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INTRODUCTION     

The term “street children” includes all children aged less 

than eighteen years, who live on the street with or 

without family, for whom “the street” has become home 

and/or their source of livelihood, who are inadequately 

protected or supervised, who have continuous contact 

with their families, who may have occasional family 

contacts, and children living in the street who are on their 

own (may be abandoned or not desirous of being with 

family).
[1]

 According to the UNICEF, a “street child” is 

one “for whom the street (in the widest sense of the 

word, i.e., unoccupied dwellings, wasteland, etc.) more 

than their family has become their real home, a situation 

in which there is no protection, supervision, or direction 

from responsible adults”.
[2]

  

 

Sub-groups: There are two sub-groups of street 

children: the first group, called “on-the-street children” 

mostly sleep at home and work on the street and are in 

regular contact with their families. The second group, 

termed “of-the-street children”, live on the streets and 

have no family contact because they have been orphaned, 

abandoned or have run away from home.
[3]

 Most street 

children belong to the “on-the-street” category.
[4-6] 

 

Estimates of numbers: Though there are wide 

discrepancies in the global and country-level estimates of 

street children, larger numbers of street children are 

found in the developing countries
[7]

 owing to factors that 

include population explosion, orphans due to the HIV 

epidemic and poverty-driven rural-urban migration.
[8]

 

Estimating the number of street children living in India is 

an intricate task due to recurrent changes in their places 

of residence and workplaces.
[9]

 Street children are 

subjected to general abuse and neglect, health abuse, 

verbal abuse, physical abuse, psychological abuse and 

sexual abuse.
[10]

 Older children and children with higher 

incomes are abused more than younger children and 

children with lower incomes.
[10]

 Since street children are 

at high risk for abuse and exploitation, it is essential to 
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make them employable in mainstream society immediately after they complete their education.  
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estimate their numbers in order to plan and implement 

interventional measures. As the disbursement of funds is 

usually linked to the estimated number of street children, 

their estimated numbers may be inflated.
[11]

 

 

SOCIO-DEMOGRAPHIC PROFILE 

Gender: The “of-the-street” boys, the most visible group 

on the street, are often significantly older than their 

female counterparts
[11-15]

 and have spent more years on 

the street. Many “on-the-street” children are girls, who 

are in regular contact with their families.
[12,16]

 Since boys 

from poverty-stricken families are more likely to be sent 

to the street to earn money and girls are generally kept at 

home to help with the household chores, it is postulated 

that “of-the-street” girls may have suffered more severe 

familial breakdown.
[5, 17,18]

 As compared to boys, girls 

are less visible on the street because they may be more 

willing to stay in residential institutions or with relatives. 

Participation in the sex trade also makes girls less 

noticeable on the street.
[5] 

 

Family conditions: Children leave their homes to live 

on the street due to various reasons, such as, abuse by 

parents or step-parents,
[5, 19-27]

 family dysfunction,
[26, 28]

 

domestic violence and discrimination or abandonment by 

step-parents,
[5, 20-27]

  poverty,
[19, 26, 28]

 parental death, peer 

pressure,
[19, 21, 22]

 migrant status,
[20, 26, 28]

 learning a trade 

and  running away from a children’s shelter.
[21-23, 25, 27]

 

 

Occupation: Street children, including those below legal 

working age, generally sustained themselves by earning 

money by working as vendors, parking attendants, street 

performers, garbage collectors and rag pickers,
[19]

 shoe 

shiners, sex workers, or petty thieves.
[13, 14, 21, 22, 25, 27, 29]

 

For some, begging was their sole source of income, 

though some resorted to begging for supplemental 

income.
[19, 21, 22, 25, 27, 30]

 Under Indian law, children aged 

between 15 and 18 years can participate in non-

hazardous income-generating activities, with legal 

restrictions on daily working hours and prohibition of 

night work. Subject to conditions and safety measures 

and provided that the school education of the child is not 

affected, a child (under 14 years) can assist his/her 

family in a non-hazardous family occupation/enterprise, 

after his/her school hours or during vacations or work as 

an artist in an audio-visual entertainment industry, 

advertisement, films, television serials or any such other 

entertainment or sports activities, except the circus.
[31]

 

The “on-the-street” children generally handed over their 

income to family, whereas the “of-the-street” children by 

and large spent their earnings on food, entertainment, or 

drugs.
[17, 32-34]

  

 

Education: Most had ceased schooling at primary 

levels,
[12, 14, 35-39] 

while many girls may have been denied 

the opportunity to go to school.
[35]

 Children “of-the-

street” had lower education levels than their “on-the-

street” counterparts.
[12, 17, 27, 30, 34, 35, 37, 39]

  The common 

reasons for dropping out of school were poverty-induced 

need to work, lack of interest and migration.
[34, 40]

  

HEALTH PROFILE 

Nutrition-related problems: Several studies
[12, 27, 32, 33, 

38, 41, 42] 
have reported lower body mass index among 

street children. The children “of-the-street” were 

probably more biologically robust since they had 

significantly more skin fold thickness
[21]

 and better 

height, weight and body mass index, as compared to their 

“on-the-street” counterparts.
[19, 21, 43]

 A series of 

studies
[44-46]

 comparing “on-the-street” with “of-the-

street” children and rural children and urban, middle-

class schoolchildren found that “of-the-street” children 

had better weight, height, and other nutritional 

parameters than “on-the-street” and rural children. It has 

been hypothesized that “of-the-street” children may be a 

hardy sub-group with better access to nutritional sources, 

when compared with “on-the-street” and rural children 

and thus “urban homelessness may represent a suitable 

response to poverty”.
[46] 

 

Infections and infestations: As compared to their child 

shelter-dwelling and slum-dwelling counterparts, the “of-

the-street” children were found to have significantly 

higher prevalence of injuries,
[19, 47]

 respiratory tract 

infections,
[19, 47]

 eye and ear morbidities, diarrhoea, worm 

infestations, dental caries, cervical and inguinal 

lymphadenitis, tuberculosis, leprosy, genital lesions,
[19]

 

disease symptoms,
[21]

 skin diseases (scabies, pyoderma, 

fungal infections),
[19,47]

 pediculosis
[48]  

and enteroparasitic 

infestations.
[21, 49] 

 

Sexually transmitted infections: Some street children 

were sexually active from early adolescence, a majority 

had multiple partners and few used condoms.
[50]

 The 

self-reported average age of sexual initiation ranged from 

10 to 16 years across several studies.
[14, 16, 49, 51, 52]

 A 

higher proportion of the “of-the-street” children were 

sexually active, when compared with their “on-the-

street” counterparts.
[49, 52-55]

 The reported sexually 

transmitted infections included hepatitis B,
[49, 52]

 hepatitis 

C,
[36, 56, 57]

 HIV,
[53]

 and syphilis.
[13, 30, 36]

 Sleeping on the 

streets, drug use, older age, female gender, and 

involvement in “survival sex” (sex in exchange for 

money, drugs, shelter, or protection) were among the risk 

factors for acquiring sexually transmitted infections.
[49, 52, 

58]
  

 

Mental health: Street children experienced feelings of 

hopelessness and depressive symptoms.
[54, 59-61]

 Female 

gender, history of physical or sexual abuse and “survival 

sex” were among the risk factors for suicidal 

behaviour.
[25, 62]

 Higher suicide rates have been reported 

among the “of-the-street” children as compared to their 

“on-the-street” counterparts.
[40, 54, 59, 60]  

 

Injuries and violence: Work-related injuries included 

scratches, cuts and lacerations, burns, sprains, and 

amputations. Risk of work-related injury was linked to 

longer work hours, working as a street performer, male 

gender, and older age.
[63]

 Street children commonly 

reported experiencing physical violence, verbal abuse, 
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and monetary extortion by peers and adults, including 

parents, other relatives, law enforcement personnel, and 

sex work clients.
[22, 23, 25, 27, 29, 35, 37, 61, 64, 65]

 Experiencing 

sexual abuse by peers and adults was common among 

street children.
[22, 25, 27, 30, 33, 35, 61, 65, 66]

 Wide-ranging rates 

of “survival sex” among street children have been 

reported by several studies.
[14, 29, 49, 51, 55]

 Reporting 

“survival sex” was more frequent among girls as 

compared to boys
[58]

 and more likely among “of-the-

street” children compared with their “on-the-street” 

counterparts.
[59] 

 

Substance abuse: The average age of initiation into 

substance use was 10 to 13 years, with earlier initiation 

reported among “of-the-street” children.
[34, 49, 64, 67, 68]

 

Older age, male gender, duration of life on the street, 

depression, child abuse, out-of-school status, lack of 

family contact, survival sex, multiple sex partners, 

perceiving oneself to be HIV positive and having an 

HIV-positive friend are among the factors linked to 

substance abuse.
[12, 25, 29, 34, 49, 52, 64, 65, 68]

 The self-reported 

reasons for substance abuse included peer pressure, 

emotional problems, curiosity, pleasure-seeking; to cope 

with street life, sexual abuse, violence and/or survival 

sex; to curb hunger, keep warm, induce or prevent sleep; 

or for entertainment
[23, 25, 34, 40, 55,  67, 68] 

Self-reporting of 

substance use was significantly more likely with “of-the-

street” children than their “on-the-street” counterparts.
[30, 

34, 49, 52, 54, 59, 67]
 Tobacco and cannabis products, inhalants 

and alcohol were commonly used.
[15, 16, 40, 49, 52, 55, 68]

 In 

the middle-income countries, intravenous drug use was 

more common among males and among “of-the-street” 

children.
[15, 16, 49, 52, 53, 65]

 In the developing countries, 

inhalants (shoemaker’s glue, paint thinner, correction 

fluid) are easily procured and may cost less than a meal 

and are used for suppressing appetite.
[23, 25]

 Toluene, the 

main ingredient in most inhalants, gets metabolized to 

hippuric acid, which is excreted via urine and therefore, 

urinary hippuric acid can be used for detecting inhalant 

use.
[69] 

 

Health care seeking behaviour: The time lag for 

initiation of treatment after onset of symptoms was 

between 2 and 11 days.
[19]

 Many “of-the-street” children 

preferred self-medication.
[13, 32]

 The barriers in seeking 

health care were long waiting time, financial constraints, 

self-perceived negative attitude of health care providers, 

distrust in quality of health care and lack of time to seek 

care because of the possibility of loss of income.
[13, 47]

 

 

BEHAVIOURAL RISK FACTORS 

Shelters: Night shelters for “of-the-street” children 

include abandoned dwellings, pavements, railway 

platforms, below road flyovers, sky walks and places of 

worship.
[19]

  

 

Personal hygiene: When compared with their child 

shelter-dwelling and slum-dwelling counterparts, the “of-

the-street children” had significantly lower frequency of 

bathing, use of soap, brushing teeth, washing clothes and 

use of detergent for washing clothes.
[19]

  

 

Lifestyle: The common modes of entertainment and 

relaxation for “of-the-street children” include gambling, 

watching movies, and substance use (various tobacco 

and cannabis products, alcohol, inhalants).
[7, 70, 71]

 Eleven 

criteria have been identified for diagnosis of substance 

abuse.
[72]

 Multiple substance abuse and tobacco use were 

commonly due to peer pressure and depression.
[19]

 

Young age, lack of contact with family, orphan children, 

and night stay at public places are among risk factors 

associated with substance use.
[30]

  

 

CHALLENGES 

Focus of interventions: Street children comprise a 

vulnerable, neglected and under-served group who need 

a range of social services, education and health care. 

Many organizations are providing various facilities 

including non-formal education, day care centres and 

open shelters for providing food, shelter, and a place of 

safety. All interventions should focus on empowerment, 

self-determination and ensuring social justice.
[73]  

 

Dignity: Dignity is the inherent entitlement of a person 

to be valued and respected. Empowerment-based 

interventions recognize the strength and resilience of 

street children and confer them the respect that society 

has denied them.
[74]

 This socially marginalized group 

intensely guards its independence that street life has 

inculcated in them.
[75]

 When working with street 

children, it is essential to communicate respect, which is 

reinforced by offering voluntary participation in various 

interventional measures.  

 

Approaches: Previous approaches by governments 

focussed on mandatory institutionalization of street 

children in reformatories and other such residential 

facilities, which have not yielded much success.
[73]

 

Though institutionalization approach has diminished to a 

large extent in recent times because research studies have 

set aside the myth that street children are delinquents, 

this approach is still in existence.
[76]

 The street is the only 

place that street children consider as their “home”. 

Compulsory removal from the place these children 

consider as their “home”, followed by detention in 

institutions, has been minimally successful. Conversely, 

it is also not a sensible approach to leave children 

exposed to the perils of living on the street without 

protection from officialdom and their own families, from 

violence by other street children and from street gangs 

who may recruit them into criminal activities or sex 

trade. Street life also deprives them of their right to 

education, healthcare and to belong to mainstream 

society. In countries where begging is illegal, street 

children can be jailed for striving to survive by begging.  

 

POSSIBLE INTERVENTIONS 

Need for interventions: Many of street children become 

law offenders, criminals, drug abusers and exploiters of 
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other children after experiencing violence-prone and 

dehumanizing existence on the street. Consequently, a 

nation’s human capital for the future is wasted if 

interventional measures are not planned and 

implemented. It is a myth that street children opted for 

their lifestyle because they were enticed by the allure of 

the freedom and adventure.
[73]

 The current opinion is that 

a variety of factors, including domestic abuse and 

material deprivation, “push” a child on to the street, 

whereas the opportunity to earn money “pulls” a child 

into street life.   

 

Rationale for interventions: Children who live in 

absolute poverty but have not yet entered street life 

comprise the target population for primary prevention 

(Table), which will help reduce the influence of factors 

that “push” and “pull” a child into street life. For this 

group of children, development of micro-enterprise 

would be a short-term activity with focus on increasing 

the income of street children rather than a long-term 

effort for developing skills to earn income as an adult.
[73] 

Children who work on the street but are in regular 

contact with their families comprise the target group for 

secondary prevention (Table), which aims at safe 

passage of the child into adulthood and to prevent illegal 

activity as a source of income and a routine. Most “of-

the-street” children have little or no family contacts 

because they have been orphaned, abandoned or have run 

away from home and are involved in illegal activities to 

earn income. Currently, residential rehabilitative care 

(Table) is recommended for this group of children, 

though the success rate of this approach is 

insignificant.
[73]

 The residential rehabilitation approach 

has met with disapprovals because – [a] most of these 

programmes remove the children from the community 

and therefore, successful re-integration tends to be 

low;
[77]

 [b] it is resource-intensive; [c] the level of 

confidence in this approach is dwindling;
[73]

 and [d] the 

core problems of drug addiction and anti-social activities 

are not focussed upon. Consequently, by the time these 

street children are admitted to these centres, it is already 

too late to change their habits and lifestyle, unless they 

are under constant supervision.
[77]

 Moreover, the 

residential rehabilitation approach is based on western, 

middle-class values, which is not suitable for children 

who live on the streets.
[78, 79]

 “Open Shelters” are 

temporary centres, which provide street children with 

essential requirements of food, shelter, health care, flexi-

time education and vocational training of good quality, 

including a secure place where children can safely keep 

their belongings and earnings. The objective of 

residential rehabilitative care for “of-the-street” children 

is to set in motion the process of weaning them away 

from socially-deviant behaviours and also to provide 

counselling and life-skill education. 

 

Table: Possible interventions. 

Type of intervention Target population Possible interventions
[73]

 

Primary prevention 

Children who live in 

absolute poverty but have 

not yet entered street life 

 Improving domestic conditions 

 Improving families’ income generation 

 Providing day care  

 Providing recreational activities 

 Improving or constructing water-proof homes  

 Supplying potable water 

 Providing free or subsidized food  

 Providing free or subsidized education 

 Measures for overall community development 

Secondary prevention 

Children who work on the 

street but are in regular 

contact with their families 

(children “on-the-street”) 

1. Development of micro-enterprises to increase income  

2. Awareness programmes (using street plays, videos, 

discussions) on health problems  

3. Education on various risks (drug use, sexually transmitted 

infections, violent behaviour) associated with street life 

Tertiary prevention 

Children who live on the 

street and have little or no 

contact with their families 

(children “of-the-street”) 

Residential rehabilitative care that encourages peer group 

participation and creative activities (performing arts, 

computers, indoor and outdoor games) and provides 

counselling and life skill education.  

 

CONCLUSION   

For children who are currently living with their families 

but are at high-risk of being forced on the streets, 

preventive efforts ought to concentrate on improving 

income levels and housing of impoverished families, 

curbing parental abuse, and providing educational and 

health care facilities. For “on-the-street” children, who 

are in regular contact with their families, efforts should 

focus on establishing more facilities for providing food, 

health care and shelter, providing avenues for legal 

income, and educating on the hazards of promiscuity and 

substance abuse. The “of-the-street” children, who have 

little or no contact with their families, are difficult to 

manage but they need rehabilitative services that are 

customised to their needs. Consequent to the conditions 

faced by them, street children are involved in high risk 

behaviours, which, in combination with the exposures 

linked to poor shelter and destitution, adversely affect 
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their growth and development and also cause infections 

and mental illnesses. It is vital to realize the resilience of 

street children and their need for independence to survive 

under unforgiving and insensitive conditions. In order to 

ensure that street children become productive adults in 

mainstream society, it is crucial to replace non-formal 

education for street children with a flexible formal 

education curriculum that includes vocational training 

and “soft skills” so that they are employable immediately 

after they complete their education.  
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