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used to elaborate these findings.

was a member of the street children community.
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Background: Street children are a global phenomenon, with an estimated population of around 150 million across
the world. These children include those who work on the streets but retain their family contacts, and also those
who practically live on the streets and have no or limited family contacts. In Pakistan, many children are forced to
work on the streets due to health-related events occurring at home which require children to play a financially
productive role from an early stage. An explanatory framework adapted from the poverty-disease cycle has been

Methods: This study is a qualitative study, and involved 19 in-depth interviews and two key informant interviews,
conducted in Rawalpindi, Pakistan, from February to May 2013. The data was audio taped and transcribed. Key
themes were identified and built upon. The respondents were contacted through a gatekeeper ex-street child who

Results: We asked the children to describe their life stories. These stories led us to the finding that street children
are always forced to attain altered social roles because health-related problems, poverty, and large family sizes leave
them no choice but to enter the workforce and earn their way. We also gathered information regarding high-risk
practices and increased risks of sexual and substance abuse, based on the street children’s increased exposure.
These children face the issue of social exclusion because diseases and poverty push them into a life full of risks and
hazards; a life which also confines their social role in the future.

Conclusion: The street child community in Pakistan is on the rise. These children are excluded from mainstream
society, and the absence of access to education and vocational skills reduces their future opportunities. Keeping in
mind the implications of health-related events on these children, robust inter-sectoral interventions are required.

Multilingual abstracts

Please see Additional file 1 for translations of the ab-
stract into the six official working languages of the
United Nations.

Background
In his address at the launching ceremony of the Nelson
Mandela Children’s Fund in 1995, Nelson Mandela said:
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“There can be no keener revelation of a society’s soul than
the way in which it treats its children.” [1] This state-
ment is often tested when it comes to the issue of street
children. The term “street children” broadly refers to
several groups: children on the streets, defined as those
who maintain family ties and return home to sleep; and
children of the streets, defined as those with limited
family contact and who end up spending most of their
days and nights on the streets [2].

Street children are a global phenomenon, with an esti-
mated population of around 150 million across the world
[3], but the actual numbers could be much higher. In
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1989, UNICEF estimated 100 million children were grow-
ing up on urban streets around the world, and 14 years
later reported that: “The latest estimates put the numbers
of these children as high as 100 million”. Even in 2007
UNICEEF said: “The exact number of street children is im-
possible to quantify, but the figure almost certainly runs
into tens of millions across the world. It is likely that the
numbers are increasing. [4]” Data on street children esti-
mates that there is approximately 40 million street chil-
dren in South America, 25 million in Asia, 10 million in
Africa, and 25 million in Eastern and Western Europe [5].
While the largest concentrations of street children are re-
ported in Latin and South America [2], South Asian coun-
tries have some of the highest numbers of street children
in the world, with estimates ranging from around 18 mil-
lion [6] in India to around 1.5 million in Pakistan [7].

The phenomenon of street children poses a multifarious
societal challenge. In most cases, street children are the
victims of poverty and factors closely associated with it
[8]. Several other factors are usually considered to be re-
sponsible for the prevalence of street children, including
conflicts within the family; poor parenting; physical, emo-
tional, and sexual abuse; peer influence; domestic violence;
death of parents; urbanization; famine; and war. All of
these etiologies result in the need to seek opportunities
outside of the home environment [9]. Street children in
Pakistan perform a number of tasks ranging from beg-
ging, car washing, and scavenging, to pick pocketing
and prostitution [10].

Pakistan is faced with the issue of street children like
most other developing countries. A major reason for this
constant influx of children on the streets is the rapid in-
crease in the urban population and the inability of urban
centers to accommodate them [11]. This has resulted in
high rates of adult unemployment with a large number
of families living on the edge of poverty. High popula-
tion growth and smaller landholdings in the rural areas
have led to high rates of urban migration to the cities
already plagued with homelessness, child labor, and mal-
nutrition [11].

In this paper, we discuss the issue of street children
with reference to the vicious cycle of poverty and dis-
ease. It is a known fact that disease and poverty together
form the perfect mix of circumstances for physically,
socially, and financially deprived living conditions [12].
The public sector in Pakistan does not provide any long-
term and sustainable forms of social or financial support
to the poor. The constantly escalating numbers of children
who are forced to work on the streets either to look after
their households or simply to survive clearly demonstrate
this [13]. This study purports to look into the issue of
street children, with a focus on the circumstances that
forced them to leave their homes and schools in order
to generate income for survival. We discuss that, in the
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majority of the cases, there is evidence of a chronic disease
at home that pushes these children to the streets.

Methods

This was a qualitative study conducted in Rawalpindi
from February to May 2013, on the streets and market
places of Rawalpindi city, Punjab province, Pakistan. The
main areas where the respondents came from were;
Sadigabad, Commercial Market (Satellite Town), and
Chandni Chowk. The respondents for this study were
selected according to the World Health Organization
(WHO) definition of adolescents (10—19 years of age),
working on the streets [14]. The sample size was 19
street children, selected using a non-random snowball sam-
pling technique. A total of 31 children were approached
and the study purpose was explained to them, in detail.
Our sample size comprised the individuals who fully
understood the purpose and gave verbal informed con-
sent. Out of the adolescents selected for our study,
15 were working on the streets while the remaining four
belonged to the group of children of the streets, who
have limited or no family contact. When we started
interviewing the respondents we felt that, based on
similar circumstances, we achieved data saturation at 19
interviews. Other factors which governed this number
were the resources that were available to us, as well as
time constraints.

In addition, two in-depth interviews were conducted with
key informants, who were adult men who had spent their
childhoods working on the streets. The purpose of these in-
terviews was to discuss the sensitive issues of sexual abuse
and substance abuse, which were deemed inappropriate to
discuss with the selected children respondents.

The data was collected by two teams of interviewers.
Each team comprised of two interviewers and one super-
visor. The teams were provided with transport and com-
munication facilities. The team members received training
on the interview guidelines. The research team comprised
of two public health physicians, four medical students, a
clinical psychologist, and a gatekeeper. Respondent were
explained the purpose of the study and all their concerns
were addressed. The confidentiality of all information was
assured. Those who finally agreed to participate were
asked to give verbal informed consent; the low literacy
level of our study participants was acknowledged. The
data was collected using an unstructured interview
guide in the Urdu language to avoid language barriers.
The main areas of focus in the data collection tool
were demographic details of the street children, their
family and social backgrounds, and the high-risk prac-
tices in which they are involved. Each interview took
around 1-1.5 hours. The interviews were audio taped
wherever permission was granted. The audiotapes were
transcribed within four days of the initial interview.
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The tapes were destroyed 15 days after the interview.
Key themes were identified and discussed after manual
thematic content analysis was conducted.

Ethical considerations

Ethical approval for this study was obtained from the
Institutional Review Board Health Services Academy,
Islamabad. Obtaining informed consent from children is a
controversial subject, and when these children are un-
supervised and without any guardians, such as in the case
of street children, the vulnerability factor and ethical
ambiguity rise even further. There are no set protocols
regarding this issue, and international literature provides
little clear guidance. Modern research ethics are based on
principles which usually safeguard the interests of the par-
ticipants, yet these laws do not signify the ultimate truth
and, based on the research circumstances, are liable to
change. The most significant ethical considerations that
guided us through this study were beneficence and non-
maleficence. The idea of the risk-benefit ratio and the
intent of disseminating information about this vulnerable
group guided us throughout the course of this study. We
see these children everyday, yet we fail to play our part to
bring them into a normal and socially productive life with
ambitions and dreams. We felt that being researchers, the
least we could do was discuss the problems faced by this
group on an academic platform.

Informed consent was sought from the parents/guard-
ians of 11 of the participants. The remaining eight con-
sented after extensive explanation of the research process.
For the children who had family contact, our first aim was
to obtain verbal informed consent from a parent or care-
giver. In cases where this was not possible, informed con-
sent was sought from the participants themselves. Great
care was taken to include only those children who con-
sented and we took the information part of the informed
consent very seriously. All children were repeatedly ex-
plained the purpose and methods of the study. Great care
was taken to exclude those children who either failed to
understand the purpose of the study or did not consent to
the study.

Results

The present study is a qualitative research paper, in which
data was collected using in-depth interviews conducted
with 19 children. We initially approached 31 individuals.
Out of these, 19 gave informed consent after being clearly
explained the purpose of the study.

Basic demographics

The mean age of the respondents was 13.47 years +
2.84 years; 14 were males while the remaining five were
females. Out of the 19 respondents, six had exposure
to formal schooling at the very basic levels, while 13
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had never attended school. Most of the study participants
had Pakhtoon ethnic origins (52%), followed by children
with Punjabi backgrounds (21%), with the remaining chil-
dren being of Afghan, Sindhi, or Saraiki descent. Average
time spent on the streets was 7.18 years + 4.71 years, and
the average daily income was 2.92 USD/day + 1.36 USD.
Around 58% of the respondents had seven to 10 siblings
(see Table 1).

Initiation of street life: the cage without bars

Most of the respondents had been exposed to life on the
streets in their early years. The mean age of initiation of
street life was 6.29 with a SD of +2.36. Most respon-
dents maintained family contact and were pushed onto
the streets due to financial circumstances. As one child
said: “T have been working on the streets since I was five
years old. We are five siblings and our father passed
away when I was three years old. Our eldest brother, who
was 12 at the time, left school and started working as a
dishwasher at a local restaurant. Later, as time passed
and he alone couldn’t support us, I left school as well
and started working with him”. Life on the streets is
tough and in most circumstances, it is governed by obli-
gations rather than choices, as one respondent put it:
“No one wants to be in this situation. We want to go to
school like other children, but going to school means that
I would stop making money and will have to spend
money on books and fees. I know many children who
went to school, but are now working on the streets like
me”. Some of the participants also had social issues at
home which overshadowed their financial conundrums:
“After my mother died, my father sent me to the city to
work in a big house. The people in the house were nice
but the other servants, especially their driver, used to
beat me up a lot, so I ran away and went back to my
father, who took me back because he said he had taken
money from the people I worked for. I had no other op-
tion but to run away. Now | feel that I'm free as I can do
whatever I want’.

Large families: more mouths to feed or more hands to
work?

All of our respondents had large families, with a mean
number of siblings 7.68 with SD + 2.61. Pakistan has al-
ways had issues with family planning due to various
socio-cultural barriers. People believe that having lots of
children is somehow a sign of a successful life even if
caring for these children gets out of control. During the
course of this study, we met with a respondent’s mother
who was begging on the streets alongside six of her chil-
dren. She said: “Rich people have lots of money while
poor people have lots of children; this is what makes us
rich”. These large family sizes eventually have a toll on
the children who are forced to drop out of schools and
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Table 1 Basic demographics of the respondents

Serial # Age (years) Gender (M/F) Education Ethnicity Time living Average daily Type of work Number of
on the streets income PKR: (USS$)* siblings

1 10 F Nil Pakhtoon 3 years 300(4) Begging 9

2 12 F Nil Pakhtoon 5 years 150(1.5) Begging 12

3 18 M 4th grade  Punjabi 13 years 200(2) Scavenging 7

4 11 M Nil Pakhtoon 2 years 20002) Begging, pick pocketing 8

5 14 M 2nd grade  Afghani 5 years 250(2.5) Scavenging 9

6 17 M Nil Saraiki 13 years 300(3) Balloon vender 4

7 19 M Nil Pakhtoon 16 years 500(5) Scavenging, pick pocketing 14

8 15 M Nil Sindhi 10 years 300(3) Begging 5

9 10 M 5th grade  Pakhtoon 6 months 350(3.5) Begging 10

10 14 M Nil Punjabi 7 years 500(5) Begging, selling flowers 7

11 12 F Nil Punjabi 8 years 250(2.5) Begging 8

12 13 M 3rd grade  Punjabi 3 years 200(2) Scavenging 10

13 17 M Nil Pakhtoon 14 years 200(2) Selling flowers, scavenging 7

14 12 M Nil Pakhtoon 8 years 300(3) Begging 5

15 11 F Nil Saraiki 2 years 100(1) Begging 8

16 15 M Nil Punjabi 10 years 400(4) Scavenging 6

17 15 M Nil Pakhtoon 10 years 600(6) Pick pocketing, begging 6

18 1 F Ist grade  Pakhtoon 6 years 150(1.5) Begging 4

19 10 M 4th grade  Pakhtoon 1 year 200(2) Begging 7

*Average conversion rate 1 USD = 100PKR.

work on the streets. A study participant said: “At first 1
was the only one out of my siblings working on the street
selling balloons, while the remaining six went to school.
But when my father became ill, one of my brothers and a
sister had to join me. Now I sell balloons, while the youn-
ger two beg and sell flowers”.

Diseases at home: the poverty-disease cycle

The poverty-disease cycle clearly pointed to the flimsy
equilibrium which exists between socio-economic sta-
tuses and the health of individuals, with the eventual
burden materializing firstly on specific families, and then
on communities in general.

Almost all of the study participants had some sort of
health-related event in their families in the past that has
affected their present and their future. As one respond-
ent said: “We used to have a happy life; all of my broth-
ers and sisters used to go to school when our father was
healthy, but since he fell ill, we have had to earn for the
family. The two youngest siblings still go to school but the
rest of us have to work. Maybe one day the younger ones
will support us and we will not have to work on the
streets”. (See Table 2.)

During the course of this study, it was observed that
two basic ideologies originated as a result of experiencing
the disruption of a normal family life due to various dis-
eases involving the parents. Some respondents developed

a fear of illness and saw a dark future based on their in-
creased exposure. One child said: ‘T want to live a long
and healthy life with my family, but I know this is a just a
dream. My father died because of tuberculosis when we
were very young in his last few days he often called me
and told me important things. One day he told me to work
hard and make lots of money because poor people die
early. I have been trying to make money for many years,
but finally I have realized that I will also die poor like my
father because making money is a very difficult thing to do
in our society’.

Some study participants had seen their parents ill or
dying, and as a consequence had developed a rebellious
and carefree attitude. As one boy told us: ‘T am not
afraid of dying because every day is dangerous. Just last
week, I got an electric shock from a live wire; it hurt a lot
but look I am still alive. I cannot die till God wants me
to, so why be afraid of anything? I do what I want and
this is how I want to live”.

When asked the about the reasons for working on the
streets, all respondents enumerated a multitude of con-
ditions at home, where various health-related events had
forced them to work on the streets. These circumstances
ranged from death to incapacitating diseases and par-
ents’ substance addiction. One respondent said: “Our
father used to drive a van, but two years ago he had an
accident. He is bedridden now and cannot work. My



Abdullah et al. Infectious Diseases of Poverty 2014, 3:11
http://www.idpjournal.com/content/3/1/11

Table 2 Health status of parents
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Serial # Mortality status of parents Current health status/Cause of death

1. Father dead, mother alive Father died of tuberculosis, mother diabetic

2. Both parents alive Father drug addict, mother normal

3. Father dead, mother alive Father died of chronic liver disease (Hepatitis B/C?), mother Hepatitis C

4, Both parents alive Both parents normal

5. Father alive, mother dead Father drug addict, mother died due to pyrexia of unknown origin

6. Unknown Father had a leg injury on last contact, mother normal

7. Both parents alive Father normal, mother is asthmatic

8. Both parents alive Both parents normal

9. Father dead, mother alive Father died in a car accident, mother has arthritis and generalized weakness

10. Both parents alive Father has a spinal cord injury, mother normal

11 Both parents dead Father died of gunshot wounds, mother died of tuberculosis

12. Both parents alive Father drug addict, mother normal

13. Both parents alive Both parents normal

14. Both parents alive Father diabetic with left foot amputation, mother has some psychiatric problems
15. Father alive, mother dead Father normal, mother died of cancer

16. Father dead, mother alive Father died of acute respiratory problems, mother normal

17. Both parents alive Father had an episode of Ml recently, mother has psychiatric complaints

18. Father dead, mother alive Father died in a road traffic accident, mother alive with painful joints leading to limited mobility
19. Both parents alive Father is a drug addict, mother normal

younger brother is sick most of the time and cannot go to
school. The doctors say that his body doesn’t make fresh
blood. Our mother has to stay home and take care of
them; that is why she lost her job as a washing lady. Now
I work in a dhabba (roadside restaurant). I make around
150-200 rupees (USD 1.5-2) per day to feed my family.
How can we afford treatment for my father and brother;
we are lucky to have some food every day’.

No education, no skills, no choices

Low literacy levels in developing countries when amal-
gamated with a lack of occupational opportunities create
a complex situation where education alone has limited
power over socio-economic tribulations. One of our re-
spondents was of the opinion that: ‘I learnt two very im-
portant things on the street: how to gather garbage and
how to care for myself. Life is tough and you have to be
smart to survive.” Another participant told us that: ‘7
wish I had gone to school when I could. Now I know
nothing besides blowing up and selling balloons. I don’t
want to do this work forever. Do you think I can go to
school at this age?”

The importance of vocational skills is tremendous, as
skills provide better occupational opportunities for earn-
ing a more stable livelihood. This was elaborated by one
respondent who said: “Just going to school won’t end my
problems. I also have to make money for my family. 1

think schools should teach us how to do different things,
instead of just teaching us how to read and write. This is
why I stopped going to school”.

Push and pull factors

We asked our study respondents to tell us three things
that they like and three things that they dislike about
both street life, and life at home and school. Their re-
sponses are summarized in Table 3.

Sexual abuse and drug adictions in street children

We conducted two key informant interviews with adult
men who were ex-street children, in order to gather infor-
mation regarding the ethically sensitive issues of sexual
abuse and drug addiction. Street children are more vulner-
able to sexual exploitation because they are unsupervised.
They are exposed to the dangers of the untamed urban
culture of the developing world, where the poor imple-
mentation of laws, scarcity of resources, and meager liter-
acy and awareness levels create the perfect recipe for child
rights violations. Child molestation, nevertheless, cannot
be attributed to a certain socio-economic or ethnic stratifi-
cation. As one respondent told us: “People who try to sexu-
ally abuse children do it mostly because they can. But the
children on the streets have developed their own protective
mechanisms; we look out for each other with the older ones
in the groups keeping an eye on the younger ones. Once a
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Table 3 Likes and dislikes regarding home and street life
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Likes

Dislikes

Life at home . Parents (mostly mothers)
. Availability of food

. Shelter and clothing

. Family structure

. Going to school

. Playing games with friends and siblings

2

3

4

5

6. Pets at home

7

8. Free time

9. Watching television

Life on the streets 1. Freedom to do anything
2. Adventure with friends
3. Ability to earn by myself
4. A lot of people know you
5. Have my own pet dog

6. Get to eat anything | want

1. Beatings from parents (mostly fathers)

. Step parents

. Not enough food

. Too many people at home
. Too many problems

. Sick or impaired individuals present at home

N O AN WwN

. No freedom at home

. Rude people

N

. Police

w

. Fights between street children

4. Sleeping on the road side

w

. Bad people (sexual abuse)

o

Some boys keep blades and hurt others during fights

boy from our group was kidnapped in a big white car. 1
noted the registration number and took the police to the
address. We caught the man red-handed and the police
took him away. He was a rich man and had no need to do
something like this, but he did it because he thought he
wouldn’t get caught. Just imagine how many children can’t
get any help”.

Substance abuse is another serious issue. Most children
develop the habit of smoking at an early stage due to peer
pressure or for acceptability. A common abusive substance
is Samad Bond, a locally manufactured glue that is also
used for volatile substance abuse. Our respondent told us
that: “Most kids sniff glue. Living on the streets is hard;
sniffing glue makes you forget all your hardships. I used to

sniff glue but when my friend got sick and died because of
it, I stopped. Now I tell all the younger boys to stay away
from glue sniffers, but only a few listen to me”.

Discussion

In most cases, poverty is a well-documented and plaus-
ible etiological feature in the initiation of street life of
street children, along with an array of complex causes
mostly prevalent in an urban environment [15]. Simul-
taneously, poverty itself does not occur in solitude and is
further enhanced by diseases and their consequences.
The poverty-disease cycle provides a clearer understand-
ing of the issue, and how poverty originates and esca-
lates in the presence of various debilitating illnesses [16].

diseases + increased
burden on family for
treatment

increased exposure to
diseases / high risk

increased financial

behaviors burden on children

children forced to
work on streets

Figure 1 The relationship between poverty, disease and the phenomenon of street children.

malnutrition and
poor sanitary
conditions

reduced
economic
capacities

reduced
physical, mental
and/or work
capacities

infectious
diseases
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We intend to take this academic debate further by
linking the issue of street children with the poverty-
disease cycle [15]. The circumstances that force children
to spend their lives on the streets are always governed
by obligations rather than choices [17]. Street children
are not only deprived of their basic child rights but are
additionally exposed to an array of hazards and risks
that other children are protected from [18]. The socio-
economic makeup of the homes that children leave
behind to work on the streets is usually governed by
poverty and disease [15], and this iterative relationship
escalates with the passage of time based on the recip-
rocal liaison between these two factors.

In order to elaborate this further, we have developed a
framework for explaining this association. In the light of
our findings, we developed the idea that in most cases, if
not all, the major factors that push children on the streets
are governed my morbidity or mortality at home. The
death or illness of family members have both short-term
and long-term implications, and the financial onslaught
of diseases force children to develop an income-generating
role instead of simply enjoying their childhood [19]. (See
Figure 1).

Another important aspect is the increased exposure to
diseases of street children because of their altered social
role. These children are exposed to infectious and non-
infectious wastes during scavenging; they are also open
to the elements of substance and sexual abuse [20]. Poor
nutrition and exposure to environmental pollution also
have long-term implications. Finally, violence in their
daily life is a risk that always accompanies this ignored
social group. Lack of financial, physical, and social ac-
cessibly to healthcare, as well as complicated health-
seeking behaviors when added to the aforementioned
problems, develop into a complex mix of circumstances
which push these children further away from main-
stream society [21].

Conclusion

Street children are an everyday sight in almost all urban
centers of the world, but in developing countries, the
issue attains greater gravity based on the limited support
these children get and the scarcity of resources. In
Pakistan, where school enrolments are already poor, and
poverty and illiteracy overshadow public law enforce-
ment, the chances of children ending up on the streets
increase exponentially. Health-related events almost al-
ways play a role. The current gaps between policy, plan-
ning, and implementation of interventions create many
hurdles in the process of bringing about change for the
marginalized communities. The efforts of the govern-
ment and other organizations working for street children
need to be organized under a single umbrella and infor-
mal education along with health, nutrition, and shelter
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services need to be structured for these less fortunate
children so that they can have the opportunity to be-
come productive members of society.

Additional file

Additional file 1: Multilingual abstracts in the six official working
languages of the United Nations.

Competing interests
The authors declare that they have no competing interests.

Authors’ contributions

MA and ZB were the main authors of the manuscript and were involved in
all aspects of the study. NY, HK, OL, HW, and AZ were involved in the
development of the interview guidelines based on the original idea, as well
as data collection and data analysis. OL and HW were involved in the data
collection and analysis, and liaised with the gatekeeper. All co-authors have
seen and approved the final version of the manuscript and have agreed to
its submission for publication. All authors read and approved the final
manuscript.

Authors’ information

MA is a Senior Instructor at the Department of Community and Family
Medicine at the Shifa College of Medicine. NY is an Instructor at the
Department of Basic Health Sciences at the Shifa College of Medicine. ZB is
pursuing his clinical internship at the Shifa International Hospital in
Islamabad. HW, OL, and HK are fourth year MBBS students at the Shifa
College of Medicine. AZ is a postgraduate trainee in medicine at the District
Headquarters Teaching Hospital in Rawalpindi.

Acknowledgements

The authors would like to acknowledge the efforts of Ms. Yusra Aziz (Clinical
Psychologist, Family Planning Association of Pakistan) for providing us with
the background knowledge regarding the psychological aspects of this
study and for accompanying us to the field sites. The insightful comments
provided by Dr. Zulfikar Gorar (Project Manager, USAID, Pakistan), Dr. Saima
Pervaiz Igbal (Associate Professor, Shifa College of Medicine, Islamabad), and
Mrs. Negar Abdullah proved to be of great help during the review process.
We would also like to acknowledge the efforts made by our gatekeeper
Tarig Maseeh.

Author details

'Department of Community and Family Medicine, Shifa College of Medicine,
Pitrus Bukhari Road, Sector H-8/4, Islamabad, Pakistan. 2Department of
Medicine, Shifa International Hospital, Pitrus Bukhari Road, Sector H-8/4,
Islamabad, Pakistan. *Department of Medicine, District Headquarter Teaching
Hospital, Rawalpindi, Pakistan.

Received: 18 November 2013 Accepted: 11 March 2014
Published: 24 March 2014

References

1. Nelson Mandela Center of Memory. http://db.nelsonmandela.org/speeches/
pub_view.asp?pg=item&ltemID=NMS250&txtstr=Mahlamba.

2. Panter-Brick C: Street children, human rights and public health: a critique
and future directions. Annu Rev Anthropol 2002, 31:147-171.

3. Worldwide Resource Library. http://www.pangaea.org/street_children/kids.
html.

4. de Benitez ST. State of the world's street children: violence. London:
Consortium for Street Children; 2007.

5. Scanlon TJ, Tomkins A, Lynch MA, Scanlon F: Street children in Latin
America. BMJ 1998, 316(Supl 7144):1596.

6. Youth Xchange. http://www.youthxchange.net/main/b236_homeless-h.asp.

7. Dawn News. http://dawn.com/news/1022947/protection-for-street-children-
sought.

8. West A: At the Margins: street Children in Asia and the Pacific. In Poverty
and Social Development Papers. Manila: Asian Development Bank; 2003.


http://www.biomedcentral.com/content/supplementary/2049-9957-3-11-S1.pdf
http://db.nelsonmandela.org/speeches/pub_view.asp?pg=item&ItemID=NMS250&txtstr=Mahlamba
http://db.nelsonmandela.org/speeches/pub_view.asp?pg=item&ItemID=NMS250&txtstr=Mahlamba
http://www.pangaea.org/street_children/kids.html
http://www.pangaea.org/street_children/kids.html
http://www.youthxchange.net/main/b236_homeless-h.asp
http://dawn.com/news/1022947/protection-for-street-children-sought
http://dawn.com/news/1022947/protection-for-street-children-sought

Abdullah et al. Infectious Diseases of Poverty 2014, 3:11
http://www.idpjournal.com/content/3/1/11

20.

21.

Emmanuel F, Igbal F, Khan N: Street children in Pakistan: A group at risk for
HIV/AIDS. Islamabad: Azad Foundation; 2005.

Ali M, Shahab S, Ushijima H, de Muynck A: Street children in Pakistan: a
situational analysis of social conditions and nutritional status. Soc Sci Med
2004, 59(Suppl 8):1707-1717.

Rana HR, Choudry HR: Street children: A great loss to human resource
development in Pakistan. P/SS 2011, 31(Suppl 1):15-27. 11. Igbal MW:
Street children: An overlooked issue in Pakistan. Child Abuse Review, 2008,
17:201-209.

The Vicious Cycle of Poverty. http://www.fondazionesclavo.org/
circolo_vizioso_poverta_eng.html.

Ali M, De Muynck A: liness incidence and health seeking behaviour
among street children in Rawalpindi and Islamabad, Pakistan-a
qualitative study. Child Care Health Dev 2005, 31(Suppl 5):525-532.

World Health Organisation: Strategic directions for improving the health of
children and adolescents. Geneva: WHO; 2003.

Vameghi M, Rafiey H, Rashidian A: Systematic review of studies on street
children in Iran in recent decade: poverty, a risk factor for becoming a
street child. Soc Welfare Q 2010, 26(Suppl 9):337-378.

Grange J, Zumla A: Tuberculosis and the poverty-disease cycle. J R Soc
Med 1999, 92(Suppl 3):105.

The Street Children Project. http://www.thestreetchildproject.org/causes-
effects/.

Panter-brick C: Homelessness, poverty, and risks to health: beyond at risk
categorizations of street children. Children’s Geographies 2004,

2(Suppl 1):83-94.

Ray R: Analysis of child labour in Peru and Pakistan: a comparative study.
J Popul Econ 2000, 13:3-19.

Embleton L, Mwangi A, Vreeman R, Ayuku D, Braitstein P: The epidemiology
of substance use among street children in resource-constrained settings:
a systematic review and meta-analysis. Addiction 2013,

108(Suppl 10):1722-1733.

The United Nations Children’s Fund (UNICEF): The state of the world's
children 2006: Excluded and invisible. New York: UNICEF; 2006.

doi:10.1186/2049-9957-3-11
Cite this article as: Abdullah et al: A qualitative exploration of Pakistan’s
street children, as a consequence of the poverty-disease cycle. Infectious
Diseases of Poverty 2014 3:11.

Page 8 of 8

Submit your next manuscript to BioMed Central
and take full advantage of:

¢ Convenient online submission

¢ Thorough peer review

* No space constraints or color figure charges

¢ Immediate publication on acceptance

¢ Inclusion in PubMed, CAS, Scopus and Google Scholar

* Research which is freely available for redistribution

Submit your manuscript at
www.biomedcentral.com/submit

( BiolVied Central



http://www.fondazionesclavo.org/circolo_vizioso_poverta_eng.html
http://www.fondazionesclavo.org/circolo_vizioso_poverta_eng.html
http://www.thestreetchildproject.org/causes-effects/
http://www.thestreetchildproject.org/causes-effects/

	Abstract
	Background
	Methods
	Results
	Conclusion

	Multilingual abstracts
	Background
	Methods
	Ethical considerations

	Results
	Basic demographics
	Initiation of street life: the cage without bars
	Large families: more mouths to feed or more hands to work?
	Diseases at home: the poverty-disease cycle
	No education, no skills, no choices
	Push and pull factors
	Sexual abuse and drug adictions in street children

	Discussion
	Conclusion
	Additional file
	Competing interests
	Authors’ contributions
	Authors’ information
	Acknowledgements
	Author details
	References


<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /PageByPage
  /Binding /Left
  /CalGrayProfile (Dot Gain 20%)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile (U.S. Web Coated \050SWOP\051 v2)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Error
  /CompatibilityLevel 1.4
  /CompressObjects /Tags
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages true
  /CreateJobTicket false
  /DefaultRenderingIntent /Default
  /DetectBlends true
  /DetectCurves 0.1000
  /ColorConversionStrategy /LeaveColorUnchanged
  /DoThumbnails true
  /EmbedAllFonts true
  /EmbedOpenType false
  /ParseICCProfilesInComments true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams true
  /MaxSubsetPct 100
  /Optimize true
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveDICMYKValues true
  /PreserveEPSInfo true
  /PreserveFlatness true
  /PreserveHalftoneInfo false
  /PreserveOPIComments false
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts true
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Preserve
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages true
  /ColorImageMinResolution 300
  /ColorImageMinResolutionPolicy /OK
  /DownsampleColorImages true
  /ColorImageDownsampleType /Bicubic
  /ColorImageResolution 300
  /ColorImageDepth -1
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.50000
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages true
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /ColorImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasGrayImages false
  /CropGrayImages true
  /GrayImageMinResolution 300
  /GrayImageMinResolutionPolicy /OK
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Bicubic
  /GrayImageResolution 300
  /GrayImageDepth -1
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.50000
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages true
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /GrayImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasMonoImages false
  /CropMonoImages true
  /MonoImageMinResolution 1200
  /MonoImageMinResolutionPolicy /OK
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Bicubic
  /MonoImageResolution 1200
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /CheckCompliance [
    /None
  ]
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError true
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox true
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile (None)
  /PDFXOutputConditionIdentifier ()
  /PDFXOutputCondition ()
  /PDFXRegistryName ()
  /PDFXTrapped /False

  /CreateJDFFile false
  /Description <<

    /BGR <>
    /CHS <FEFF4f7f75288fd94e9b8bbe5b9a521b5efa7684002000500044004600206587686353ef901a8fc7684c976262535370673a548c002000700072006f006f00660065007200208fdb884c9ad88d2891cf62535370300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c676562535f00521b5efa768400200050004400460020658768633002>
    /CHT <FEFF4f7f752890194e9b8a2d7f6e5efa7acb7684002000410064006f006200650020005000440046002065874ef653ef5728684c9762537088686a5f548c002000700072006f006f00660065007200204e0a73725f979ad854c18cea7684521753706548679c300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c4f86958b555f5df25efa7acb76840020005000440046002065874ef63002>
    /CZE <>
    /DAN <>
    /DEU <>
    /ESP <>
    /ETI <>
    /FRA <>
    /GRE <>

    /HRV <>
    /HUN <>
    /ITA <>
    /JPN <>
    /KOR <FEFFc7740020c124c815c7440020c0acc6a9d558c5ec0020b370c2a4d06cd0d10020d504b9b0d1300020bc0f0020ad50c815ae30c5d0c11c0020ace0d488c9c8b85c0020c778c1c4d560002000410064006f0062006500200050004400460020bb38c11cb97c0020c791c131d569b2c8b2e4002e0020c774b807ac8c0020c791c131b41c00200050004400460020bb38c11cb2940020004100630072006f0062006100740020bc0f002000410064006f00620065002000520065006100640065007200200035002e00300020c774c0c1c5d0c11c0020c5f40020c2180020c788c2b5b2c8b2e4002e>
    /LTH <>
    /LVI <>
    /NLD (Gebruik deze instellingen om Adobe PDF-documenten te maken voor kwaliteitsafdrukken op desktopprinters en proofers. De gemaakte PDF-documenten kunnen worden geopend met Acrobat en Adobe Reader 5.0 en hoger.)
    /NOR <>
    /POL <>
    /PTB <>
    /RUM <>
    /RUS <>
    /SKY <>
    /SLV <>
    /SUO <>
    /SVE <>
    /TUR <>
    /UKR <>
    /ENU (Use these settings to create Adobe PDF documents for quality printing on desktop printers and proofers.  Created PDF documents can be opened with Acrobat and Adobe Reader 5.0 and later.)
  >>
  /Namespace [
    (Adobe)
    (Common)
    (1.0)
  ]
  /OtherNamespaces [
    <<
      /AsReaderSpreads false
      /CropImagesToFrames true
      /ErrorControl /WarnAndContinue
      /FlattenerIgnoreSpreadOverrides false
      /IncludeGuidesGrids false
      /IncludeNonPrinting false
      /IncludeSlug false
      /Namespace [
        (Adobe)
        (InDesign)
        (4.0)
      ]
      /OmitPlacedBitmaps false
      /OmitPlacedEPS false
      /OmitPlacedPDF false
      /SimulateOverprint /Legacy
    >>
    <<
      /AddBleedMarks false
      /AddColorBars false
      /AddCropMarks false
      /AddPageInfo false
      /AddRegMarks false
      /ConvertColors /NoConversion
      /DestinationProfileName ()
      /DestinationProfileSelector /NA
      /Downsample16BitImages true
      /FlattenerPreset <<
        /PresetSelector /MediumResolution
      >>
      /FormElements false
      /GenerateStructure true
      /IncludeBookmarks false
      /IncludeHyperlinks false
      /IncludeInteractive false
      /IncludeLayers false
      /IncludeProfiles true
      /MultimediaHandling /UseObjectSettings
      /Namespace [
        (Adobe)
        (CreativeSuite)
        (2.0)
      ]
      /PDFXOutputIntentProfileSelector /NA
      /PreserveEditing true
      /UntaggedCMYKHandling /LeaveUntagged
      /UntaggedRGBHandling /LeaveUntagged
      /UseDocumentBleed false
    >>
  ]
>> setdistillerparams
<<
  /HWResolution [2400 2400]
  /PageSize [595.440 793.440]
>> setpagedevice


