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Abstract
Background
Childhood poverty and adverse experiences contribute to child vulnerability, hindering healthy childhood
growth and development pathways. Currently, the evidence on adversities related to vulnerable and homeless
children's health and social needs in Tanzania is limited as a result of the complex social, economic, and
political environment.
Objectives
This review investigates the biopsychosocial indicators of health and social needs related to vulnerable and
homeless children facing poverty and a range of adversities in Tanzania. The main objective is to conduct a
scoping review of the published literature to identify key evidence and to suggest future research needs.
Methods
A data search was undertaken between May and September 2020. Data sources included literature identified
through electronic databases, such as CINAHL, Pub Med, Psych Info, and Medline. Further additional studies
were located through a manual search of an organisational website and reference list. Studies were eligible
for inclusion if they were: (i) Published in the English language; (ii) Peer-reviewed and published within the
past 10 years; (iii) Subjects included children aged from 0-18 years who were vulnerable due to poverty and a
range of adversities; and iv) Studies conducted only in Tanzania. The five-step scoping review process was
followed, as developed by Arksey and Malley (2005). Data were analysed using thematic analysis, and
conceptualised using the third iteration of Bronfenbrenner’s bioecological theory to identify the indicators
relating to vulnerable and homeless children's health and social needs (1, 2).
Results
Three themes were identified in the literature, including the increasing burden of disease and mortality, poor
access to service delivery for vulnerable and homeless children, and a lack of adherence to local and national
policies to protect children. The articles collated with similar themes were presented together. These themes
were conceptualized using the third iteration of Bronfenbrenner’s bioecological theory.
Conclusion
There is a need for greater investment in public health measures to detect vulnerable and homeless children's
clinical risks, particularly given the COVID-19 pandemic which has exacerbated childhood adversities, with
implications for children's overall health in Tanzania. Further research should explore ways to forge links for
program implementation between multi-sector stakeholders and primary healthcare systems through early
recognition of indicators and reduction of alienation within communities. This will enhance health and social
support care for vulnerable and homeless children.
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Childhood poverty is increasing at an alarming rate globally, which interferes with the growth and
development of children, including their psychosocial wellbeing (3, 4). The problem is greater in Sub-Saharan
countries and Asia due to their long history of colonialism, the exploitation of raw materials, the introduction
of credit currencies, and the imposition of policy reforms such as Structural Adjustment Policies (SAPs)
through financial assistance from the International Monetary Fund (IMF). These SAPs have been designed to
increase economic stability; however, they are blamed for reducing investment in health and wellbeing (4-6).
As a result, there have been delays in establishing the infrastructure and services required by communities to
access basic human needs such as health and social support services, education, a safe water supply,
employment, and housing, compared to the situation in developed countries (7).
A child is defined as poor when both income-based and deprivation measures are below the poverty line (8).
There are four approaches to defining poverty: the monetary approach, the capabilities approach, the social
exclusion approach, and the participatory approach (9). The monetary and deprivation approaches will be
used to define a child in poverty in this review. The monetary approach estimates the income of the child and
the household assets, while deprivation measures refer to the child's capacity to access proper nutrition, clean
water, public and primary healthcare services, safe and reliable shelter, and access to education (10, 11).
In Tanzania, childhood poverty is increasing. It is estimated that 74% of all Tanzanian children live in extreme
poverty (12, 13). Although Tanzania has signed on to the Sustainable Development Goals (particularly, goal
number one which aims to end poverty), children in this country are deprived of most of their fundamental
rights due to living in a poverty-related environment (12). Collective risks associated with childhood poverty
increase children's vulnerabilities, especially those who are already facing adversities due to other social
circumstances (12, 13). Childhood adversities are defined as a wide range of adverse events that create
significant risk to children’s growth and development (13, 14).
There is an interplay between childhood poverty and adversities (15). The country's economic hardship
perpetuates the likelihood of children facing social challenges that become significant childhood
adversities (7, 16). Events such as climatic disasters, disease outbreaks, family breakdown, orphanhood,
political conflicts, and ethnic challenges resulting in armed conflict increase the stressors on childhood growth
and development pathways (13, 15). These types of events usually act as a catalyst in worsening the already
constrained economy and increasing children's adversities in general (3). Childhood adversities have been
widely discussed in studies conducted in developing countries, resulting in interference with biological and
psychosocial growth; however, these indicators are not well known or understood in Tanzania (15).
There is increasing evidence that the COVID-19 pandemic has amplified children's poverty levels in poor
households, increasing the overall burden by 15 percent, from 350 to 500 million children (17, 18). The COVID19 pandemic has exacerbated childhood adversity with serious implications and concerns for children's
overall health in Tanzania.
Aim
This review investigates the biopsychosocial indicators of health and social needs related to vulnerable and
homeless children facing poverty and a range of adversities in Tanzania. The main objective is to conduct a
scoping review of the published literature to identify key evidence and to suggest future research needs.
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Method
A scoping review was undertaken as it enables the inclusion of all data from relevant studies to produce a
synthesis of findings from a range of study designs. This process creates a broader understanding of the
subject and the development of new concepts, following the five stages of the review (19). The review
followed five main stages to investigate the biopsychosocial indicators of health and social needs related to
poverty and adversity among vulnerable and homeless children. This included creating the research question;
identifying the related articles; selecting the articles; charting, collating, and summarising; and reporting the
findings (19). The review also followed the Preferred Reporting Items for Systematic Reviews and MetaAnalyses Extension for Scoping Reviews (PRISMA-ScR) checklist (20.
Identified search keywords were "Homeless AND children", or "vulnerable”, "abandoned”, "neglected”, and
"Tanzania", and "Health care access", and "socioeconomic factors", and "causes of death", and "adversity" and
"risk assessment", and "neighbourhood".
A literature search of the following electronic databases was conducted from September 2019 to January
2021 (CINAHL, Pub Med, Psych Info, and Medline. In addition, there was a manual search of key journals and
reference lists. A summary of the search strings used is illustrated in Table 1 from the Medline dataset. The
inclusion and exclusion criteria for the articles were developed during this stage, as outlined in Table 2 below.
The search yielded 789 articles. A purposeful snowballing technique originating from the reference lists was
used, which retrieved another 16 articles. A total of 805 articles were exported to Endnote 9, X9 Microsoft
windows, and 69 duplicates were removed.
The articles were screened by title and abstract based on the established inclusion and exclusion criteria as
outlined in Table 2, whereby 391 articles were excluded as they were irrelevant.
In the following stage, the first author read the full text of the 335 articles independently and later reviewed
them again by the other authors. After this stage, 300 articles were removed for the following reasons: i) The
studies were not conducted in Tanzania; ii) They discussed issues related to vulnerable and homeless children
but did not identify social and health indicators, and iii) They were conducted in the vulnerable adult
population. This resulted in a total of 35 articles for review, as outlined in (Figure 1).
Quality Appraisal
We used the Critical Appraisal Skills Program (CASP) tool for the quality appraisal of the selected articles.
Although not common in scoping reviews, this enabled an evidence-based perspective. The overall quality of
the reviewed studies was high in 30 articles, scoring eight out of ten on the CASP checklist. Methodological
issues were related to the small sampling size, and not reporting the number of participants in the mixedmethods studies (n=5). Charting was conducted on key items identified in the reviews, including author
details, the number of participants included in the study, study design, indicators identified, individual health
risks, and the societal impact, as per the study objectives.

Results
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This review included a total of 35 articles from Tanzania which identified indicators related to the physical,
psychological, and social needs of vulnerable and homeless children affected by poverty and a range of
adversities. Studies were stipulated as follows: mixed methods (n=15), qualitative studies (n=15), and crosssectional studies (n=5). We used the theoretical framework developed by Urie Bronfenbrenner to conceptualise
the subject under scrutiny and to outline the indicators identified from the analysed themes (2).
Bronfenbrenner’s bioecological theory is an evolutionary theoretical system for human development from
childhood into adulthood (2, 20). The theory was first conceptualised in 1970 based on the idea of the family
as a social institution and its influence on individual growth. The initial development phase of the theory
occurred from 1973 to 1979, when it was identified as the ecological theory of human development,
illustrating how the environment influences the growth and development of the child. The first and second
phase of the theory was referred to as an ecological model due to its reference to the environment and
nurturing (2, 20). The second phase occurred between 1980 and 1993 when significant theoretical growth
occurred. In this second phase, the theory was reviewed, and evolved from an ecological worldview to an
empirical science of humans as living organisms in a biological context in relation to their proximal
environment; during this period, the theory developed into the bioecological theory (20). This occurred after a
critical review of the key concepts in the original model, such as development and the ecological environment
as they relate to micro- and macro-systems. The major limitations of the first and second phases of the
ecological theory were the lack of a time factor in the model, and the association of biological factors to
human development ecology, which was later addressed in the third phase of the bioecological theory (20).
The bioecological theory emphasises the process of adjustment between humans ‘as living organisms’, and
how they relate to their environment and the intrinsic and extrinsic factors in their immediate surroundings.
This review refers to the third phase of Bronfenbrenner’s bioecological theory. We hypothesized that
vulnerable and homeless children are the most immediate victims of poverty and adversity due to social
circumstances that have affected their lives. The chronic history of poverty within Tanzania, and the fact that
these children have been victims of abandonment and neglect after their parents' death due to diseases such
as HIV/AIDS, influences the proximal effects of change in their lives (2).
The biological theory emphasises that the micro-, meso-, exo-, and macro-systems are nested in an
interdependent way to shape individual growth and development. For these systems to be effective, proximal,
and distal processes influence changes in human development. Therefore, it is evident that vulnerable and
homeless children are alienated from bioecological structures and systems, compared to non-alienated
children, as outlined in Figure 2 (2).
Data analysis:
The data were analysed using a thematic analysis methodology. Thematic analysis is a rigorous sequential
process that uses six steps to identify and organise similar data into related patterns known as themes (21,
22). In the first step of this review, meticulous reading of the identified data was undertaken to familiarise the
researcher with the key concepts related to vulnerable and homeless children's health and social indicators. In
the second step, the data were interpreted to understand their meaning based on the research objectives and
develop codes. This was followed by a research team discussion on establishing codes to enhance
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transparency and credibility. In the third stage, themes were developed from the codes established in stage
two. Three themes were developed, which were led by the research question and the study objectives. Quality
checks were conducted to identify if the analysed themes correlated with the research questions and
objectives. All authors reached a consensus on the key thematic areas related to the findings.
Three themes were developed based on the identified indicators concerning vulnerable and homeless
children's health and social needs. These included: (i) studies that explored the increasing burden of disease
and mortality (n=19); (ii) studies that explored poor access to health and social support services (n=9); and
(iii) studies that explored lack of adherence to local and national policies aimed at protecting children (n=6).
These indicators illustrated how human development from early childhood is influenced by the immediate
social environment, as illustrated by the bioecological theory (2).
At the micro-system level, the child is generally influenced by their immediate social and physical
environment. This usually includes the proximal communities they live with (friends, parents, extended
families, teachers, and carers), and the environment that nurtures the growth and development of the child.
This also includes activities for learning social and educational skills such as early reading and play, and the
characteristics of the peers with whom they engage. In this study, vulnerable and homeless children faced a
range of adversities related to childhood poverty and decreased social capital (23). These factors have
increased vulnerable and homeless children's risks to violence, maltreatment, stigma, addiction, and physical
and sexual abuse, which have led to a vicious cycle of poverty. As a result, the research indicates that these
children were at higher risk of disease and mortality compared to children in traditional households.
Furthermore, chronic infectious conditions such as HIV/AIDS increase stress levels due to the accumulation of
opportunistic infections and syndromes (15).
The meso- and exo-systems illustrate how the micro-systems are interconnected within entire communities
and how they inform the macro-system. The macro-system includes cultural values, legal and political
systems, and a given society's spiritual and socioeconomic context. The coordination at the macro- and
meso-system levels were affected by structural challenges that affected the coordination of care (2). The
findings indicated that the problem was exacerbated by the lack of adherence to local and national policies to
protect children at the macro-system level. The available policies were not enforced or actively practiced
because of a lack of awareness, a lack of collaboration, healthcare disparities, and bureaucratic inertia within
the government health and social welfare systems. Therefore, children could not regularly access healthcare
services.
Key findings on the identified indicators of health and social needs
These identified indicators emerged from the following themes, the burden of disease and increased mortality,
poor accessibility to health and social support services, and the lack of adherence to local and national
policies that aim to protect children. The indicators were grouped in relation to the systems within the
bioecological theory and on indicators of health and social needs related to poverty and adversity among
vulnerable and homeless children, as illustrated in Figure 3.
Theme 1: Poor access to health and social support services
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Vulnerable and homeless children were identified as experiencing poor living conditions and facing hardship.
They had experienced childhood adversities related to poor socioeconomic conditions, diseases that had
resulted to their parents’ deaths such as HIV/AIDS, and social displacement due to urbanisation and drought.
Most of them were sleeping rough on the streets, begging for food, and living in an over-crowded environment.
The following were revealed as indicators: i) disintegration and poor linkages with communities and resources
(Joseph, 2013); ii) dropping out of school (24) iii) inadequate coordination of services to address vulnerable
children’s needs (25-28); and iv) patients' poor satisfaction(29) as outlined in Table 3.
Theme 2: Lack of adherence to local and national policies aimed at protecting children
Vulnerable and homeless children in Tanzania are at high risk of physical and psychosocial abuse. The
incidence of rape, physical violence such as an attack, and unreasonable punishment such as being burned
and raped, have been common among children. The social welfare and local government authorities are well
informed about the child protection policies; however, the service providers and the community, in general, are
not aware of the policies. There is a lack of evidence and national data on abuse cases and stigma in
reporting rape cases for females. This results in intergenerational deprivation of children’s rights, and this was
identified in two themes stemming from the following social issues, (i) lack of a juvenile court (30)ii) poor law
enforcement of available international laws(31-33)as outlined in Table 4.
Theme 3: The burden of disease and increased mortality
Vulnerable and homeless children were identified as being at risk of various medical conditions such as
malaria, tuberculosis, and HIV/AIDS due to their lifestyle choices and adverse living environment (34-36). It
was identified that these children died prematurely compared to housed children due to diseases that could
have been prevented (34, 37). Their collective ill-health was associated with key indicators related to a range
of physical and psychosocial factors, including: (i) addiction ((36, 38, 39)(ii) sexual abuse (40)(iii)
maltreatment, abuse and violence (41-44) iv) stigma associated with substance use (45) v) neglect(26, 27,
46); vi) cognitive disabilities leading to orphanhood (47) , vii) Trauma and assault (48); vii) parasitic and
wound infection (49)viii) food insecurity (50); ix) Children social protection system not widely social known
by health care workers (51); and x) abuse and violence not reported (52), as outlined in Table 5.

Discussion
The bioecological theory illustrates how proximal factors and processes influence the human experience (2,
53). At the macro-system level, the socioeconomic status of the community can be influenced by the policies
and legal systems that govern the country's economic systems (54). This has a significant impact on the
growth and development of vulnerable and homeless children.
In Tanzania, the progress of the sustainable development goals, particularly goal number one which aims to
end poverty, is slow-moving (55, 56). The country's economy has escalated from being a developing country
to a middle-income country (57). The country has made progress in implementing poverty eradication policies
which have assisted in establishing significant infrastructure, such as the construction of schools, health
centres, and public transport, which are important for nurturing the growth and development of children (53).
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Nevertheless, poor reinforcement of existing child protection policies, and the poor linkages and coordination
of the readily available community resources interferes with poverty eradication and child protection (28).
The reliance on assistance from, and partnerships with, international donors has held back the economy and
increased public health susceptibility for those at higher risk, such as vulnerable and homeless children (58–
60). For instance, financial assistance from the International Monetary Fund (IMF), which has long been
provided in exchange for policy reforms in developing countries, has resulted in delayed efforts rather than
expected productive measures (4). These reforms have imposed Structural Adjustment Policies (SAPs),
whereby the healthcare systems have been decentralised. Therefore, these changes have increased the
bureaucratisation of the coordination of health and social services, which has contributed to further
inequalities in the community (4, 61).This is due to unequal shared of resources where vulnerable children are
most likely to not access public services such as health and education which increases further adversities in
later adulthood.
The Sustainable Development Goals (SDGs) emphasise the enhancement of universal health coverage and
improvements to population health (62). However, the findings of this review illustrate that vulnerable and
homeless child are alienated from the systems outlined in the bioecological theory that emphasise inclusion,
leading to poor access to health and social support services. The poor living environment of homeless
children has predisposed them to a lack of access to health and social support services, which further
predisposes them to health risks (63, 64). Therefore, these children face adverse risk factors due to the risks of
poverty related to their social environment in which they are not provided with food, have a high risk of
infectious diseases such as tuberculosis, and have high levels of psychological stress from living in overpopulated circumstances on the street (65). The associated SDG goals are less likely to be achieved because
they are likely to be supported by structural adjustment policies, which tend to increase bureaucracy rather
than decrease it, the opposite of what is expected by international financial aid partners(66).
The challenges of poor access to health and alienation significantly affect children’s health across the region
(28, 67). In addition, there is an increased concern for the country not reaching its intended health system
improvements due to the COVID-19 pandemic. The pandemic has exacerbated living conditions, which were
already constrained due to poor national infrastructure (57). Despite this, the pandemic has been contained
within the country; however, the global crisis and the international travel ban have affected tourism, affecting
government revenues and employment (57).
Tanzania is a signatory to the UN Convention on the Rights of the Child (UNCRC), which aims to promote,
protect, and achieve children's rights, as expressed in the convention (51, 68). This review has identified a lack
of adherence to local and international policies aimed at protecting children. This has fuelled maltreatment,
as adults involved in abusing children have not been held accountable (30, 69).
As a result, there is an increasing prevalence of physical, emotional, and sexual abuse among children within
Tanzania whereby vulnerable and homeless children suffer the most, as in most cases, they lack caregivers
and are on their own (68). Furthermore, most of these children were identified as delinquents. They lacked
juvenile prisons that could separate children and adults, which increases the likelihood of further adversities,
such as maltreatment (30).
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The interplay between childhood poverty and adversities is associated with the burden of disease and
increased mortality (31, 38). The indicators identified were relative to the risk factors for diseases such as
HIV/AIDS, when children were sexually abused, or when they were sharing needles for drugs. They were at
higher risk of malnutrition due to food insecurity and parasitic infections due to their poor living conditions
and reliance on leftovers and cabbage (38, 65). The literature has identified that diseases such as HIV/AIDS,
mental health issues, and malnutrition, when associated with other factors such as poverty and adversity, can
have a long-lasting cumulative impact on children's physical and mental health (70, 71). These conditions
interfere with neurological bio-markers and brain patterns and affect the developing child's intelligence
quotient (IQ) and cognitive capacity (15, 31).
Bronfenbrenner's bioecological theory has been previously used as a tool for evaluation of policy interventions
and implementation on sustainable development goals for poverty eradication (20, 72). This emphasizes the
importance of an integrated approach at all system levels to enhance cohesion among communities to
support healthy human growth and development. Although there have been efforts in Tanzania to support
vulnerable and homeless children, there has been a lack of coordination in the measures that have been used,
which has increased these children's lack of visibility in both the health and social support systems (35, 61).
Therefore, vulnerable homeless children are at greater risk of contracting diseases, and transmitting them
across the community (35). There is a need to identify measures that can promote health promotion activities
to prevent the cycle of transmission of infection from the homeless community to the general population and
vice versa (35, 40). A lack of awareness of tracking measures of these indicators in primary health care
settings, and referral pathways opportunities, decreases healthcare professionals' opportunities to offer
actionable and individualized care for vulnerable and homeless children (40, 73). These findings support the
idea that campaigns to end poverty to meet the sustainable development goals are undertaken far too slowly.
For instance, in Zimbabwe, the government conducted a Poverty Assessment Study Survey (PASS) using
Bronfenbrenner’s bioecological model in a phenomenological observation of school-going children (74). The
results indicated that the impact of poverty and disease, such as HIV/AIDS, reversed the previous progress
made on the millennium development goals, which later became the sustainable development goals (74).
This was due to an un-nested system as a result of poor bioecologically integrated frameworks due to
political issues, poverty, and sanctions from international partners due to economic and political affiliations,
all of which exacerbated the poor nurturing environment for children's growth and development (20, 74).
The emergence of COVID-19 has weakened the already constrained system in improving access to adequate
healthcare (Kelly et al., 2020). As a result, there have been delays in the early identification of warning signs
and the indicators of cumulative effects resulting from an acquired illness due to living in poverty and facing
a range of adversities. There is a gap in how healthcare professionals engage with, track, and refer children
who are at risk of vulnerability and homelessness (73). In addition, there is a lack of information on
developing a coordinated approach within healthcare settings and with other stakeholders.
In Tanzania, this could be improved by enhancing measures to improve the social environment by enhancing
community mobilization of readily available resources and increasing referral pathways and linkages within
the community. Identification of early warning signs could add to the capacity of frontier workers, such as
teachers and social workers, in the early recognition of signs and in establishing early referrals.
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Limitations
Many of the reviewed quantitative studies had only small sample sizes because most of these children are
hard to reach due to their highly mobile lifestyle. Furthermore, the findings of this review may not be
generalizable as they represent findings from only one country.

Conclusion
This review illustrates the influence of bioecological systems on the increasing physical and social health
risks for vulnerable and homeless children living in poverty who are facing a range of adversities. We have
demonstrated that the increase in the burden of disease and in mortality is related to the alienation of these
children from the Tanzanian healthcare system. There is a need for greater investment in public health
approaches to detect vulnerable and homeless children's clinical risks and identify referral pathways,
particularly considering that the COVID-19 pandemic has exacerbated childhood adversities, negatively
impacting children's overall health in Tanzania. Further research should explore ways to forge links for
implementation between multi-sector stakeholders to reduce alienation and enhance health and social
support care for vulnerable and homeless children.
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Tables
Table 1 Summary of Medline search string
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1. Homeless youth/
2. Vulnerable population/
3. Child, Abandoned/
4. (Homeless children or vulnerable children or abandoned or neglected) mp (mp=title, abstract, original
title, name of substance word, subject heading word, keyword heading word, organism supplementary
concept word, protocol supplementary concept word, rare diseases supplementary concept word,
unique identifier synonyms)
5. 1 or 3 or 4
6. Tanzania
7. Africa Eastern/
8. 6 or 7
9. 5 and 8
10. Socioeconomic Factors/adversities
11. "Health Services Needs and Demand"/
12. (neighborhood and environment) mp (mp=title, abstract, original title, name of substance word,
subject heading word, keyword heading word, organism, supplementary concept word protocol
supplementary concept word, rare disease supplementary concept word, unique identifier synonyms)
13. (((economic opportunities or health needs or neighborhood) and environment) or social needs) mp
(mp =title, abstract, original title, name of substance word, subject heading word, floating subheading
word, keyword heading word, organism supplementary concept word, protocol supplementary concept
word, rare diseases concept supplementary word, unique identifier synonym)
14. 10 or 11 or 12 or 13
15. 9 and 14
16. "Causes of death"/
17. "Risk assessment "/
18. (Causes of death and wellbeing) mp (mp=title, abstract, original title, name of substance word, subject
heading word, keyword heading word, organism, supplementary concept word protocol supplementary
concept word, rare disease supplementary concept word, unique identifier synonyms)
19. 16 or 17 or 18
20. 15 and 19
21. 5 and 9 and 15 and 19
22. 1 or 2 or 3 or 4 or 6 or 7 or 10 or 11 or 12 0r 13 or 16 or 17 or 18
Table 2 Inclusion and exclusion criteria
Inclusion Criteria

Exclusion Criteria

They were published in the English language.

Reported in other languages

Peer-reviewed and published within the past ten years.

Papers published more than ten
years ago.

Included children aged from 0-18 years who were vulnerable due to
poverty and adversities.

Adult homeless and vulnerable
population.

Tanzania

Other countries

Table 3: Indicators related to social needs
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Author
and years

n

Participant
characteristics

Study
design

Key indicator

Health
risks

Homeless
child
health
impact

Joseph
2013

40

(1-18 yrs)

Qualitative

The care is
disintegrated with a
lack of linkages

Social
exclusion

Poor
access to
education
and
health,
and
disparities

Mmasa &
Mbaula
2016

200

(7-18 yrs)

Crosssectional

Inadequate
coordination of
services to address
vulnerable children

Poor
continuum
of care

Poor
access to
education
and
health,
and
disparities

Olson et
al. 2016

391

Mixed
methods

Lack of community
cohesion

Social
exclusion

Poor
access to
education
and
health,
and
disparities

S Sayeed
2010

12

Qualitative
study

Lack of community
cohesion

Social
exclusion

Poor
access to
education
and
health,
and
disparities

42.4% girls,
57.6% boys

(10-24 yrs)
18% of girls,
82% of boys

(12-15 yrs)

(semistructured
interviews)
Henley et
al. 2010

1,098

(13-18 yrs)

Crosssectional
study

School drop-outs

Poor
continuum
of care

Poor
access to
education
and
health,
and
disparities

Priya G.
Nalkur
2013

60

(11-18 yrs)

Qualitative
study

Vulnerability due to
poor coordination
of care

Poor
continuum
of care

Poor
access to
education
and
health,
and
disparities

Mwashala
2018

15

Health care
professionals

Qualitative
study

Inadequate
coordination of
services to address
vulnerable children

Poor
continuum
of care

Poor
access to
education
and
health,
and
disparities

(25)
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Kacholi
2012

81

Most
vulnerable
children
committees

Qualitative
study

Inadequate
coordination of
services to address
vulnerable children

Poor
continuum
of care

Poor
access to
education
and
health,
and
disparities

Khamis &
Njau 2014

422

Families

Mixed
methods

Patient satisfaction
is poor

Poor
continuum
of care

Poor
access to
education
and
health
and
disparities

Table 4: Indicators for social protection
Author and
years

n

Participant
characteristics

Study
design

Key indicator

Health risks

Homeless
child
health
impacts

Ngondi, 2015

190

(11-18 yrs)

Qualitative

Poor law
enforcement

Poor referrals
for abuse
and
maltreatment

Child
abuse
and
neglect

Kijo-Bisimba,
2011

300

(10-18 yrs)

Qualitative

Poor law
enforcement

Poor referrals
for abuse
and
maltreatment

Child
abuse
and
neglect

McAlpine,
2015

45
adults

Caregivers of
vulnerable
children

Qualitative

Poor law
enforcement

Poor referrals
for abuse
and
maltreatment

Child
abuse
and
neglect

Makuu, 2017

60

(10-17 yrs)

Mixed
methods

Poor law
enforcement

Poor referrals
for abuse
and
maltreatment

Child
abuse
and
neglect

Crosssectional

Lack of a
juvenile
court

Poor referrals
for abuse
and
maltreatment

Child
abuse
and
neglect

76% male,
24% female
Cningonikaya
& Salehe,
2019

120

(13-18 yrs)

Table 5: Indicators for the burden of disease and increased mortality

Page 19/25

Author and
years

N

Participant
characteristics

Study
design

Key indicator

Individual health
risks

Societal
health
impact

Amaury
Komba,
2010

234

(10-18 yrs)

Mixed
methods

Addiction to
substance
abuse

Communicable
diseases
(sexually
transmitted and
blood-borne
infections) and
mental health
issues

The
burden of
disease
and
increased
mortality

Dorsey et
al., 2015

34

Adolescents

Qualitative

Sexual abuse

Communicable
diseases
(sexually
transmitted and
blood-borne
infections) and
mental health
issues

The
burden of
disease
and
increased
mortality

Ngondi,
2015

204

(10-18 yrs)

Mixed
methods

Maltreatment,
abuse, and
violence

Mental health
issues

The
burden of
disease
and
increased
mortality

Saleem et
al., 2016

20

10 females

Qualitative

Stigma for
drug
addiction
users

Mental health
issues

The
burden of
disease
and
increased
mortality

McAlpine et
al., 2010

1,923

Mixed
methods

Abuse and
neglect

Mental health
issues

The
burden of
disease
and
increased
mortality

Nyambura,
Moremi,
Vogel &
Mshana,
2017

36

Mixed
methods

Parasitic
infection

Communicable
diseases

The
burden of
disease
and
increased
mortality

Hassan,
2013

10

(12-17 yrs)

Qualitative

The
protection
system is not
widely known

Abuse and
neglect

The
burden of
disease
and
increased
mortality

Olsson,
2017

251

(13-24 yrs)

Mixed
methods

Orphanhood
and
maltreatment

Mental health
issues

The
burden of
disease
and

(23 females; 11
males)

10 males

(15-24 yrs)
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increased
mortality
Francis et
al., 2015

1,954

(15-24 yrs)

Crosssectional

Substance
abuse

Mental health
issues

The
burden of
disease
and
increased
mortality

Fauk et al.,
2017

10

Adults/families

Qualitative

Food
insecurity

Nutritional
disorders

The
burden of
disease
and
increased
mortality

Ndayongeje
et al., 2018

436

(18-54 yrs)

Mixed
methods

Addiction to
substance
abuse

Communicable
diseases
(sexually
transmitted and
blood-borne
infections and
mental health
issues

The
burden of
disease
and
increased
mortality

Luena, 2011

100

(8-17 yrs)

Mixed
methods

Maltreatment,
abuse, and
violence

Mental health
issues

The
burden of
disease
and
increased
mortality

Lyimo, 2013

10

(10-18 yrs)

Qualitative

Maltreatment,
abuse, and
violence

Mental health
issues

The
burden of
disease
and
increased
mortality

Mccurdy et
al.,

169

Adults
/families

Mixed
methods

Addiction to
substance
abuse

Communicable
diseases
(sexually
transmitted and
blood-borne
infections) and
mental health
issues

The
burden of
disease
and
increased
mortality

Bowring et
al., 2013

267

87% males

Mixed
methods

Addiction to
substance
abuse

Communicable
diseases
(sexually
transmitted and
blood-borne
infections)

The
burden of
disease
and
increased
mortality

Gaydosh,
2015

1,454

Mixed
methods

Abandonment
and neglect

Delayed growth
milestones

The
burden of
disease
and
increased
mortality

2010
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Escueta,
2014

1,480

(6-12 yrs)

Mixed
methods

Cognitive
disabilities for
orphans and
the
abandoned

Delayed growth
milestones

The
burden of
disease
and
increased
mortality

Chalya et
al., 2016

342

(0-18 yrs)

Mixed
methods

Trauma and
assault

Violence and
crime

Increased
mortality

Gwanyemba

30

(13-18 yrs)

Qualitative

Abuse and
violence are
not reported

Violence and
crime

Increased
mortality

15

Healthcare
professionals

Qualitative

Abandonment
and neglect

Mental health
issues

Increased
mortality

& Nyamase,
2016
Mwashala,
2018
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Figure 1
Prisma Flow
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Figure 2
Alienation of vulnerable and homeless children as identified in the systems of the ecological framework

Figure 3
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Indicators of health and social needs related to poverty and adversity
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