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SAFE START: AN EARLY CHILDHOOD MENTAL HEALTH PROGRAM IN A TERTIARY
HEALTHCARE SETTING—A CRITICAL REVIEW
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ABSTRACT: Early childhood mental health programs are vital for the current and future mental health and brain development of infants, toddlers, and
preschoolers. Founded in 2014, Safe Start is the only early childhood mental health program in Beirut, Lebanon. It aims at being the prototype of
such services at the national level. A retrospective analysis of the outcomes of the first year of operations has resulted in important findings about the
age of the participants, their diagnoses, previous therapies that the participants have undergone, types of referrals recommended, and the number of
participants who were lost to follow-up. This first analysis pointed at the need for more in-depth research to encompass the gaps and benefits of such
services. It shows the pivotal importance of designing awareness strategies about the importance of early childhood mental health services and care; to
move from a diagnostic seeking behavior to commitment to psychotherapy and follow-up interventions.
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RESUMEN: Los programas de salud mental en la temprana nifiez son de vital importancia para la presente y futura salud mental y el desarrollo del
cerebro de los infantes, nifios pequeiiitos y los de edad prescolar. Fundado en 2014, Comienzo Seguro (Safe Start) es el inico programa de salud mental
en la temprana nifiez en Beirut, Libano. Su meta es ser el prototipo de tales servicios a nivel nacional. Un andlisis retrospectivo de los resultados del
primer afio de operaciones ha resultado en importantes recomendaciones acerca de la edad de los participantes, sus diagndsticos, previas terapias que
los participantes habian seguido, tipos de referencias recomendadas y el nimero de participantes que desaparecieron a lo largo del seguimiento. Este
primer andlisis apunt6 a la necesidad de mads investigacion profunda para abarcar los vacios y beneficios de tales servicios. El mismo muestra la esencial
importancia de disefar estrategias de concientizacion sobre la importancia de los servicios y cuidado de salud mental en la temprana nifiez; con el fin
de pasar de un comportamiento que busca el diagndstico a un compromiso con la sicoterapia y las intervenciones de seguimiento.

Palabras claves: intervencién de salud mental, andlisis retrospectivo, nifios pequefiitos

RESUME: Les programmes de santé mentale du nourrisson sont vitaux pour le développement actuel et futur de la santé mentale et du cerveau des
nourrissons, des jeunes enfants et des enfants n’étant pas encore en grande maternelle. Fondé en 2014, Safe Start est le seul programme de santé
mentale du nourrisson et de la petite enfance a Beyrouth au Liban. Il a pour but de servir de prototype a de tels services au niveau national. Une analyse
rétrospective des résultats des opérations de la premicre année ont résulté en conclusions importantes sur 1’age des participants, leurs diagnostics, les
thérapies précédentes auxquelles les participants avaient participé, les types de références au spécialiste et le nombre de participants qui ont été perdus
au suivi. Cette premiere analyse a mis en évidence le besoin de recherches plus approfondies afin d’inclure les écarts et les bénéfices de tels services.
Elle montre I’importance cruciale de la mise en place de stratégies de sensibilisation a I’'importance des services de santé mentale de la petite enfance
et des soins afin de passer d’un comportement centré sur le diagnostic a un engagement pour la psychothérapie et les interventions de suivi.

Mots clés: intervention de santé mentale, analyse rétrospective, petits enfants

ZUSAMMENFASSUNG:  Friihinterventionen fiir die kindliche psychische Gesundheit sind fiir die gegenwartige und zukiinftige psychische Gesundheit
und Gehirnentwicklung von Sauglingen, Kleinkindern und Vorschulkindern von entscheidender Bedeutung. ,,Safe Start* wurde 2014 gegriindet und
ist das einzige Programm fiir psychische Gesundheit im frithen Kindesalter in Beirut-Libanon. Das Programm zielt darauf ab, als Prototyp solcher
Dienste auf nationaler Ebene zu dienen. Eine retrospektive Analyse der Ergebnisse des ersten Programmjahres hat zu wichtigen Erkenntnissen tiber
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das Alter der Teilnehmer, ihre Diagnosen, friihere Therapien, die die Teilnehmer durchlaufen haben, empfohlene Uberweisungsarten und die Anzahl
der Teilnehmer, die an den Folgeinterventionen nicht teilgenommen haben, gefiihrt. Diese erste Analyse wies auf die Notwendigkeit einer vertieften
Forschung hin, um die Liicken und Vorteile solcher Dienste zu erfassen. Es zeigt, wie wichtig es ist, Strategien fiir ein Bewusstsein iiber die Bedeutung
von psychiatrischen Diensten und Betreuungsangeboten fiir Kinder im frithen Kindesalter zu entwerfen, um von einem diagnostischen Suchverhalten
zu einer Selbstverpflichtung in der Psychotherapie und Folgeinterventionen zu gelangen.

Stichworter: Intervention im Bereich der psychischen Gesundheit, retrospektive Analyse, Kleinkinder
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Developmental psychology and neurobiological studies have
strongly supported the intertwining influence of environmental
and biological factors on child mental health (Puzzo, Smaragdi,
Gonzalez, Martin-Key, & Fairchild, 2016; Rutten et al., 2013; van
Bokhoven, Matthys, van Goozen, & van Engeland, 2005). It is
now well established that timely detection, assessment, diagnosis
of disturbances and provision of early interventions determines
the quality of the prognosis and the quality of life of those children
(Membride, 2016; Nores & Barnett, 2010; Shonkoff, Phillips, &
the National Research Council (U.S.), 2000). Research findings
have indicated “sensitive periods” in early childhood during
which the brain circuitry is developing fast and in various areas
as a result of environmental stimulations (Holt & Mikati, 2011).
Thus, interventions done early in children’s lives would change
the structure and functions of their brain (Holt & Mikati, 2011),
increase their cognitive performances (Ramey & Ramey, 1998),
and decrease the risk of having mental health problems in the
future (Knudsen, Heckman, Cameron, & Shonkoff, 2006).
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Until 2014, there was no early childhood mental health
service in Lebanon. Over the past 30 years, nongovernmental
organizations have developed special education programs for
school-aged children with different kinds of special education
needs, and only a few have early intervention programs targeting
preschoolers with developmental delays and autism spectrum
disorder. These programs provide special education and rehabili-
tation services as well as social and financial support to families in
need. However, none of them offers psychological interventions
for infants and toddlers presenting with emotional and behavioral
disorders. Recent Lebanese studies on early childhood assessments
have shown that parents seek a diagnosis when a child is about 4
years of age. In addition, psychological assessment tools are not
unified among specialists nor are they standardized to the Lebanese
population, due to the lack of funding. The late diagnoses and
the disparity of diagnostic tools (Akoury-Dirani & Alameddine,
2013; Akoury-Dirani & Salamoun, 2013) do not optimize early
intervention services. No government nor insurance companies
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ensure the financial coverage of such services, which hinders the
continuity of care and restricts it to those who can afford the fees.

Mental health is embedded into the healthcare system. The
Syndicate of Nurseries’ Owners in Lebanon (2017) found 70
nurseries that welcomed infants and toddlers under the jurisdiction
of the Ministry of Public Health (MoPH). Nurseries are implicitly
mandated to ensure the screening for dysfunctions in the child’s
development. The Syndicate of Hospitals in Lebanon (2014)
counted a total of 172 hospitals over the Lebanese territory.
Ammar (2009) estimated that private hospitals represented around
80% of all hospitals in Lebanon, which focus on curative care and
high-technology medical care (Mohammad Ali, El-Jardali,
Kassak, & Ramadan, 2005). Most of these hospitals are located
in urban areas to maximize profit, creating an inequitable service
across regions (DeJong, Akik, El Kak, Osman, & El-Jardali, 2010).
Conferring to the Order of Physicians in Lebanon, the estimated
number of registered obstetricians is close to 950, with approxi-
mately 650 to 700 practicing in Lebanon. This number is almost
three times that of nurses, which creates an imbalance between
clinicians and nurses (El-Jardali, Jamal, Abdallah, & Kassak,
2007). The latest nationally representative indicators on maternal
health in Lebanon have indicated that skilled attendants performed
98.2% of childbirth whereas unskilled attendants (i.e., midwives)
only did 1.8% (Tutelian, Khayyat, & Abdel Monem, 2007). More
than three fourths of deliveries occur in private hospitals (DeJong
et al., 2010). The MoPH accounts for 36.8% of all modes of
payment for childbirth: 85.3% within public hospitals and 21.9%
within private hospitals. Moreover, there is a wide variability of the
necessary equipment for safe maternal and newborn healthcare in
Lebanon in private and public sectors. As a matter of fact, 53.2% of
patients reported the absence of a NICU (DeJong et al., 2010) in the
hospital that they attend. Crucially, Khayat and Campbell (2000)
studied a nationally representative sample of hospitals in Lebanon
and showed that there is a neglect of evidence-based recommen-
dations in multiple areas of maternal and infant health provision.

The aforementioned description shows the need for a stronger
interaction between maternal and neonatal health specialists and
policy makers to better integrate evidence-based interventions in
the healthcare system. The absence of national policies pertaining
to early childhood care and mental health is a significant hin-
drance that prevents accessibility to early screening, diagnosis, and
interventions as well as to mental health care and quality education.

In 2014, the MoPH launched the National Mental Health
Programme. This initiative aims at integrating mental health into
primary care services. Infant and childhood mental health is not yet
on the map but the discussion between the Ministry and Safe Start
team is engaged to start working on this gap. The first step will be
screening for emotional, behavioral, developmental, and learning
problems in nurseries and primary care centers, then designing a
referral system and identify or train skilled professionals.

Based on these findings, Safe Start is the only newly
established early childhood mental health program in Lebanon.
It is located in the largest private hospital of the country within
the Child and Adolescent Psychiatry Division. Safe Start aims

Safe Start Mental Health Program + 87

at becoming the prototype of an evidence-based, early childhood
mental health program. This article provides an introduction to
Safe Start, illustrated with a clinical vignette and a quantitative
analysis of the service 1 year after its implementation as a first
critical review in a self-evaluation process.

INTRODUCTION TO SAFE START

Founded in 2014 by the senior clinical psychologist and the senior
special education teacher of the Division, Safe Start welcomes
children under the age of 5:11 and their families from Lebanon and
other regional countries seeking a comprehensive and integrated
care. Children and their families may be self-referred or referred
from professionals within the community—mainly pediatricians,
psychologists, special educators, speech therapists, and occu-
pational therapists. They may come with a chief complaint of
developmental delay in a specific area or for problem behavior.
Safe Start offers comprehensive assessments, child psychiatry
consultations, clincial psychology consultations, psychotherapy,
and special education services. Psychotherapy services provided
by Safe Start include: parent—child therapy (focused on interper-
sonal dynamics), Parent-Child Interactive Therapy (focused on
behavior modification), child individual therapy (based on play
therapy), and parental counseling. The special education services
include pre-academic assessment and interventions, behavioral
interventions, and an Individualized Educational Plan design and
coaching of parents. In addition to these previoulsy mentioned
services, outreach referrals and coordination with professional
and educational settings are provided.

A comprehensive developmental assessment is conducted af-
ter securing a full medical workout ruling out any medical con-
dition interfering with the course of the assessment (see Figure
1). The child psychologist and/or the child psychiatrist with the
special education teacher conduct the assessment. The process
is based on clinical interviews of the parents, observation of the
child, and the collection of information from nurseries and other
services, if any. It is supported with scales that measure parents’
reports and observation, and is complemented with a psychomet-
ric assessment when needed. The assessment process ends with a
diagnosis and an intervention plan meticulously discussed with the
parents in a partnership approach. The scales used are all Western
material, translated into Arabic, and adapted to the local culture.
Some of the scales have been validated, and others will be val-
idated as work progresses. The Safe Start team uses essentially
the Bayley Scales for Infant and Toddler Development (Bayley N.,
2005; Curriculum Associates, 2013; BITSEA, Briggs-Gowan, M.
et al. 2006; Vineland-II, Sparrow S. et al., 2005; Eyberg S., 2013;
CBCL, Achenbach & Rescorla, 2000), Brigance Early Childhood
Screens 111, the Brief Infant Toddler Social Emotional Assessment,
the Vineland Adaptive Behavior Scales, the Eyberg Child Behavior
Inventory, and the Childhood Behavioral Checklist.

The following clinical vignette is presented to highlight the
program and its referrals and intervention processes. Karl, a 2-year
7-month-old boy, came in with his mother for a special education
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accordingly

FIGURE 1.

consultation. The nursery was concerned with his school readi-
ness; Karl was meant to start school in 5 months and still presented
with significant prewriting delays and behavioral dysregulation.
Following the triage process, the mother was referred to the psy-
chologist and special education teacher. Fearing the labeling of her
child, she refused the psychologist and only consulted the special
education teacher on the team.

The special education evaluation included an initial intake
assessment with the mother followed by an evaluation of the child,
including a clinical observation and a formal assessment using the
Brigance IED III. Feedback on Karl’s pre-academic achievements
and social and behavioral skills was taken from the nursery staff
and through review of his report cards, portfolio, videos, and
photos (individual/group activities, at home, in the community).

Patients diagnosed with ASD or other
neurodevelopmental disorders are
referred to ST/OT/Psychomot/ABA/ special
Ed /parent guidance at AUBMC as needed if
they donot have these services established
outside

Flowchart. AUBMC = American University of Beirut Medical Center.

The child’s developmental and medical histories were typical.
His mother revealed that his father was depressed and following
a pharmacological treatment. The special education assessment
highlighted delays in spatial organization, prewriting skills, play,
and social interactions. He also showed significant behavioral and
emotional dysregulations, which translated in clear signs of perfor-
mance anxiety, strong irritability, and aggressiveness. Twenty-four
special education sessions were conducted with the child in the
presence of his mother, and these targeted behavior management
and pregraphic skills. Karl’s Mother was trained on behavior
management and on leading home-based structured educational
sessions. When improvements were seen in pregraphic skills and
behavior, the rapport with his mother was strong enough for her
to agree to the referral to the psychologist. The special education
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sessions were terminated shortly after, and the child transitioned
smoothly to school. A parent—child psychotherapy was engaged,
addressing family dynamics, emotional regulation, and interper-
sonal and social challenges and skills. Close collaboration between
the psychologist and the preschool counselor was established to
ease the generalization of the skills to the school setting.

METHOD

This is a retrospective study based on chart review. It allows an ini-
tial evaluation of the program and its outcomes. All cases presented
to the program for its first year were collected. Data were extracted
based on the following criteria: age of the child at first visit, chief
complaint, diagnosis, previous therapies and assessments, and ac-
tions taken (assessment, psychotherapy, referral to other services,
improvement, number of sessions at Safe Start, loss to follow-up).
Information was entered in IBM SPSS Statistics, and a de-
scriptive statistical analysis was performed. Participants’ consent
was waived, and the study was exempted from the approval of the
Institutional Review Board of the American University of Beirut.

RESULTS

In total, 125 cases sought Safe Start services over the first year of
activity; most of them were males (n = 91, 72.8%). Distribution
of the ages was as follow: 6 years (n =9, 7.20%), 5 years (n = 15,
12.00%), 4 years (n = 33, 26.4%), 3 years (n = 25, 20%), and 2
years (n = 31, 24.8%). Of all the cases included, 42.4% (n = 53)
attended nursery, 42.4% (n = 53) were in school, and 15% (n =
19) stayed home.

The majority of cases included in this analysis received a
diagnosis of autism spectrum disorder (ASD) (n = 33, 26.4%),
followed by global developmental delay (n = 16, 12.8%), and
language-based disorders (n = 9, 7.2%). Some of the cases seen
did not have any psychiatric disorder (n = 13, 10.4%), and for
21.6% (n = 27), the formal diagnosis was postponed awaiting the
response to intervention (Table 1). Cases diagnosed with ASD were
more often brought in at the age of 2 years while cases diagnosed
with language-based disorders were more often brought in at the
ages of 3 and 6 years. Cases diagnosed with global developmental
delay were brought in at the ages of 1 and 2 years.

In this study, 87.5% (n = 14) of those diagnosed with
global developmental delay, 60% (n = 3) of those diagnosed with
language-based disorders, and 94% (n = 31) of those diagnosed
with ASD were referred to other services and only received one
consultation at Safe Start (Table 2). Note that 13 of the 27 cases
who did not receive any diagnosis were lost to follow-up after the
first session. This may indicate that parents expected a quick diag-
nosis and a quick fix of the problem, which they used to receive
from the regular visits to a pediatrician.

Before their first visit, 34 cases already had sought other
services, mainly rehabilitation services only (speech therapy, psy-
chomotor therapy, occupational therapy, physiotherapy; n = 22)
(Table 3). After the first clinical evaluation session with the

Safe Start Mental Health Program 89
TABLE 1. Diagnosis
Frequency %
Attention Deficit Hyperactivity Disorder 4 32
Adjustment Disorder 3 24
Anxiety 9 7.2
Autism Spectrum Disorder 33 26.4
Attachment Disorder 3 24
Behavioral Problems 4 32
Emotional Regulation 2 1.6
Global Developmental Delay 16 12.8
Language-Based Disorder 5 4
Language Disorder & Attention Deficit Hyperactivity Disorder 1 0.8
Learning Disorder 2 1.6
Night Waking Disorder 1 0.8
Not Diagnosed 27 21.6
Obsessive Compulsive Disorder 1 0.8
Social Communication Disorder 1 0.8
Typical Behavior 13 10.4
Total 125 100
TABLE 2. Cross-Tabulation of Diagnoses and Referrals
Referred
Diagnoses No Yes Total
Attention Deficit Hyperactivity Disorder 1 3 4
Adjustment Disorder 3 0 3
Anxiety 7 2 9
Autism Spectrum Disorder 2 31 33
Attachment Disorder 2 1 3
Behavioral Problems 4 0 4
Emotional Regulation 1 1 2
Global Developmental Delay 2 14 16
Language-Based Disorder 2 3 5
Language Disorder & Attention Deficit Hyperactivity Disorder 0 1 1
Learning Disorder 1 1 2
Night Waking Disorder 1 0 1
Not Diagnosed 12 15 27
Obsessive Compulsive Disorder 0 1 1
Social Communication Disorder 0 1 1
Typical Behavior 12 1 13
Total 50 75 125
TABLE 3. Previous Therapy
Frequency %
None 91 72.8
Educational 2 1.6
Rehab 22 17.6
Psychologist 2 1.6
Educational and Rehab 3 2.4
Rehab and Psychiatrist 2 1.6
Educational and Psychiatrist 1 0.8
Rehab and Psychologist 2 1.6
Total 125 100
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TABLE 4. Referrals

Frequency %
None 50 40
Educational 13 10.4
Rehab 13 10.4
Assessment 5 4
Rehab and Educational 29 23.2
Rehab, educational and Assessment 10 8
Rehab and Assessment 3 2.4
Educational and Assessment 2 1.6
Total 125 100

psychologist, the majority of the cases were referred for other
services (n = 75, 60%) such as rehabilitation services (speech
therapy, psychomotor therapy, occupational therapy, physiother-
apy) and educational services (special education and shadow
teacher). Four percent were referred for a comprehensive psy-
chological/psychometric assessment alone. Of the referred cases,
39% were referred to both rehabilitation and educational services,
17.3% were referred to rehabilitation services alone, 17.3% were
referred to educational services alone, and 13.3% were referred
to rehabilitation services and educational services as well as for a
comprehensive assessment (Table 4).

Overall, 44% (n = 55) of all cases included reported some
sort of improvement, 44% (n = 55) could not be assessed for
improvement because they did not return for follow-up, and 12%
(n = 15) reported slight to no improvement. In addition, 41.6%
(n = 52) of the cases were seen for one session only, followed by
21.6% (n = 27) seen for two sessions, and 10.4% (n = 13) seen
for three sessions. The highest number of sessions for a single case
was 19.

A high percentage of the cases were lost to follow-up (n =
104, 83.2%). 35.2% (n = 44) of the sample were lost to follow-up
after the first visit, and 18.4% (n = 23) were lost to follow up
after the second visit. Of the 104 lost to follow-up, 40.3% (n =
42) had reported some sort of improvement before stopping while
45.2% (n = 47) could not be assessed for any improvement, as
they did not come back. In addition, it was found that 31% (n
= 39) of all cases were lost to follow-up right after receiving a
diagnosis, which may indicate that 31% seek psychologists for
assessment only or as a first line of treatment. It also was found
that 91% (n = 68) of all the cases referred to other services did not
come back.

DISCUSSION

Safe Start, a new and unique early childhood mental health
program, served 125 children and their parents during its first year
of implementation, which corresponds to an average of 2.5 patients
per week. All children were between 2 and 6 years of age. Forty-
four percent reported some level of improvement. Among them,
104 sought diagnoses and benefited from initial guidance and

recommendations. The majority of the diagnoses were neurodevel-
opmental disorders, specifically ASD. Forty-seven cases (31 after
the first visit and 16 after the second visit) were lost to follow-up
after receiving a diagnosis. Twenty-one cases were retained and
benefited from follow-up services within the program, such as
psychotherapy, parental guidance, and special education. About
27% of the observed cases had already received rehabilitation
services.

Several conclusions were driven from this review. Infant men-
tal health is not known to be eligible for professional services since
no infant was referred to Safe Start, although this program is in the
largest hospital with the best equipped neonatal intensive care unit
in the country. The parents’ preoccupations seemed to be mostly
related to deviation in development that may jeopardize learn-
ing rather than related to emotional and behavioral well-being. In
addition, Safe Start services are sought mainly for diagnostic pur-
poses. This gives the impression that parents trust the diagnostic
process as it was designed: multidisciplinary and comprehensive,
and supported by feedback from nurseries and schools, which is
unique in the country. The great majority of the cases received re-
habilitation services; some also had received parents’ guidance. A
very small number has embarked in psychotherapy for emotional
and behavioral disorders or mental well-being of the parent—child
dyad. There seems to be some awareness about neurodevelopmen-
tal disorders among parents because of the high number of ASD
cases versus other mental health cases such as anxiety disorder,
adjustment disorder, attachment disorder, obsessive compulsive
disorder, emotional dysregulation, and so on. These findings show
that emotional disorders, behavioral disorders, and other mental
health problems in infants, toddlers, and preschoolers are not rec-
ognized as such by parents and nurseries and that psychological
interventions for such situations are little known.

Clinical Implications

This study presents the limitations of all pioneer studies in a specific
cultural environment. The limited number of participants as well
as the confinement of the chief complaints and, subsequently, the
diagnoses to one or two well-known disorders mitigate the results.
To better assess for the effectiveness of the services provided, a
longitudinal study on Safe Start beneficiaries is to be conducted
with feedback from parents after termination. We also believe that
in the absence of prevalence studies, the absence of formal training
for professionals in the field of early childhood mental health in
Lebanon, a qualitative research on knowledge and perceptions of
early childhood mental health, the importance of early intervention,
and the existing gaps in service provision will bring interesting
findings. Based on them, a global strategy can be designed and
included into the National Mental Health Program.

Being the first and unique mental health program in the
country, Safe Start not only provides clinical services and con-
ducts research to fulfill its commitment as an evidence-based
program but also has to dedicate time and effort into making
early childhood mental health well-known. Therefore, designing an
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awareness strategy that addresses professionals in early childhood
as well as parents, obstetricians, and pediatricians is important. It
is important as well to expend the perception of the role of the
psychologist from a diagnostic provider to a psychotherapist and
to involve more professionals in monitoring the parents—infant or
parents—toddler dyads such as nurses, social workers, and home-
based therapists.
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