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Abstract

More than 61,000 persons below the age of 18 are living on the streets in the Greater Accra region in Ghana. Street children
is a hidden vulnerable population and a global public health issue in the world, but little is known about their mental health
and health needs, and mechanisms that contribute to their poor health. With a lack of mental health research to guide inter-
vention or psychoeducation programme and policy planning, this study aimed to address these research gaps by examining
prevalence of mental health problems and a set of associated risk factors (i.e. Perceived quality of life, and social connec-
tion). In addition, we examined whether the associations between risk factors and mental health problems were moderated
by demographic and contextual factors (i.e., gender, age, work status, reason for living on street, number of years in street).
Two hundred and seven children between age 12 and 18 who lived on the street in three cities (Accra, Sekondi Takoradi,
and Kumasi) were recruited. Data were gathered through adolescent survey/interviews. Multiple regression was utilized
to examine risk factors and moderation effects. Results support high mental health needs among street children. Approxi-
mately 73% street children experienced moderate to severe mental health problems, and 90% experienced poor quality of
life. Perceived quality/happiness of life was the strongest predictor for street children’s mental health. Social connection
was associated with children’s mental health only in certain subgroups and contexts. This study adds new epidemiological
evidence for street children, an extremely vulnerable population, in Ghana and global child and adolescent mental health.
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Introduction

Children and adolescents in Sub-Saharan African (SSA)
countries comprise about 50% of the total regional popula-
tion [1], but their mental health needs have been overlooked.
The burden of mental disorders account for 10-27% of the
Global Burden of Disease [2, 3]. Half of the mental cases
develop by age 14 year [4, 5]. In Ghana, approximately
12-27% of primary school-aged children with emotional or
conduct problems [6—8] and 20-29% high school students
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with mental health problems [9]. Psychopathology research
conducted in Ghana that based on stress, developmental, and
social support models has found support of these theoretical
models. This research has documented expected associations
between social demographic, poverty, stress, relationship,
development, and support factors and child mental health
[7, 10]. However, most child and adolescent mental health
research in Ghana were focused on school or community
samples, and rarely focused on vulnerable street or homeless
children [11]. The aim of this paper is to extent the current
child and adolescent research in SSA & Ghana, and further
study mental health prevalence and psychopathology among
street children in Ghana.

A census conducted on street children in the Greater
Accra region in 2011 revealed a total number of 61,492
persons below the age of 18 [12]. Of the total population
counted in the Greater Accra census, 65% of these are ‘chil-
dren of the street’ that is children for whom the street is
both a home and a place of work [13]. The remaining 35%
comprise “children on the street” who often spend the day
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working on the street but return home at night, and children
born on the street by street children. These children have
migrated from regions outside Greater Accra and are making
a living at lorry parks and large markets centres [12]. Simi-
lar numbers can be found in the streets of other cities like
Kumasi and Sekondi-Takoradi. Together with Accra, these
three cities are referred to as the ‘golden triangle’ and the
destination of choice for children who migrate mostly from
other parts of the country to come and work [14].

Although the definition of the children of the street are
varied, there are some characteristics that cut across geo-
graphical context: these children are riskily housed (live
in the streets, market stations, abandoned buildings, lorry
parks, and abandoned broken down vehicles); they are
likely to be living in urban areas and have little or no adult
supervision [15-20]. Additionally, the environment in which
these children live and work makes them highly disposed
to poor mental health conditions. They are emotionally and
physically vulnerable because they lack protection and are
exposed to others who might take advantage of their vulner-
able state and exploit them [19, 21-23].

In Ghana, street children form part of a larger group of
children called orphaned and vulnerable children (OVCs)
[24]. National response to addressing the situation of OVCs
includes national policy guidelines and a national plan of
action developed in 2005, a study on the situation of OVCs,
the development of a Child and Family Welfare policy and
Juvenile Justice policy both launched in 2015. However, a
careful analysis of the responses reveals that street children
are marginalized even among the OVC population, as there
are no deliberate steps to address their particular concerns.
Their homeless status automatically excludes them from the
two main social protection programmes that directly target
children and their families namely the Livelihood Empow-
erment Against Poverty (LEAP) and the National Health
Insurance Scheme (NHIS) as both are household-based.

The experiences of these children especially the chal-
lenges they encounter have been widely researched and well
documented. Studies in this area fall broadly under causes
and factors that lead them to the street [12, 17, 22, 25]; their
income generating activities [26]; physical and reproductive
health challenges [19, 21, 25]. Agarwal et al. [27], Boakye-
Boaten [17] and other studies have indicated that girls on
the street are more vulnerable as they are easily sexually
assaulted by males resulting in unwanted pregnancies and
contracting Sexually Transmitted Diseases. Additionally,
they were still carrying the loads on their heads whereas
the boys had started using wheel barrows to make the load
carriage easy for them thus earning lower in spite of work-
ing harder.

There is a budding interest in the mental health experi-
ences of this population of children, which has for a long
time not been the focus of attention of research in Ghana.
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Focusing on the mental health experiences of street children
is important for many reasons. The relationship between
homelessness and mental health among all ages has been
well documented [20, 28-30]. The living conditions of
street children and youth may compel them to exhibit vio-
lent behaviour themselves or victims of violent behaviour
from the general population [22, 23]. By leaving home at
a young age they subject themselves to considerable stress
and emotional turmoil that impacts on their mental well-
being. There is also evidence that problems including sleep
disturbance, eating problems, aggression and overactivity,
depression anxiety and self-harm, sexual violence are com-
mon among homeless children [30-32].

Street Children’s Mental Health in Low-and
Middle-Income Country Contexts

To date, there are no data on mental health among children
and adolescents in Ghana. The data used to extrapolate esti-
mates for the prevalence and burden of adolescent mental
disorders are based on few studies, which often sampled
small and non-representative populations, thus offering only
a very narrow snapshot of the situation for adolescents glob-
ally [33]. The study adopts the World Health Organization
definition of mental health which states that “Mental health
is defined as a state of well-being in which every individual
realizes his or her own potential, can cope with the normal
stresses of life, can work productively and fruitfully, and is
able to make a contribution to her or his community” Chil-
dren and adolescents in street situations (CASS), particularly
those in low- and middle-income countries (LAMIC) could
arguably be regarded as the most at-risk group of children
for mental health and psychosocial impairments compared
with any other group of children [34]. The different circum-
stances and events that pushed these children onto the street
in the first place may have a lasting impact on how they are
able to cope with the normal stresses of life that they are
confronted with on daily basis. For example, the poor family
conditions that pushed the child onto the streets continues
to deprive the child of emotional and material support for
years afterwards.

The stress that street children experience makes them
vulnerable to emotional problems, psychiatric disor-
ders and learning difficulties. Sadly, they do not receive
adequate care for these conditions. In most jurisdictions,
interventions to address child and adolescent mental
health are often not planned according to their specific
mental health needs and they often do not include a care-
ful evaluation of psychosocial components [35, 36]. An
assessment of Ghana’s mental health system conducted
in 2012, revealed that the system was fraught with a num-
ber of challenges including low government spending and
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unequitable distribution of resources across geographical
space with almost all the services centred in urban cen-
tres in the south [35, 36]. On children and adolescents,
the assessment revealed that, although 14% of all patients
treated in mental health outpatient units were 17 years or
younger, there were no services reserved exclusively for
children them. There was no child and adolescent men-
tal health service that provided, in-patient, outpatient and
rehabilitation facilities such as counselling, social skills
training and prevention programmes [35]. The situation
is even more dire with hard to reach adolescents such as
street children as most interventions that are planned for
adolescents and children are often family based or school
based [36-38]. The low literacy rates among street chil-
dren and adolescents further makes access to health ser-
vices including mental health care a huge challenge [39].

According to UNICEF [40], the rate of mental illness
among homeless youth is very high, being two times
greater than youth in the general population. Further-
more, a considerable high level of substance use and
abuse has also been recorded among street children and
adolescents. Substance use has often been presented as
a coping strategy [20, 41-43] for dealing with tough
jobs, discrimination and chronic hunger. Additionally,
children of the street may also be exposed to dangerous
situations where they are physically and sexually abused
leading to trauma-related symptoms or the exacerbation
of prior trauma symptoms. Moreover, the World Health
Organisations (WHO) definition of mental health which
emphasises functioning at a level where one can cope with
normal stresses of life, work productively and contribute
meaningfully to society requires that particular attention is
paid to the mental health challenges among street children
and adolescents. There is evidence of this in high income
countries where psychological difficulties have been noted
to adversely affect children’s abilities to fulfil their poten-
tial [44, 45]. The situation may even more prevalent in
lower-income countries, where adversity is most prevalent
and the impact may be more detrimental [45]. A lack of
attention, therefore, to the challenges that children and

adolescent face may seriously hamper their capacity to live
up to their maximum potential and become contributing
members of society.

The growing body of literature on mental health among
street children in Ghana have so far focused on the inci-
dents of substance use and risky behaviours, the association
between psychological functioning and social and health risk
behaviours, behavioural experiences of street children and
resilience [11, 21, 46, 47]. There is, however, still a lot more
to unravel as far as mental health of street children is con-
cerned. A first step to address significant public health and
policy gaps of street children is to generate epidemiological
evidence to inform mental health interventions, services and
policy development. This study, therefore, adds to a grow-
ing body of literature by examining the level of psychologi-
cal distress among street children and mechanisms for poor
mental health. Different from previous street children stud-
ies, which are usually conducted in one of the three triangle
cities in Ghana, this study enriches the existing literature
by looking at children from the three cities simultaneously
(Accra, Kumasi and Sekondi-Takoradi where the population
of street children is concentrated) because various locations
may present different experiences and mental health needs
for street children. Figure 1 describes the conceptual model
(based on a stress model) to be tested in this study [47].
We study whether high stress (i.e., perceived low quality
of life/low happiness, low social connection) is associated
with poor mental health in street children. This study con-
tributes to new epidemiological evidence for street children
in Ghana and global child and adolescent mental health in
an extremely vulnerable population.

Research Questions and Hypotheses

(1) What are the mental health needs of street children in
Ghana? Prevalence and level of mental health prob-
lems, and patterns by cities, child gender and age are
studied to characterize the service needs. We hypothe-
size that prevalence and level of mental health problems

Fig.1 Conceptual Model for Risk Factors Moderators Street Children Mental Health
the Study
Perceive Quality of
Life
> > K-10 Mental Health
Social Connection
* Gender

¢ Age

+ Work Status

+ Reason for Street Living
+ Years in Street
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for street children will be high, and patterns would be
similar across cities, child gender and age.

(2) What aspects of life experience are associated with
street children’s mental health? Two broader domains
of stress and life experience—perceived personal well-
being (i.e., perceive life quality/happiness) and social
connection (i.e., co-leaving, consecutiveness with
family member, mobile phone access)—are studied to
understand risks factors for poor street children’s men-
tal health. We hypothesize that perception about quality
of life/happiness and social connection factors would
be associated with street children’s mental health out-
comes.

3. Whether the (2) association is moderated (or varied) by
demographic characteristics (i.e., age, gender, work sta-
tus, years living on street, reason left home). We hypoth-
esize that the associations between street children’s life
experiences and mental health would be moderated by
certain demographic factors (e.g., gender). The modera-
tion effect testing would be exploratory, and not specific
directions were assumed.

Methods
Participants and Procedure

This study utilized a cross-sectional design. Study partici-
pants included 207 street children who were recruited in
August 2017. To have a diverse sample, street children were
recruited from the three golden triangle cities, and in areas
that they were mainly concentrated and most active: market
squares and lorry stations. These are the traditional places
of work and rest for the children. However, in Sekondi-
Takoradi, they were mostly reached at the seaport where a
majority of them lived and worked. In Accra, in addition to
three selected lorry stations and two market centres, one new
shopping mall was also included because of the high number
of street children that hang around it. Street children in facil-
ities such as daycare and drop in centres were not included
in this survey. Children who were living on the street at
the time of recruitment and between age 12 and 18 were
eligible to participate. The participation was completely
voluntary. The survey was conducted at the same time of
recruitment because working with this population of chil-
dren comes with its own challenges, chief among them being
the transient nature of their stay on the street. This required
that we conducted the survey immediately we found them,
any delay would mean meeting their absence and starting a
search for new respondents altogether. Children’s consent
was obtained, however, no incentives were provided for the
children to participate in the study. To mitigate the effect of
the asymmetric power relations (informed notably age, sex
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and language) between the street children and research team
on the findings of the study, we recruited young University
students all of whom were a little over 20 years. Further,
there were two males and a female so we as much as practi-
cable matched male assistants to male respondents and vice
versa. Administering the questionnaire in the Akan language
also helped to break any form of intimidation on the part
of these street children. The Census and Survey Processing
System’s (CSPro) Computer Assisted Personal Interviewing
(CAPI), a tablet version data collection system, was utilized.
The CAPI was administered by three trained research staff
using an interview format. All interviews were conducted in
the Akan language and each interview lasted approximately
half an hour. Three research assistants that were involved in
the interviews were bilingual (speak both Akan and Eng-
lish), and trained in Akan interview procedures. During the
interview training, research staff went through questionnaire
item-by-item in Akan language and practice interviews using
consistent/equivalent Akan terms to ensure data collection
standardization across the three sites. The study was given
approval by the Institutional Review Board of the College of
Humanities, University of Ghana (ECH 135 16/17).

Table 1 presents the demographic information on the
study sample from three study cities. Most children were
below age 15 (67%). The main reason for living on the street
was because of family poverty (64%). About 41% of chil-
dren lived alone and 36% lived with family members (father,
mother, or siblings) on the street, and most children have
lived on the street for less than 3 years (77%). About one half
of children engaged in one income generating activity or the
other (48%). Most of the street children had mobile phones
(81%), and maintained contact with family members (73%),
and perceive having poor quality of life (90% categorized
as at high-risk for poor quality of life; assessment described
below).

Measures

Child mental health measure has been validated and used
in Ghana contexts. To ensure measurement appropriateness
for street children, all the study measures were checked for
internal consistency using the current street children sample
(Cronbach alpha a presented below).

Child Mental Health

The Kesslar psychological distress scale (K10; 10 items;
Cronbach alpha aa=0.82 our Ghana sample) was used to
assess children’s mental health problems, especially in
anxiety and depression related symptoms [49]. The Kes-
sler Psychological Distress Scale have been validated and
found to be appropriate for use within the Ghanaian con-
text [50-53] and LMIC contexts [54]. Children rated 10



Child Psychiatry & Human Development

Table 1 Characteristics of study sample

Total (n=207) Sekondi- Accra (n=70) Kumasi (n="70) P
Takoradi(n=67)
% % % %
Gender-Male 53.1 71.6 47.1 41.4 <.001
Age
12 to 14 years old 66.7 82.1 58.6 60.0 .005
15 to 17 years old 333 17.9 414 40.0
Education
12 to 14 years old Group 112
<Class 3 522 33.3 62.1 50.0
Class 4-6 30.4 50.0 61.0 21.4
Junior high school 17.4 16.7 6.9 28.6
15 to 17 years old Group <.001
<Class 3 21.7 14.5 22.0 31.0
Class 4-6 3.1 20.0 53.7 333
Junior high school 44.2 65.5 244 35.7
Years lived on the street
<1 year 37.2 22.4 47.1 414 .003
1-2 years 40.1 38.8 429 38.6
3-5 years 16.4 29.9 7.1 12.9
> 5 years 6.3 9.0 2.9 7.1
Reason living on the street
Family poverty 64.3 64.2 74.3 54.3 .059
Maltreatment/Abuse 11.6 10.4 12.9 11.4
Other 242 254 12.9 343
Person live with now
Mother or Father on the street 17.9 40.3 11.4 2.9 <.001
Sibling on the street 18.4 11.9 20.0 22.9
Live alone on the street 40.6 29.9 44.3 47.1
Other people 232 17.9 24.3 27.1
Religion
Christian 60.9 76.1 52.9 54.3 .003
Moslem 353 19.4 47.1 38.6
Have work 483 55.2 20.0 70.0 <.001
In contact with family members 72.9 83.6 61.4 74.3 .014
Mobile phone ownership 80.7 76.1 85.7 80.0 .358
Quality of Life
0-50 (High risk) 89.9 85.1 98.6 85.7 .012
>51 (Normal or low risk) 10.1 14.9 1.4 14.3

symptom items over the last 4 weeks on a 5-point scale
(0 =None of the time; 5= All of the time; sample item:
“how often did you feel nervous” “how often did you feel
hopeless™). A total score was created for the analysis. To
examine prevalence, a group variable was created based
on recommended cut-off [48], which defines scores <20 as
normal, 20-24 as mild mental disorder, 25-29 as moderate
mental disorder, and > 30 as severe mental disorder.

Predictors for Street Children’s Mental Health

Two broader domains of life experience—perceived qual-
ity of life and social connection (i.e., co-living, connect-
edness with family members, mobile phone access) are
measured and conceptualized as predictors for child men-
tal health. Perceived quality of life was assessed using
the Personal Wellbeing Index for school children and
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adolescents (PWI-SC; 7 items; a=0.83 using our Ghana
sample) on a 11-point scale (0= very sad; 5 =neither
happy nor sad; 10 =very happy). PWI-SC assesses how
happy the youth is with his/her health, with the things he/
she want to be good at, about the things he/she have, or
about doing things away from your home. We use PWI-
SC scale (quality of life indicator) as a way to capture
stress children’s perceive stress. A total PWI score as
well as a risk-group variable were created for subsequent
analysis [55]. The risk-group variable was created based
on Cummins et al.’s recommendation. A score of 70 or
above reflects a normally functioning homeostatic sys-
tem; a score between 51 and 69 indicates the challenged
range (medium stress); and a score between 0 and 50
indicates high-risk range (high stress) [56]. PWI-SC has
been translated into six languages and used globally [57].
Social Connection was assessed using three binary indi-
cators: in contact with family members (1 =yes, 0 =no),
living alone (1 =Ilive alone, 0 =live with mother, father,
sibling, or others on the street), and having mobile phone
(1 =yes 0=no).

Demographic Covariates and Moderators
Data were also obtained on socio-demographic charac-

teristics, such as age, gender, reasons for being on the
streets, years living on the street, and work status.

Table 2 Mental health of street children by city

Data Analysis

Data analysis was conducted using SPSS version 26. To
examine prevalence of mental disorder and level of mental
health problems, a series of chi-square (using K10 categori-
cal variable) and univariate analysis of variance (using K10
total score) were conducted. To study predictors of men-
tal health problem, multiple linear regression analysis was
applied. Perceived quality of life (using a continuous scale)
and social connection predictors were included as predic-
tors, and models with and without adjusting demographic
covariates were compared. To study moderation effects,
we built on the multiple linear regression model and added
moderators and predictors-by-moderator interaction terms
in the models. Five demographic moderators (gender, age,
work status, years, and reasons living on street) were studied
and each moderator was examined separately. A significant
predictor-by-moderator interaction effect would indicate a
significant moderation effect.

Results
Mental Health Needs of Street Children
Table 2 presents K10 Mean (SD) score and prevalence of

mental disorder for the full and subsample. Level of mental
health problems among the respondents was generally high

Total Accra Sekondi-Takoradi Kumasi 3-city
Compari-
sons p
% % % %
K10 Mental Disorder (Severity Level)
Normal (<20) 9.7 229 4.5 1.4 <.001
Mild mental disorder (20-24) 17.4 214 14.9 15.7
Moderate mental disorder (25-29) 21.4 21.4 17.9 243
Severe mental disorder (>30) 51.7 34.3 62.7 58.6
M (SD) M (SD) M (SD) M (SD)
K10 Mental Health (Sum score) 28.21 (6.44) 25.60 (6.84) 29.45 (5.89)*** 29.63 (5.77)*** <.001
City-by-Group Comparisons
K10 Sum Score by City-and-Gender 591
Male 28.67 (5.82) 26.61 (6.70) 29.60 (5.31) 29.48 (5.77)
Female 27.68 (7.07) 24.70 (6.93) 29.05 (7.31) 29.73 (6.26)
K10 Sum score by City-and-Age .664
12 to 14 years old 27.51 (6.68) 25.66 (5.23) 29.42 (5.42) 28.61 (6.41)
15 to 17 years old 28.21 (6.43) 25.56 (7.85) 29.45 (6.04) 30.31 (5.26)

Mean score differences in three cities remain after adjusting for confounders (i.e., in contact with family, have work, live with family members/

others or alone, age, gender, year live on street)
#HEpg <001
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with over a half suffering from moderate to severe mental
disorder across all 3 cities. Respondents in Sekondi-Takoradi
and Kumasi had significantly higher mental disorder com-
pared to Accra (p <0.01). The city differences remained sig-
nificant even after adjusting for confounders (i.e., in contact
with family, work status, live alone or with family members/
others, age, gender, year live on street). There was no overall
gender (p=0.416) or age group (p =0.572) differences on
level of mental health problems. There was also no city-by-
gender or city-by-age group differences on mental health
problem.

Factors Associated with Street Children’s Mental
Health

Multivariate linear regression analyses were carried out to
understand factors associated with the mental health of the
street children. Table 3 shows results for the non-adjusted
main effect and adjusted models. In both main effect model
(Model 1) and adjusted model (Model 2), perceived quality
of life was consistently identified as a significant predictor
for child mental health. True to our expectation, high per-
ceived satisfaction about quality of life was associated with
lower mental health symptoms. Social connection factors
were not associated with child mental health in both adjusted
and non-adjusted models. Demographic factor, such as work
status, was associated with mental health outcome (see

Model 2). Children who worked was associated with higher
mental health symptoms than children who did not work.
Perceived quality of life and social connection indicators
explained 16% of variance for mental health symptoms, and
demographic factors explained additional 7% of variance.

Moderating Effects

We next examined whether the associations between qual-
ity of life, social connection and mental health are moder-
ated by demographic factors. Five demographic moderators
(i.e., gender, age, work status, reason living on street, years
in street) were studied to understand how these moderators
interact with the main predictors (quality of life and social
connection). We built on the main effect model (described
above) and added moderators and interaction of moderators-
by-predictors in the model. We conduct moderation analysis
separately for each moderator. As shown in Table 4, results
indicated significant interaction effect for gender, work sta-
tus, reason for leaving home, and years of living on street.
Specifically, for gender moderation effect, we found
mobile ownership (social connection) was associated with
more mental health problems in males, but an opposite
association was found for females (mobile ownership was
associated with lower mental health problems in females)
(Fig. 2a). Similarly, living with others (more social con-
nection) was associated with more mental health problems

Table 3 Predictors for street
children’s mental health (K-10)

Model 1 (Non-adjusted) Model 2 (Adjusted)

B SE p B SE p
Perceive quality of life
Personal wellbeing index score —1.03 .19 <.001 - 1.18 .19 <.001
Social connection
In contact with family members (1 =yes) 1.93 1.06 .070 1.69 1.08 117
Living alone (1 =yes) 75 93 419 .13 95 .896

Have mobile phone (1 =yes)
Demographic
Have work (1 =yes)

— .84 1.12 454 - 1.61 1.11 150

2.45 .89 .006

Age (1=15-17 years, 0=12-14 years) 1.40 .90 121

Male (1 =male, 0=female)
Years lived on street
<1 year (Reference)

- .06 .87 945

1-2 years —.17 93 852

3 or more years 1.75 1.14 125
Reason left home (1 =poverty, O =other) 24 .90 793
R? .16 <.001 22 <.001
R?A - 07 .008

Results were based on multiple linear regression. Perceive quality of life was measured using a mean scale
score. Child mental health outcome was measured by K-10 sum score. Children who work tend to be living
on stress for longer. R? is variance explained by the entire set of predictors. R?A is the variable explained
by the added variables (i.e., a set of demographic variables)
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Table 4 Moderation effect-results from linear regression

B SE p

Gender moderation effect (1 =male, 0 =female)

Personal wellbeing index X gender -.23 37 541

In contact with family X gender 51 2.09 .807
Living alone X gender —4.95 1.90 010
Have mobile phone X gender 6.12 2.19 .006
Age moderation effect (1 =15-17 years, 0=12-14 years)
Personal wellbeing index X age 52 A7 272
In contact with family X age -1.72 2.19 433
Living alone X age 1.01 2.09 .630
Have mobile phone X age 1.79 2.81 524

Work status moderation effect (1 =have work, 0=no work)

—-.12 .38 154
-9 2.07 .650
Living alone X work —1.82 1.84 324
Have mobile phone x work 6.90 2.23 .002

Reason for street living moderation effect (1 =poverty Reason,
0=other)

Personal wellbeing index X work

In contact with family X work

Personal wellbeing index X poverty 48 42 258
In contact with family X poverty 5.46 2.16 012
Living alone X poverty 2.18 1.93 .260

—-4.13 2.62 117
Years in street moderation effect (1 =3 or more years, 0= < 3 years)

Have mobile phone X poverty

Personal wellbeing index X street years 90 44 043
—4.32 2.56 .093
—-3.35 2.19 128
Have mobile phone X street years 2.19 2.61 403

In contact with family X street years
Living alone X street years

Child mental health outcome was measured by K-10 sum score. All
analysis included 4 main effects (perceive quality of life and social
connection variables), the moderator, and 4 interaction terms (main
effect variable-by-moderator). Perceived quality of life was centred at
mean. Only results from the interaction terms are showed in the table.
A significant interaction term indicates a moderation effect

in males, but living with others show protective effect for
female (showed lower mental health problems) (Fig. 2b).
For work status moderation effect, we found mobile owner-
ship (social connection) was associated with better mental
health only for street children who did not work (Fig. 2c).
The association between social connection with family and
child mental health was also moderated by reason for living
on the street. We found that maintaining connection with
family was associated with poorer mental health for children
living on street due to family poverty, but such association
was less so for children living on street for other reasons
(Fig. 2d). For years lived on the street moderation effect,
we found among children who lived on street for less than
3 years, higher perceived quality of life was associated with
lower mental health problem, while this association was
weak among children who live on street for 3 or more years
(Fig. 2e).
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Discussion

The study sort to examine mental health needs among
street children in three cities of Ghana, and factors associ-
ated with their mental health. The results show that 73% of
street children experienced moderate to severe mental dis-
order (or range 56% to 83% across cities) and 85% to 99%
experienced poor quality of life across the three cities.
This finding is corroborated by Oppong Asante et al. [45]
who found that approximately 87% of the street children
that participated in their study in Accra exhibited moderate
to severe psychological symptoms. There were no gen-
der or age group differences on mental health problems.
The finding was consistent with several studies on street
children across various geographical contexts in Ghana
[11, 17, 21]. These studies posit that the very condition
under which the children live disposes them to psychologi-
cal stress. The everyday experiences of hunger, unstable
income, risky living and sleeping arrangements, the fear
of being assaulted physically and sexually are a source
of worry, excessive thinking, and anxiety. For some of
the children, the stress emanating from the challenges are
experienced daily while for others, it is intermittent.

Interestingly, we found significant differences in the three
study cities, with lower mental health problem in Accra after
adjusting for demographic confounders. The Greater Accra
region is known to have the highest number of street children
resulting in the establishment of several non-governmen-
tal organisations that provide a range of services for street
children including mental health support. The presence of
these organisations and the nature of the psycho-education
programmes they run for these vulnerable population may
have led to improved mental wellbeing of these participants
compared to their counterparts in the other two regions.

In studying mechanisms for street children’s mental
health problems, we found perceived quality/happiness of
life to be the strongest predictor for child mental health,
but the association is also moderated by number of years
of living on street. Perceived quality of life negatively
associated with mental health problems in children who
had lived on street for less than three years. It is well estab-
lished in the literature that prolonged stay on the street is
detrimental to the mental health of street children [58,
59] and this is possibly likely to influence their quality of
life. It is therefore plausible that when quality of life of
this population increases, it is possible to see changes in
approved mental health. In the Ghanaian context, factors
that foster resilience in this population could be attrib-
utable to increase happiness among street children [60].
However, the relationship between quality of life and men-
tal health among this population is not clearly delineated
and may warrant for further investigation.
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In the association between social connection (i.e., in con-
tact with family members, living alone, have mobile phone)
and mental health, we found no direct association, but there
were gender, work status, and reason for living on the street
moderation effects. Specifically, we found high social con-
nection (i.e., mobile phone ownership, living with others)
to be a risk factor for males’ mental health problem, but
a protective factor for female’s mental health. In addition,
social connection with family appears to be a risk factor for
poor mental health in children who left home due to family
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poverty (but not for children who left home due to other
reasons). The literature on street children has established
that many children have been said to end up on the street to
escape family poverty and abuses within the domestic abuses
among others [17, 32, 46, 61, 62]. A continuous contact
with family members may only aggravate the mental state
of these children as it may serve as a constant reminder of
the conditions they are trying to escape from. Also, studies
have found most street children do support their families
financially which could be a source of pressure for them as
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they earn so little from their toil on the streets but still feel
obliged to support their families [63].

Furthermore, mobile phone ownership (connection with
outside world) was not always associated with better mental
health. Mobile phone ownership was associated with better
mental health only for street children who did not work. So
far, the literature on street children have not interrogated the
use of mobile phones or digital devices and the implication
for their wellbeing. This finding has therefore triggered an
interest and a call for further studies on street children and
technology. Further, our findings add new evidence to the
literature, and also highlight the complexity of mechanisms
for mental health problem development. This study is one
of few studies to examine the mechanisms of mental health
on multiple domains of individual and contextual factors
and with street children in an African context. This is an
important contribution because street children’s health and
development research in Africa is scarce. More research is
needed to better understand and better inform intervention
or social welfare policy development.

In the associations between demographic factors (i.e.,
years lived on street, work status, and reason left home) and
child mental health, we did not find expected direct asso-
ciations. Instead, the associations were influence by other
contextual factors. Previous study found that children who
have low wellbeing and left home due to other reasons (e.g.,
abuse, parental divorce) were at greatest risk for anxiety/
depression. Evidence from previous studies shows that chil-
dren may come to the streets with prior trauma symptoms
because they experience a considerable amount of adversity
from a young age [56]. Some of these prior trauma symp-
toms emanate from abuse suffered at the hands of foster
and sometimes biological parents, intimate partner violence
especially for girls who have escaped from forced marriages
among other things. Their condition may be exacerbated by
the harsh living conditions on the street if the symptoms,
are not adequately addressed (and they are often not). The
finding of this study that children who in addition to poverty,
escape to the street as a result of abuse are likely to report a
low level of wellbeing and also are at greatest risk for anxi-
ety/depression is thereby supported. Our moderation analy-
sis findings reveal complexity and variation of experience
that may contribute to different mental health outcomes in
street children.

This study has some limitations. First, the cross-sectional
nature of the research did not allow cause—and—effect rela-
tionships to be established. Longitudinal research, although
challenging especially with transient populations such as
homeless youth may be necessary to help determine the
trend of the relationships between the variables identi-
fied in this study. Secondly, we measured only psycho-
logical symptoms, and therefore could not determine the
prevalence of specific mental disorders such as depression
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and Post-Traumatic Stress Disorder (PTSD). The need for
future studies to examine the prevalence of specific disor-
ders among this population is highlighted. Third, although
the PWI-SC perceive quality of life/happiness measure has
been used and validated in other countries, the measure is
the first time used in Ghana with street children. It may not
capture the important aspects of life experience perceived by
street or Ghanaian children. More qualitative and measure-
ment validation work may be needed to ensure the measure
captures important aspect of life experience for children
and adolescents in Ghana. Finally, the questionnaire was
interviewer-administered, it is possible that systematic and
social desirability biases may have confounded some of the
outcome variables. A qualitative study that seeks to under-
stand the stories behind the scores will create a more holistic
account of psychological state of the children.

Summary

Most child and adolescent psychopathology research in
LAMIC:s has been focused on school, community, or clini-
cal-based samples, and rarely focused on vulnerable street or
homeless children. Studying mental health needs and influ-
ence of living experience on street children’s mental wellbe-
ing is urgently needed in global research given over 100 mil-
lion street children in the world. This study addresses gaps
in the literature and adds new evidence and understanding
of risks and protective factors for street children in LAMIC
contexts. Using a standardized measure, we found that 73%
of street children experienced moderate to severe mental
disorder and about 90% experienced poor quality of life and
unhappiness. Negative living experience might not be con-
sistent with street children’s original expectation in pursu-
ing new life. In investigating psychopathology mechanisms,
we found perceived quality/happiness of life is the strongest
predictor for child mental health, but the association is also
moderated by years of living on street. In addition, there is
no direct association between social connection and mental
health, but the association was moderated by gender, work
status, and reason for living on street. Our findings fill an
important gap as it is one of the few studies to examine
the mechanisms of mental health on multiple domains of
individual and contextual factors and with street children
African contexts. The finding highlights the importance of
public education and social service needs to promote youths’
awareness of street children issues and support high-risk
youths’ basic and financial needs in order to reduce rate of
street children globally. In addition, future research must
not only addresses and meets the pressing mental health and
psychosocial needs of CASS in LAMIC, but also the need
for more systematic psychopathology research using larger
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scale of data, especially data from the low- and middle-
income countries.
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