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Abstract

A substantial number of people across the globe liv extreme poverty and deprivation. With regatals
children, a significant number of them especiatigse in the developing countries are entrappedaycke of
poverty which has extensively limited their devetggnt. One of such groups of children includes sthiédren
who often live on the margins of major cities. Thaoor living conditions constantly expose thendieerse
health related risks and problems. A number of géhelsildren have however thrived on streets amidst t
prevailing health related challenges. Accordinge®earch, this is attributed to skills and attitwddéch enables
them to thrive adequately. These peculiar skilld attitudes are summed up in the concepts of agandy
resilience. Emphasis has lately been placed omtgenuity these group of children exhibit in deglinith their
everyday challenges such as health problems. Tpergads that, despite their poverty levels anddships,
these children showed traits of self motivatiorgativity, flexibility and adaptability which demanated their
agency. Moreover, they were able take advantageeafgre opportunities such as their limited socigital,
little erratic incomes and experience on the streetaddress some of their health problems by tees. The
paper thus argues that, it is pertinent for th@seial skills and coping mechanisms to be criticadtorporated
into efforts geared at the health related wellb&fhgoor and vulnerable groups. This could be dbneugh the
application of appropriate participatory methodsthe initiation and implementation of relevant pms and
strategies to give people the opportunity to deriratestheir inherent capabilities as human beings.
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1.0 Background

A significant number of people across the globe livextreme poverty and deprivation. Poverty issane that
bears down across generations and affects thetyjoélife of young and old alike (James & Jame®]2). With
regards to children, a substantial number of thepeeially those in the developing countries areappied in a
cycle of poverty which has extensively limited théévelopment. An increasing number of childreruatbthe
world find themselves with no choice but to makkvang for their own survival and sometimes thattbéir
families (Kobayashi, 2004). One of such groups hifdcen includes street children. Although argunaging,
these children constitute one of the groups of [geeyno come from families that have only 60% of thedian
national income before housing costs are met (J&nksnes, 2012, p. 93). The phenomenon of stidklren
is thus basically propagated by poverty as welfaators such as family unrest and disintegratiot aatural
disasters (Kwankye, Anarfi, Tagoe, & Castald, 200fpmas de Benitez, 2003, 2011). With regards &dtiheit
is argued that every aspect of children's healtle adfected by poverty in terms of rates of siclnasd
mortality; incidence of mental health problems; lgyaof housing and education; involvement in criraed
delinquency and employment prospects (James & J&20&8, p. 93). Inadequate access to basic neetisasu
health, education, potable water and adequateasianitas well as financial constrains has led tstade of
weakness at the wake of constant exposure to miskg some poor children.

Street children refer tohildren who live and/or work on the strddames & James, 2012, p. 126). Broadly, the
term connotes ".any girl or boy who is under the age of eighteed amo has left his/her home environment
part time or permanently (because of problems aé@and/or in school, or try to alleviate those gesbhs) and
who spends most of his/her time unsupervised orsttieet as part of a subculture of children wheelian
unprotected communal life and who depend on thesednd each other, and/or not on an adult, for the
provision of physical and emotional needs, sucHoasl, clothing, nurturance, direction and sociatioa"
(Schurink, 1993 cited in Grundling & Grundling, ). 175; see also Thomas de Benitez, 2011, [Stiet
children often live in the margins of major citiés.most developing countries, these places inchuddic areas
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like avenues, mosques, market centres and churclieseover, these places may serve as risky grotords
some children in terms of their health related bedithg. In public health, risk factors are variabteat
predispose an individual to ill health (Catherirenter-Brick, 2002, p. 159). For street childrerg tfecision to
leave home either voluntary or involuntary to lime the streets is in itself a risk. Due to theiirlg conditions
and places of abode, street children are confromtiéd recurrent health risks and problems, ilkgy, and
working instead of attending school at tender axgeproposed by the global models of childhood fsesell,
2005; Punch, 2003). Although some studies positiéisa difference exist between the health risks@oblems
of street and other poor children and domicileddehn (C Panter-Brick, 2001; Catherine Panter48rz004),
the situation and condition within which some strefgldren find themselves aside from being a thteaheir
health also inhibit their ability to access heatdre (Ansell, 2005; Macintyre, Ellaway, & Cummir)02).
Moreover, in the view of Klein et al. (2000) strehildren are more likely than their domiciled oterparts to
engage in risky sexual behaviours, drug and alcabose, and increased exposure to physical andhqsyggcal
threats. Besides, even in situations where fewigerdinces in health risks and health problems betwstreet
children and other groups of children have beeabdished, street children have been found to haeater
frequency of ill health. The streets and its accamying threats have therefore left many streetdoti
vulnerable regarding their health related wellbeiHgwever, these places may offer some childrenspiaee
and the opportunity to pull away from extreme chddd difficulties—including poverty stricken and abusive
homes and hence the need to take such risks (Ad&y©luwaseun, 2012; Mattews, 2003).

However, despite the inevitable health risks amirthssociated frequent health problems as wedtlzer forms
of hardships on the streets, the phenomenon oétstidldren continue to grow. While those alreadytbe
streets are not decreasing in numbers, othersneento join them. Irrespective of the fact that doadition of
these children is not ideal, their existence ardted livelihood challenges are real and need taduressed
(Volpi, 2002). Their situation calls for speciatettion and understanding in order to ensure thigigular
wellbeing on the streets. A number of these childhave however been able to withstand the pragaili
hardships. According to research, this is attridutea number of skills and attitude which enathesn to thrive
adequately. These peculiar skills and attitudesanemed up in the concepts of agency and resiliamieh are
rapidly gaining grounds in development studies. 8aithese children are able to act independemidly rave
developed skills, mechanisms and attitudes towardscoming the negative effects of the risks they a
constantly exposed to as well as coping succegsiuth traumatic experiences (Fergus & ZimmermadD=,
Zolkoski & Bullock, 2012). Emphasis has thus latélgen placed on the ingenuity these group of dildr
exhibit in addressing their health problems. Thapgr highlights the agency and resilience of pedple
development process and the need to put their ijpecstrategies and practicalities into perspeciine
development initiatives and efforts geared at theialth related wellbeing. The paper uses the oastreet
children in Kumasi Metropolitan Area in Ghana tovamstrate the agency and resilience of people nsgards
to health and health care.

1.1 Agency and Resilience

The constant call for recognising the uniquenesmdaiiduals and groups has impacted positivelyeffiorts
geared at empowering people in development initati This effort has not only affected adults Bsio @hildren

in various societies even in developing countrieghe view of Hardmarichildren should be seen as people to
be studied in their own right and not just as reeefes of adult teachingThis approach is a more potent means
to gaining rather different perspectiveshild perspectives-on their social world (Hardman, 1973: 85 cited
James & James, 2012, p. 114 ). The term agencssrifehe ability of an individual to act indepentg and to
make their own decisions and choices. Human beingg$aced with diverse forms of adversity which ted to
the social, economic, environmental and politidalctures of their vicinity as well as their indivial life
trajectories (Dyer & McGuinness, 1996). Respongeshese adversities are described in terms of “fisk
“variables that increase individuals’ likelihood qfsychopathology or their susceptibility to negative
development outcomé&oyos, 1997 cited in Boyden & Mann, 2005, p. 6)i'amsilience—the tendency to
spring back, rebound, or recoil and involves theaxity to respond and endure, or develop and mastspite

of life stressors or adversitiResilient individuals successfully adapt and rapialljust to major life events or to
chronic stressors(Garmezy, 1991; Werner, 1990 in Mandleco, 200®9). Thus, people only show resilience
in the presence of risk factors. However, with ttedp of viable factors, they are able to producsitpe
outcomes and reduce or avoid negative outcomescdiheept therefore trades on strengths instea@gdtive
outcomes (Fergus & Zimmerman, 2005). In the fidltenalth, it means positive outcomes in spite gfasure to
health risks. Resilience indicates the possesdi@eweral skills, in varying degrees, that helpeaspn to cope
with prevailing risks and challenges. Resiliencenownicates how individuals, families and commusitepe,
adapt and take advantage of their available resguwhen facing significant acute or chronic stressthe
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compounding effect of both together (Michael Und2012, p. 387; Zolkoski & Bullock, 2012). Resilze
therefore explicitly expresses people's agency.

Resilience promoting factors are grouped into asaetl resources (Beauvais & Oetting, 1999). Agsdts to
the individual internal competencies, coping skélsd self efficacy. Resources are however factoas are
external to individuals including parental and fimsupport and community organisations (Fergus &
Zimmerman, 2005). In the case of street childréhe presence of peers and other adults wholibag, bridge

or link (see Amoah, 2014; Islam, Merlo, Kawachi, Lindstra&@Gerdtham, 2006; Rigg, 2007) with on the
streets with time generate the needed supporhér tesilience. For instance, a study in Addis Bdoadicated
that, street children do show resilience in thefatdiverse health problems through their socévorks on the
streets (Kassa, 2008). Moreover, cross-culturaareh and international studies have revealedtthatneaning

of risk and even adversity are culturally and centally dependant. In this wise, understanding tpmeple
adjust and adapt to risk and adversity whethertipef or mal-adaptation should be socially andtunallly
appreciated (Bottrell, 2009). For instance, inisk with ‘troubled teens’, M. Ungar (2004) assdrtkat, street
children may see deviant lives as favourable facttrat enable them to cope even under unhealthy
circumstances. Thus, indulgence in ‘disordered*dalinquent’ activities, places and relationshipsluding
substance abuse, street culture, renouncing ofiéamnand involvement with ‘negative’ peer groupse rather
how some children find wellbeing, belonging, comfand power (Adeyemi & Oluwaseun, 2012; Bottrell,
2009). Negative labelling rather motivates somedcén in difficult circumstances to forge resili@dentities.
Street children are commonly identified as childegn'risk’. However, it is understood that, in tfece of
adversity, many of these children have shown atgfeal of resilience even than children that exgeré lesser
risk by drawing on various conventional and uncoriemal methods and experiences to address thelilgms
(Abebe & Bessell, 2011; McAdam-Crisp, Aptekar, &#tiyo, 2005).

Resilience thus comes with some critical attributeisstly, resilience entails re-bouncing and ciagyon.
Resilient people should and are able to get badkdw lives or maintain high level of flexibilitio take new
paths in their lives in the face of adversity. Téense of self—a balanced perspective of one’sdifd
experiences also accounts for how resilient peapte A hallmark of resilience therefore entails r@gation
and acceptance of one’s previous and current gituathich serve as platforms to forge positivetadtes.
Children that show resilience are therefore charaetd by the traits of self motivation, creatiyifexibility and
adaptability and are more proactive in solving tthié problems (Mandleco, 2000). Resilience iodbentified
with the trait of determination. Resilient peopheespective of challenges persevere to achievegiifals.
Obstacles should be viewed just as other life lsrtthat have to be crossed. Resilient childreini&iance tend
to be generally positive in their activities andt gheir abilities to good use whilst acknowledgitigeir
limitations. Owing to their personal attributes Isuas age, gender, and nature of physique, somérehibre
able to endure painful and difficult situations stoctively which give them experiences for surViva
(Mandleco, 2000). Aside from this, resilient chéddralso show mental preparedness for adversity-rsesef
having overcome one situation hence a possibilitgnastering other situations and ultimately deveiept of
effective coping mechanisms (Dyer & McGuinness,8)98oreover, people's ability to overcome corstsea
by staying organised as well as their skills matystem from only their capacity but also througheative self-
help and even political action as well as prevgilgtructural and external conditions (see Gidd&éag4) that
shape childhood and the way people do things. iddal agency is thus also a product of wider softedes.
People's social ties and connection also play &kasrin their resilience (Amoah, 2014; Jones & S@mrA011;
Perry, Williams, Wallerstein, & Waitzkin, 2008; Tais, 2004). Resilience is thus characterized byspal
attitude. With regards to social capital, resiliemequires an ability to deal with and tolerateeotimdividuals
and groups irrespective of their backgrounds. krigued that, people who demonstrate resiliences@cilly
skilled, socially responsive, demonstrate high llesetolerance and mix well with most people some
contexts, these people based on religious belief$ faith—a sense of coherence and rootedness and a
conviction that things will turn up well in the erdkspite unfavourable odds, are able to withstaathh
circumstances (Dillen, 2012; Fergus & ZimmermarQ30

With regards to children, it is argued that thgjeacy is generally exercised in the domains okthery day and
personal situations. They are thus less likelyx@rteagency that is strategic and political, algfothey can do it
with the support of adults through the supplements extensions they may provide to the childreg&nay

(Jones & Summer, 2011, pp. 19-20). Moreover, pepalbility to remain resilient may also be as aulesf

over optimism against prevailing risks and problé®i®berg, 2000). It is therefore pertinent notdmanticize
too much on the agency and abilities of streetdehil while forgetting the fact that their existemngdinked to

prevailing social forces and perceptions which nagstppreciated in order to understand how childrewive

even harsh conditions (Truong, 2010).
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1.2 Agency and Resilience: A Health Care Perspectvamong Street Children

1.2.1 Methods

This paper is taken out of a broad study to exptheehealth related problems of street childrere $tudy
aimed at appreciating how the health related problef street children are addressed through tloetefbf the
children themselves and the prevailing social stmas. The data was gathered from Kumasi Metrcgoolitrea
in Ghana. Kumasi is the second largest city in @hianterms of population with over 2 million peogl@Ss,
2012; KMA, 2010). In addition to its infrastructiirbase and its dominant informal commercial adesgit
Kumasi is strategically located at the central mdrGhana. Its location and economic activities engkmore
physically accessible and hence serves as a hameaioy commuters who seek greener pastures (An26d4,
Edusei & Amoah, 2014; Kwankye et al., 2007).

Owing to the complexity and the descriptive natoféhe information required for the study, the stutsed a
number of qualitative data collection methods tthgadata. The aim of this paper was not to meagaople's
(children) agency and resilience but to gain intdepderstanding of their unique personal and secanomic
characteristics/attitudes that enable them to wétitsthe harsh conditions (Bryman, 2008). The apgrdelps

to get to the grips of people's health worries bgaging with them at length (Gatrell & Elliott, 280 The study
used mainly purposive and snowballing sampling iéples to select participants with direct referetaehe
research objectives/questions. Data were gatheoed these people using in-depth interviews, twaigogroup
discussions (consisting of 6 members balancedringeof gender) and both participant and non-pgpgitt
observation methods (see Bryman, 2008for detailhese techniques). Using semi-structured intergeides,

a total of 15 street children (consisting of chéldrwho had not had any contact with neither themify nor
guardians for at least the 3 months prior to theriniew. The children were aged from 13 to 17 yeershese
children were relatively more matured for the kofddata required for the study. None of the childhad even
completed basic education. Ten of them were prinsatyool drop outs while 2 of them had never been to
school. Contacts were made with street childremfé neighbourhoods in the central business distfiche
Metropolis including: Pampaso area; Aboabo (stateond Asafo (market area), Central Market areaeti@jpnd
Adum. It is worth noting that participant names duse this paper are pseudo names which were adopted
together with the children during the fieldwork aswvay of protecting their identities. Eleven keyommant
interviews were conducted. The constituents okteinformant interviews are depicted in table 1.

Table 1: Participants of the Key Informant Interviews

Number Key Informant Number
1 Medical Officer (doctor) 1
2 administrator of Kumasi Metropolitan Maternal &klild Health Hospital (Children's 1

Hospital)
3 Health assistant 1
4 Licensed chemical sellers 2
5 Representatives of Metropolitan Social Welfar@&é&ment 2
6 Metropolitan Health Directorate 1
7 Representative of Centre for Development of Re¢pPEDEP) (NGO) 1
8 Representative of Street Children Project (NGO) 1
9 The Regional Director of Department of Children 1

Total 11

Source: Field Work, July, 2012

These resource persons gave vital information tterstanding the unique health related behaviourchoites
of the children.

1.2.2 Resilience and Health Related Wellbeing oe ®Btreet

Many of the primary participants exhibited a greanse of awareness and knowledge about socialudintiat
practices which reflected their agency (see Gidd&®84; Catherine Panter-Brick, 2002). The paréinig were
faced with constant health risks and problems wiiey contended with, with each passing day (see al
Catherine Panter-Brick, 2002). While some of thebfgms were taken to hospitals or clinics or phaiesor
self treated (see section 1.2.3), others were @hand/or treated as not critical. Conversatioith the
participants revealed that, many of the childreth thaveloped a positive attitude towards their sibuma(see also
Dyer & McGuinness, 1996). The majority of themréfere treated every livelihood problem and eveysptal
health problems as normal challenges that everyahubeing faces‘They endure pain a lot! | mean...they
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overlook most of the diseases an ordinary persoih take seriously” (Physician, Metropolitan Children
Hospital). In fact this was the more reason whygésous games and bad foods were often perceivgdstis
games and food. Others ignored some health isspegially minor cuts and wounds..l have a special body.
Whenever | have a cut, it heals without treatmieoatk at this one (indicates a healed cut on hid@c# healed
by itself. I did not have to do anything to {8ampson, 13 year old boBimilarly those that had contracted skin
rashes, some of which they affirmed itched and ntaden uncomfortable were able to without treatméwe,
with the inconvenience and went about their northgiles as summarised in the words of Rahi (17 gkehgirl):

“I cannot afford to stay at home for every smdhdss.... | need money to buy food everyday apéydor the
place | sleep so | always strive to work....| ongt when | am severely sick"The children had therefore
developeda positive mental attitudeowards their conditions which partly explainsitheontinual stay on the
streets despite the inevitable health threats ableshed by Kwankye et al. (2007), Amury and K@nB010),
and Amoah (2013). To some extent, this was alsexpression of their agency.

Their resilience moreover depended on their lepfiay on the street. The long term exposureddtrshness
had instigated some of the children to adopt speoping mechanisms. Those that had stayed loogehe
streets were more adaptive to their conditions boéntality and especially physically. For instanbaying
lived on the streets for over two years, Kwaku y&&r old boy) statedl have a good stomach. | don't get sick
no matter the type of food | eat....I can eat etieng. Some of my friends are very susceptibléditegs | can
eat.....They easily fall sick when they eat sombefood | eat’ However, when he was asked about his early
days on the streets he conceded otherwiseok, when | arrived at first, | had stomach achnd sometimes |
vomited whenever ate leftover food$Wlany of the children also confirmed the fact tlla¢y were more
vulnerable to many of the prevailing health riskstheir early days on the street as compared to phesent
condition. In a related study in Addis Ababa byska (2008), when participants were asked if leftéveds
will not get them sick? One of children responded‘a.how does food make you sickPKassa, 2008, p. 55).
Indeed, the perception and attitude depicted by statement is the more reason why many of thelrenil
undermined the negative effects of habits suchatiageleftover foods and food scraps in market ggadviany
of the children had therefore developed immunitgl ambustness against many of their health riskstaadth
problems especially iliness such as malaria andeitsor as a result of the long stay on the stragtsonfirmed
by the participant physician (see also Cross, 20@4ny of the children especially the males oftpisneither
with blankets nor appropriate jackets without caampl For instance, when two boys who preparedeepsivere
asked why they did not use any blanket or jackets®e of them responded :as..blankets? It is not
necessary...Someone will even steal them in thesead the night.....my shirt is enough for meml not scared
to feel cold (laugh$)(Appiah, 14 year old boy). Although many of thexdmitted to have caught cold due to
lack of proper sleeping arrangements, their attitadd response towards the situation however teflex sense
of flexibility and adaptability in view of their calition. Their quest to survive for their own welibg and
sometimes that of their younger ones was paramwithtrespect to their health related risks and hilg The
need to show maturity and dependability made thgéncy and resilience which might have been irdibity
domiciled lives blossom. They had learned to ddauit the little pleasures of childhood (see UNICEB0Q5)
and even some necessary livelihood assets. Thesaghncy and resilience of the children were eitiylic
expressed by their experience on the streets dmer divelihood challenges. Moreover, their abiliyd
willingness to develop these coping attitudes dwvertis a strong indication of their ability to aetiependently.

Their positive attitude towards their situation waso demonstrated by their view on health risksrating

from their physical environment as well as theligieus orientation. For instance, despite the tamsexposure
to polluted air due to unkempt physical environmeemd fumes from numerous vehicles, many of thenaneed

positive towards their condition as ensued in theversation below:

Question (Interviewer)!"....but don't you think the bad smell from thdtgts and fumes from vehicles
are harmful to your health"?

Response!...the smell is bad but everyone here breathessdime air.....it is not us alone....I know
God protects us....{Appiah, 14 year old boy).

Appiah’s account above represented the opinion afiyrof the children. They generally accepted thenhal
nature of their places of abode. However, manyheft after long stay and experience on the stremds h
developed a positive attitude towards their adtiessiMoreover, religious affiliations and beligfstem is said
to be one of the key factors which make peopldieasi(see Dillen, 2012; Fergus & Zimmerman, 2006has
been evidenced that such belief systems aid irtipesttitude even in difficult periods (see alsidldh, 2012;
Gunnestad & Thwala, 2011). The last part of Apgiale'sponse-"...I know God protects usSupports this
assertion. Based on personal and religious belssfsie of the children remained hopeful, calm aradistic
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about their situation assuming that all will be Mwith them irrespective of the adversities thegefd. Such
religious resilience is moreover common among n@oy and vulnerable children in Sub-Saharan Afriaan
evidenced by the work of Gunnestad and ThwalaXR0lsouthern Africa. His entire response alsonghthat,
the children's decision to live on the streets wedtcally analysed. They demonstrated a great esenfs
awareness of the socio-demographic and economipasition of their environment. They lived alongsitie
various socio-economic activities where they catddstantly interact with other people who went akbeir
everyday activities both as a form of protectiod ammeans to earn a living.

Moreover, agency and resilience was also demoesdtiat how they managed to survive the harshnegof
streets given their very limited resources:

“...I used to eat fun yogurt (a type of ice creagmpryday but now | have stopped. | realised thabit
good for my health and | spent too much money”ofKitvaku, 15 year old boy).

“I do not buy expensive clothes, my most expendivth cost GH¢ 1.00 (about $ 0.35). There are
places, and times especially in the night when @ get second hand clothes at cheaper prices
[Kwaku quickly jumps in: it is true, one time | kghi two shirts for GHp20 (about $0.1()$ampson, 13
year old boy).

The children therefore lived in a way that theirage resources would suffice their basic and moestging
needs. They thus showed a sense of rationality reiiards to their condition by prioritizing theieeds with
respect to their resources. However, some of thethods were too extreme and health deterioratinghey
hate to spend their money...If only they could iserwithout food, drinks and other basic needsthink they
would never spend on food and not to even talk ebealth care”(Health Officer, SCP). They were therefore
adamant on earning erratic incomes irrespectiihehealth consequences of their decisions andouetfsee
Fergus & Zimmerman, 2005). To the children, thedseiaes were however made as result of strategiesate
their resources suffice and not to directly compsantheir health care needs as a significant nurobénem
protested. Moreover, this is not to say that theyenself sufficient as many of them could hardlpf one
square meal a day by themselves. Their ability foritize their resources however attests to tlseinse of
adaptability, internal competencies and self effyceowards their situation which needs to be camred in the
planning and implementation of programs and prejedtich affect them. Thus, despite being youngy there
able to embrace the realities of their lives inatgdall the adversities they faced to enact stiatep survive the
street (Boyden & Mann, 2005).

The children had therefore developstieet smartnessskills and ideas that enabled them to cope witth an
consciously take charge of their lives despitehtiiesh conditions they faced (Boyden & Mann, 206@wever,

to a larger extent, their resilience and 'smartnesdd also be attributed to theinrealistic optimismtowards
their condition which should not be misconstruedodal control over their situation (Sjéberg, 2008gnce, the
opinion of Truong (2010), that the children’s alyilto withstand the harsh conditions should notober-
romanticised to the extent of ignoring their neadd potential interventions to aid their developtnen

1.2.3 Self Treatment of Health Problems: A Demoratton of the Children's Agency

The culture of self treatment of ilinesses andriegiwas a common practice among the childrenes sbught
to address their health problems. Street childeee humerous problems in accessing health servieastors
such as financial constraints and unaccommodatmgranment in some health related facilities inhitkie
ability and viability of accessing health servicasong the less privileged especially those in dgiag
economies (Edusei & Amoah, 2014). For this reasmamy of these children often attempt to diagnosktesat
their ailments themselves using either traditicoralvestern medicines (see Abt Enterprises LLC, 26Gksa,
2008).

Based on their Knowledge and capability as soaitdra and independent people, the majority of thiieen
knew of some basic treatment methods and medicatr@thods of treating some common ailments. Th&nof
had their knowledge from their friends, their aduktnds on streets, their guardians/parents whep tvere at
home as well as through advertisement of someesktidrugs and treatment routines on televisioroanadios.
Acquisition of drugs unlike in many western couedris less restricted in Ghana. People can acglliferms of
drugs even those that require prescription frontife medical officers (Oppong, 2003; Salisu & i 2009).
This situation therefore encourages the act oftesdtment/medication which many ordinary citizeasronised.
For instance, the commonality of self treatmentGhana was confirmed through the interview with the
physician at the Metropolitan Children’s Hospitahaiterated that.....about 80% of Ghanaians can diagnose
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and treat malaria correctly” Moreover, their sources of knowledge for selatmeent also reflect the fact that
irrespective of their situation, street childrerill smaintain a pro-social attitude and skills whicilso
demonstrates their agency.

The majority of the children therefore treated lessute/critical illnesses and mild sprains and doys
themselves. Orthodox drugs for illnesses such dariaédever, cold, headache, body pains and nitiddnach

aches such as paracetamol (for pains, headacHpsy, for pains, fever/malaria), Procold ( for dfild drug),

Magnesium Trisilicate tablet BP (for stomach upsetgere well known to many of the street childr8ome of
these children were therefore able to requestgecific drugs over the counter after self diagnosishough

they sometimes misdiagnosed and bought wrong dthes, initiatives towards treating themselves stt®

their agency and strive to remain resilient. Tlegigerness to treat themselves is also demonstrgtde fact
that, this group of people hardly access high ofdelth services such as hospitals:.for this category of
children, we hardly see them here. They come hawally because of severe injuries. For other dissathey
treat themselves. | have met only two of them i@ came in with problems.... which were sevef&fedical

officer, Children’s Hospital).

Moreover, some of them used herbs and various kifidgpices to treat their illnesses. For instarscene of
them chewed bark of mango trees for diarrhoeayfand headache; lime juice was also used for stbraabe.
Others also chewddwentia(grains of selim seeds) for headache and coldrthe. chewing of ginger in addition
to sugar was moreover one of the most popular dimigthe treatment of cough. Others also draokolo(a
drink made with hibiscus leaves) to prevent andttfever/malaria. Charcoal was also used for stbmgsets
such as nausea and pains. While some of them cheieees of charcoal, others grounded it and miresater.

“...Whenever | have headache or fever, | just fndmall piece of the bark of mango tree to chew. It
tastes sour but it is very effective.....whenewar {referring to the interviewer) have diarrhoea or
headache give it a try” (Sampson, 13 year boy).

The majority of these items owing to closeness afkat centres were physically accessible and sorasti
came at no cost as some of the species such a gind grains of selim seeds which are usuallyée were
even obtained for free from market women and samesi as leftovers at market centres. Furthermore,
treatment of cuts and wounds were often done usimgmon traditional methods and materials. All ledrh
used one or more of bandages, methylated spiriticien cream and pills and gentian violet. As parf
common social practice, some of them randomly wgain water to clean their wounds before they appdiey
form of medicine. Upon recognising the children&ed for warm water both for bathing and for tregtineir
wounds which the children could not make by themresglsome adults (mainly women) had made a busméss
of it by making warm water for sale.

“I have spirit (methylated spirit) and gentian v&bl... Whenever | get a cut, | rub it with spinitdathen
| apply some gentian violet and cover with bandafilsa, 17 year old boy)

“When | get wounds, | usually clean it with warmtarawhich | have to buy and then | apply 'shiikuro’
(penicillin cream).....It always work for me (Julié6 year old girl)

In a similar vein, mild sprains were also treateastlty by applying locally prepared/herbal ointmeatsl then
applying bandages to keep them in position. Thastings are also confirmed by a similar study incrg
Ghana. In his study, (Anarfi, 1997) found that atb®0% of his participants treated themselves wiilly 6%
and 4% did nothing or visited the hospitals respelt. Besides, similar occurrence has also be¢nessed in a
related study in Addis Ababa where the childrendusamilar spices and methods to address their lhealt
problems (Kassa, 2008). The children's abilityreat themselves and their knowledge on these terdtand
prevention methods which they gain through socitdractions shows that they could be active paditis in
decisions. It is worth noting that almost all thieildren found their methods for addressing thejuries
effective and most importantly cheaper for them.

Self treatment was therefore a common culture anstregt children and even other poor and vulnerpédmple.
Their ability to live on the street was thus a nfiestation of their toughness, flexibility and wiliness to
survive on their own. Many of them especially thales strived to stay strong even with inconvenfesslth
problems as a way of expressing their resiliencthéir comrades. Self treatment instead of visitihigics or
hospitals was therefore a means of maintaining tlighity and avoiding a stigmatising label by thalleagues
who might see them as weak.
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1.3 Conclusion

A number of well documented cases demonstrate tlfiagmess and ability of the poor to create andf@mmnage
their own services (WSP, 2009, p. 5&19). Moreovssues relating to health are more often very demfo
comprehend and address. Factors considered insaggesd addressing health related issues tendffer d
greatly between different socio-economic and caltaontexts. Moreover, assets and resources thiat agople
to overcome adverse effects of risks differ acaaydo the population studied, context, and outcqffergus &
Zimmerman, 2005; Zolkoski & Bullock, 2012). Itpertinent that all plausible avenues are explonearder to
initiate adequate policies and strategies to imprthve health related wellbeing of a given peopkhiwia given
population. The concept of resilience preseats tinevenly distributed variable of behavioural amotional
functioning that enables children and young pedpled adults) differentially to cope with, and adguaisitively
to, adverse circumstances and experiences, theasaisfiorating of various degrees their negative @ffeand
enabling positive adjustments to be made evennitons of risk(James & James, 2012, p. 99). However, it
has been argued that resilience may not necessawiigys result in 'positive’ outcomes as the didini of
whether an outcome is negative/poor or positiveftisn subjective and context dependent (Wexler)vib, &
Burke, 2009). This assertion is particularly prowerithe case study above where some of the methaoisted
by the children were [potentially] harmful to théiealth rather than making them healthier. Howenegrardless
of the outcome, the willingness of these childrerstrive for the best amidst the numerous healdited risks
and problems indicates their agency—somethingshatild not be ignored in efforts to improve thesliood
of not only street children but also all other peagspecially the poor and vulnerable in societies.

Poor health and safety outcomes, including chraiisease, traffic-related injuries, mental illnessbstance
abuse, teen pregnancy, and violence, are dispiopately high among low-income people around trebel
especially those in developing countries (Preventiwstitute 2003). Street children just like masther poor
and vulnerable groups are in dire need of poteattiheelated strategies backed by commitment tdémpnt
these strategies. Moreover, their willingness tovise on the streets despite the hardship as weltheir
strategies in dealing with these hardships shoelddmsidered in every effort for their wellbeingvi@g to their
kind of life and the places they live, street chéld and other urban poor groups such as thosgjlimislums and
households living below the poverty lines shoulddpeouraged to incorporate preventive health measiur
their daily activities. Having to take charge oéithown survival, and their need to remain restlienorder to
last in the harsh conditions coupled with the nfsedhem to stay healthy, poor groups such as tstigi&ren
will be more willing to adopt such health promotiigas when they are effectively introduced to th8tadies
show that resilient factors can counteract the tiegénpact of risk factors and that effective apgrhes need to
include attention to both (Prevention Institute 200t is further contested that, research on iergike has the
potential to guide the development of effectiveeimentions for diverse at-risk populations. As siethe case
study, the concept of resilience offers reseaschad practitioners a conceptual model to undedstg how
especially children and youth overcome adversity laow this knowledge can be used to strengthen baiid
positive characteristics of their lives (Zolkoski Bullock, 2012, p. 2301). It is thus imperative tthlicies
geared at addressing the health related problenteeopoor and vulnerable such as street childretudie
indications of their resilience which also exprébsir agency. This may take the form of effectimed
applicable participatory methods [such as locdiatives and interactive and self-mobilizationjeésMikkelsen,
2005) in the initiation and implementation of syasblicies and strategies. These flexible platformk give
people the opportunity to express their views whildo represent their resilience and ultimatelgirthgency as
human beings and citizens of a given geographimatiext.

Acknowledgement

The authors wish to express our profound gratitiodall individuals and groups who served as infartaand
field assistants in the study. Our sincere apptieciaalso goes to the Norwegian State EducationanlFund
and the Nordic African Institute for funding theslfi work of earlier versions of this paper. We wbin a
special way also like to thank Associate Prof. Stmrgensen (Department of Geography, Norwegiandisity
of Science and Technology) for his immense contidioutowards the production of earlier versiontuétpaper

References

Abebe, T., & Bessell, S. (2011). Dorminant DiscestsDebates and Siliences on Child labour in Afeca
Asia. Third World Quarterly, 32765-786.

Abt Enterprises LLC. (2001). Rapid Situation Assesst (RSA) of street children in Cairo and Alexaadr
Child Protection - Street Childrei€Cairo: ODCCP, UNICEF, WFP.

111



Journal of Biology, Agriculture and Healthcare www.iiste.org
ISSN 2224-3208 (Paper) ISSN 2225-093X (Online) l'—,i,!
Vol.4, No.12, 2014 IIS E

Adeyemi, O. S., & Oluwaseun, O. (2012). Economictbes as Correlates of Streetism among Urban Girildr
in Ibadan Metropolis, Nigerideveloping Country Studies(D.

Amoah, P. A. (2013)Addressing the health problems of street childfEime case of street children in Kumasi
Metropolitan Area, GhanaMaster of Philisophy), Norwegian University ofi&tce and Technology,
Trondheim, Norway.

Amoah, P. A. (2014). Social Capital, Health and Ite&€are among Street Children: A Case Study ofedtr
Children in Kumasi Metropolitan Area, Ghameveloping Country Studies(4), 119-132.

Amury, Z., & Komba, A. (2010). Coping Strategiesedsby Street Children in the Event of Iliness (Resk
Report 10/1 ed.). Dar es Salaam: Research on BoAieviation.

Anarfi, K. J. (1997). Vulnerability to sexually tramitted disease: street children in Acdfgalth Transition
Review,, Supplement to VolumeZ81-306.

Ansell, N. (2005)Children, Youth and Developmehbndon: Routledge.

Beauvais, F., & Oetting, E. R. (1999). Drug ussijlience, and the myth of the golden child. In GiaM. D. &
Johnson, J. L. (Eds.Resilience and Development: Positive Life AdaptatiocNew York: Kluwer
Acad./Plenum.

Bottrell, D. (2009). Understanding ‘marginal’ peestives: Towards a social theory of resilienQaalitative
Social Work, 8321-337.

Boyden, J., & Mann, G. (2005). Children’s risk,iliesce, and coping in extreme situations. In Unddr (Ed.),
Handbook for Working with Children and Youth: Pa#tsnto resilience across Cultures and Contests
London: Sage Publications.

Bryman, A. (2008)Social Research MethodEhird Edition ed.). New York: Oxford Universityr&ss.

Cross, C. (2004). Immunity to malaria. RetrievedBrd  March, 2013, from
http://malaria.wellcome.ac.uk/doc_WTD023885.html

Dillen, A. (2012). The resiliency of children angdirstuality: a practical theological reflectiomnternational
Journal of Children's Spirituality, 7), 61-75.

Dyer, J. G., & McGuinness, T. M. (1996). Resiliende@alysis of the concepfrchives of Psychiatric Nursing,
X(5).

Edusei, J., & Amoah, P. A. (2014). Appreciating @@mplexities in Accessing Health Care among UrBaar:
The Case of Street Children in Kumasi Metropolifemea, GhanaDeveloping Country Studies(8,
69-88.

Fergus, S., & Zimmerman, M. A. (2005). AdolescergsiRence: A framework for understanding healthy
development in the face of risknnu. Rev. Public Health, 2899-419.

Gatrell, C. A., & Elliott, J. S. (2009%5eographies of health: An introducti¢gBecond ed.). West Sussex: Wiley-
Blackwell.

Giddens, A. (1984)The Constitution of Societ€ambridge: Polity Press

Grundling, J., & Grundling, I. (2005). The concratarticulars of the realities of street childrdduman
Relations, 5&), 173-190.

GSS. (2012). 2010 Population and Housing Censu€jPFnal Results. Accra: Ghana Statistical Service

Gunnestad, A., & Thwala, S. (2011). Resilience aaligion in children and youth in southern Africa.
International Journal of Children’s Spirituality,6{2), 169-185.

Islam, K. M., Merlo, J., Kawachi, I., Lindstrom, M& Gerdtham, U.-G. (2006). Social capital and tiedboes
egalitarianism matter? A literature reviewternational Journal for Equity in Health(3), 1-28.

James, A., & James, A. (201Rey Concepts in Childhood Studié®ndon: Sage Publications.

Jones, N., & Summer, A. (2011¢hild Poverty, Evidence and Policy: mainstreamimgdren in international
developmentBristol, UK: The Policy Press.

Kassa, C. S. (2008Health seeking behaviour among street children gaderment's response to their rights:
the case of Addis Ababg@vaster), Norwegian University of Science and Tethgy, Trondheim.

Klein, J. D., Woods, A. H., Karen, W., M, ProspeM,, Greene, J., & Ringwalt, C. (2000). Homeless an
Runaway Youths’ Access to Health Cajeurnal of Adolescent Health 2331-339.

KMA. (2010). Development Plan for Kumasi Metropalit Area 2010-2013. Kumasi: Kumasi Metropolitan
Assembly,.

Kobayashi, Y. (2004). Economic Livelihoods for @treChildren: A ReviewHIV/AIDS Response Team
Maryland, USA: Development Alternatives Inc.

Kwankye, S. O., Anarfi, J., Tagoe, C. A., & Castald (2007). Coping Strategies of Independent Child
Migrants from Northern Ghana to Southern Cities (kKifay Paper T-23 ed.). Brighton, UK: University
of Ghana and Development Research Centre on MigraBlobalisation and Poverty.

Macintyre, S., Ellaway, A., & Cummins, S. (2002).la¢t effects on health. how can we
conceptualise,operationalise and measure ttgaoial Science and Medicine, 55 (2002) 125-139

112



Journal of Biology, Agriculture and Healthcare www.iiste.org
ISSN 2224-3208 (Paper) ISSN 2225-093X (Online) l'—,i,!
Vol.4, No.12, 2014 IIS E

Mandleco, B. L. (2000). An Organizational Framewdok Conceptualizing Resilience in Childrefournal of
Child and Adolescent Psychiatric Nursing(3)3 99-111.

Mattews, H. (2003). The streets a liminal spce:ithdhed spaces of childhood'. In Christensen, P!l&ien, M.
(Eds.), Children in the city: Home, neibourhood and commupp. 101-117). London: Routlege
Falmer.

McAdam-Crisp, J., Aptekar, L., & Kironyo, W. (2005)he Theory of Resilience and its application tee&
Children in the Minority and Majority World. In Uag, M. (Ed.),Handbook for Working with Children
and Youth: Pathways to Resilience Across Cultunes@ontextsLondon: Sage Publications.

Mikkelsen, B. (2005)Methods for Development Work and Research: A nddedior practioners London:
Sage Publications.

Oppong, J. (2003). Medical Geography of Sub-Sahafena. In Aryeetey-Attoh, S. (Ed.JGeography of Sub-
Saharan AfricaLondon: Pearson Education Ltd.

Panter-Brick, C. (2001). Street children and thmgers: perspectives on homelessness, poverty aith.hin
Schwartzman, H. (Ed.)Children and anthropology: perspectives for the t2dsntury (pp. 83-97).
Westport, Connecticut: Bergin & Garvey.

Panter-Brick, C. (2002). Street children, humarhtsgand public health: A Critique and Future Diits.
Annual Review Anthropology, 3147-171.

Panter-Brick, C. (2004). Homelessness, poverty, il to health: beyond at risk categorizationsstoéet
children.Children's Geographies, 83-94.

Perry, M., Williams, R. L., Wallerstein, N., & Wakin, H. (2008). Social Capital and Health Care é&ignces
among Low-Income Individual&merican Journal of Public Health, @8, 330-336.

Prevention Institute (2003). THRIVE: Community Tdol Health & Resilience In Vulnerable Environments
Retrieved 05/05, 2014, from http://www.preventigtitute.org/component/jlibrary/article/id-
96/127.html

Rigg, J. (2007)An everyday geography of the global sodtbw York: Routledge.

Salisu, A., & Prinz, V. (2009). Health Care in Ghann Yoshimura, D. (Ed.). Wien: Austrian Centrg fo
Country of Origin & Asylum Research and Docume atati

Sjéberg, L. (2000). Factors in risk perceptiBisk Analysis, 20).

Thomas de Benitez, S. T. (2003). Working With St@kildren, Exploring Ways for ADB Assistandgegional
and Sustainable Development Departméfdnila: Asian Development Bank,.

Thomas de Benitez, S. T. (2011). State of the Wrlstreet Children: Resear@®treet Children Series
Consortium for Street Children.

Truong, H. C. (2010). Understanding vulnerabilitydaresilience in the context of poverty and ethyién
Vietnam.Children & Society, 2815-325.

Tusaie, K. (2004). Resilience: A Historical reviefwthe constructHolistic Nursing Practice, 18), 3-8.

Ungar, M. (2004)Nurturing Hidden Resilience in Troubled Youltoronto: University of Toronto Press.

Ungar, M. (2012). Researching and theorizing resde across cultures and conteRseventive Medicine,
55(5), 387-389.

UNICEF. (2005). State of the worl's children 2@D&ildren under threafpp. 3). New York: UNICEF.

Volpi, E. (2002). Street Children: Promising Prees and Approaches. . In Institute, W. B. (Ed.).sWiagton,
D.C. U.S.A.: The World Bank.

Wexler, L. M., DiFluvio, G., & Burke, T. K. (2009Resilience and marginalized youth: Making a case f
personal and collective meaning-making as paréesifience research in public healB8uocial Science &
Medicine, 69565-570.

WSP. (2009). Guidance Notes on Services for theatdoor: A Practical Guide for Improving Water Slypp
and Sanitation Services. In Sen, G. A. (Ed.). Wagoin: The Water and Sanitation Program.
Zolkoski, S. M., & Bullock, L. M. (2012). Resilieacin children and youth: A reviewChildren and Youth

Services Review, 32295-2303.

113



The I1ISTE is a pioneer in the Open-Access hosting service and academic event
management. The aim of the firm is Accelerating Global Knowledge Sharing.

More information about the firm can be found on the homepage:
http://www.iiste.org

CALL FOR JOURNAL PAPERS

There are more than 30 peer-reviewed academic journals hosted under the hosting
platform.

Prospective authors of journals can find the submission instruction on the
following page: http://www.iiste.org/journals/ All the journals articles are available
online to the readers all over the world without financial, legal, or technical barriers
other than those inseparable from gaining access to the internet itself. Paper version
of the journals is also available upon request of readers and authors.

MORE RESOURCES

Book publication information: http://www.iiste.org/book/

Recent conferences: http://www.iiste.org/conference/

IISTE Knowledge Sharing Partners

EBSCO, Index Copernicus, Ulrich's Periodicals Directory, JournalTOCS, PKP Open
Archives Harvester, Bielefeld Academic Search Engine, Elektronische
Zeitschriftenbibliothek EZB, Open J-Gate, OCLC WorldCat, Universe Digtial
Library , NewJour, Google Scholar

e INDEX ({@‘ COPERNICUS

ros , . - I NTERNATIONAL
INFORMATION SERVICES

@ vimsice soumaocs @

£z 8 Elektronische
@O0@ Zeitschriftenbibliothek

open

Ny _?ﬂ nh
s " \ Y i—-. '. .GE()R(;ET()“N UNIVERSITY
oclc &) WF {IBRARY

eeeeeeeeeeeeeeeeee UniverseDigitall
ccccccccc WorldCat R gy —



http://www.iiste.org/
http://www.iiste.org/journals/
http://www.iiste.org/book/
http://www.iiste.org/conference/

