
https://doi.org/10.1111/j.1360-0443.2008.02234.x
https://doi.org/10.1007/s10995-012-1015-x
https://doi.org/10.1177/0886260507313972
https://doi.org/10.1177/0886260507313972
https://doi.org/10.1016/j.healthpol.2023.104860
https://doi.org/10.1016/j.healthpol.2023.104860
https://doi.org/10.1177/1524838007301160
https://doi.org/10.1177/1524838007301160
https://doi.org/10.1097/COC.0b013e3181587890
https://doi.org/10.1097/COC.0b013e3181587890
https://doi.org/10.1007/s11113-008-9115-4
https://doi.org/10.1007/s11113-008-9115-4
https://doi.org/10.1056/NEJMp2114010
https://doi.org/10.1056/NEJMp2114010

	Protection of gender health and fight against gender violence during the COVID-19 pandemic: the experience of our street clinic in a disadvantaged suburb of Rome Metropolitan City
	Abstract 
	Object 
	Methods 
	Results 
	Conclusions 

	Introduction
	Materials and method
	Medicina Solidale Institute primary care center and patient population
	COVID 19 test

	Results and discussion
	Distinct needs profile of women with social-economic frailties during pandemic period
	Frail women and request for gynecological assistance and support
	Survey of institutional violence and social, economic and health marginalization of frail women at the clinic street center
	The street clinic center as a resource for women support in managing COVID-19 derived social constrains

	Conclusions
	Acknowledgements
	References


