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The aim of ECD intervention programs is to make sure that all young children (0-8 years old)
have equal access to essential needs. Young children grow and develop best in a warm,
caring, stimulating, and responsive environment that provides them the opportunity to
play and explore their environment which enables them to learn from their day-to-day
exposure and stay protected from risk of danger, trauma, maltreatment, punishment, and
other adverse life experiences. Research shows that there are large gains from in Well-being
investing in ECD; however, in Lebanon, there is a gap in literature aiming to investigate the
status of ECD after the 2019 health, economic and political crises.

The multidimensional crisis in Lebanon has had a significant impact on the well-being of
young children and their families, with limited access to basic services, displacement,
mental health issues, disrupted education, and increased risk of violence and exploitation.
Addressing these issues will require a coordinated effort from government agencies, NGOs,
and other stakeholders to provide support and resources to vulnerable families and
children.

Situational assessment of young children and their families during the multidimensional crisis
in Lebanon is a comprehensive report that assesses the state of ECD in the country. The
report is based on extensive international and local based data, research, and analysis,
including a survey questionnaire that was distributed to thousands of parents, teachers
and caregivers.

The report highlights the key challenges faced by ECD in Lebanon, including limited access
to quality ECD services, inadequate funding, and a lack of awareness and understanding of
the importance of ECD among parents and caregivers.

The questionnaires responses analysis provides valuable insights into the experiences and
perspectives of children, parents, teachers, healthcare givers and caregivers. The data
collected revealed a range of issues, including a need for increased access to ECD services,
better training and support for caregivers, and greater community involvement in
promoting ECD.

Based on the findings of the report and questionnaire, a series of recommendations have
been proposed. These include increasing investment in ECD, improving access to quality
services, having crisis ready services, increasing public awareness, understanding of the
importance of ECD, and enhancing the training and support provided to caregivers.

The report provides a valuable resource for policymakers, practitioners, and others
working in the field of ECD in Lebanon. It highlights the urgent need for action to address
the challenges faced by ECD and provides practical recommendations for improving the
state of ECD in the country.
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ECDis a critical period for setting the foundation for a child's physical, cognitive, emotional,
and social development, and that investing in ECD can have long-term benefits for
individuals, communities, and societies.

Major international organizations have a slightly different definition of ECD based on their
respective mandates and areas of focus:

UNICEF defines ECD as the process of physical, cognitive, emotional, and social
development that occurs during the early years of a child's life, from birth to age 8. This
includes activities that promote nurturing care, such as responsive caregiving, proper
nutrition, and access to health care and early learning opportunities.

The United Nations Educational, Scientific and Cultural Organization (UNESCO)'s definition
of ECD is focused on the learning and development of young children. They define ECD as
"a holistic process that promotes the physical, cognitive, social and emotional
development of children from birth to eight years of age, with the active participation of
their parents, caregivers and community."

While the World Bank defines ECD as the period from conception to age 8, during which a
child's brain is rapidly developing and their early experiences have a significant impact on
their future outcomes. The World Bank emphasizes the importance of providing children
with nurturing care, health and nutrition interventions, and access to high-quality early
education.

Global interest in ECD

The Sustainable Development Goals (SDGs) are a set of 17 goals adopted by the United
Nations General Assembly in 2015. The SDGs aim to end poverty, protect the planet, and
ensure that all people enjoy peace and prosperity by 2030. One of the key goals of the SDGs
is to ensure that all children have access to quality education, healthcare, and social
support during the early years of their lives. This is where the Nurturing Care Framework for
Early Childhood Development comes in.

The Nurturing Care Framework for Early Childhood Development was developed by the
World Health Organization (WHO), the United Nations Children's Fund (UNICEF), and other
partners in 2018. It is closely related to the SDGs as it is designed to support and promote
the achievement of several SDGs related to health, education, and social development.
Specifically, the Nurturing Care Framework aligns with SDG 3: Good Health and Well-being
(having access to basic services, displacement, mental health issues, disrupted education,
and increased risk of violence and exploitation), SDG 4: Quality Education, and SDG 10:
Reduced Inequalities.

The framework aims to guide countries in developing policies and programs that promote
the healthy development of young children.

The Center on the Developing Child at Harvard University has been at the forefront of
research on ECD for over a decade. Their work focuses on understanding the science behind
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how early experiences shape brain development and the factors that can influence that
development positively or negatively.

One of the key findings from the Center's research is that the first few years of life are a
critical period for brain development, and experiences during this time can have a profound
impact on a child's lifelong outcomes. This includes their physical and mental health,
cognitive abilities, social and emotional skills, and academic and professional success.

The Center's research also emphasizes the importance of a nurturing and stable
environment for young children. When children experience chronic stress or trauma, such
as poverty, neglect, abuse, or exposure to violence, it can disrupt their brain development
and have lasting negative effects on their health and well-being.

Global focus and research on ECD

Recent studies conducted by UNICEF, UNESCO, and the World Bank have highlighted the
importance of ECD in shaping a child's future.

UNICEF's research indicates that investing in ECD can lead to significant economic benefits,
with a return on investment of up to 17 times the initial cost. UNESCO has emphasized the
role of quality early learning opportunities in promoting children's cognitive and social
development. The World Bank's studies have shown that ECD interventions can help break
the cycle of poverty by improving health outcomes, increasing educational attainment, and
boosting earning potential.

These studies demonstrate the critical role of ECD in promoting equitable and sustainable
development. They highlight the need for policymakers to prioritize early childhood
investments, including access to quality health care, nutrition, and early learning
opportunities.

Although ECD research has been expanding in recent years, there are still several gaps that
need to be addressed. Here are some of the key areas:

Lack of data: ECD research often relies on data collected from small and
homogeneous samples, which makes it difficult to draw generalizable conclusions.
There is a need for larger and more diverse data sets to improve the accuracy of ECD
research.

Lack of longitudinal studies: Longitudinal studies that follow children over an
extended period are critical to understanding the long-term impact of early
childhood interventions. There is a need for more long-term studies to assess the
effectiveness of different ECD programs and policies.

Lack of focus on low- and middle-income countries: Most of the ECD research is
conducted in high-income countries, and there is a need for more studies in low-
and middle-income countries where the need for ECD interventions is the highest.

ECD in a newly established Lebanese context

It is of vital importance that children in Arab countries and societies have justice and enjoy
their development; and this includes their right to be happy, have freedom, have social
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justice and equality, and be in an enriching environment (ANECD, 2020). This justice cannot
be accomplished if children are notin good health norreceiving proper growth, care, safety,
and education in a sustainable way.

Lebanon, a middle-income country in the Eastern Mediterranean region with a population
of approximately 6 million people, has a high level of inequality, with significant disparities
between the wealthy and poor. According to the latest statistics from UNICEF, 8.6% of
children under five years of age in Lebanon are stunted, 6.2% are underweight, and 2.6%
are wasted.

The country has been facing multiple crises, including economic collapse, political
instability, and the COVID-19 pandemic. These crises have had a significant impact on
young children and their families.

Economic challenges: The economic crisis in Lebanon has led to high levels of
poverty and unemployment, which have had a significant impact on young children
and their families. Many families are struggling to meet their basic needs, including
food, shelter, and healthcare. Children are also facing increased risk of child labor
and exploitation.

Disrupted education: The COVID-19 pandemic and the economic crisis have led to
disruptions in education, with many schools closing and families unable to afford
educational expenses. The lack of access to education is likely to have long-term
consequences for young children's development and well-being.

Mental health concerns: The multiple crises in Lebanon have had a significant
impact on the mental health of young children and their families. ANECD reports
indicate an increase in stress, anxiety, and depression among children and
caregivers. The lack of access to mental health services and support has further
exacerbated these issues.

Healthcare challenges: The economic crisis and the COVID-19 pandemic have also
led to significant challenges in accessing healthcare services, including
immunization and other preventive healthcare services. The lack of access to
healthcareis likely to have long-term consequences for young children's health and
development.

The Arab Network for Early Childhood (ANECD) has been working to address these
challenges by providing support to families and caregivers, promoting access to education
and healthcare services, and advocating for policies that prioritize the well-being of young
children. However, the ongoing crises in Lebanon continue to pose significant challenges
for young children and their families.

What aggravates the situation is the existence of data gaps in ECD research on the national
level which include:

Limited research on the impact of ECD interventions: There is a lack of research
assessing the effectiveness of ECD interventions in Lebanon. This is critical given the
high levels of poverty, displacement, and conflict in the country.
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Lack of coordination among stakeholders: There is a need for better coordination
among different stakeholders involved in ECD in Lebanon, including government
agencies, NGOs, and academic institutions.

Insufficient attention to the needs of vulnerable groups: There is a need for more research
focusing on the needs of vulnerable groups, such as refugees and children living in poverty,
who may be at greater risk of poor ECD outcomes.

In response to these challenges, the Ministry of Public Health (MoPH) in Lebanon
collaborated with WHO and UNICEF to develop a national action plan for ECD, which was
launched in 2019. The action plan is based on the Nurturing Care Framework for ECD and
aims to promote the healthy development of children from birth to five years of age.

The action plan has five strategic objectives, including:

Strengthening the capacity of families, caregivers, and communities to provide
nurturing care to young children.

Enhancing the availability, accessibility, and quality of health, nutrition, and early
learning services for young children.

Strengthening policies and regulations to support the implementation of the
Nurturing Care Framework.

Increasing investments in ECD to ensure sustainability and scale-up of
interventions.

Strengthening monitoring, evaluation, and research on ECD to inform policy and
programming.

The implementation of the action plan involves collaboration between multiple
stakeholders, including the MoPH, Ministry of Education and Higher Education, Ministry of
Social Affairs, and civil society organizations. The plan also emphasizes the importance of
engaging communities and families in promoting ECD.

The action plan developed by the MoPH, WHO, and UNICEF is a comprehensive approach
that addresses multiple factors that contribute to ECD. The success of the plan will depend
on sustained commitment and collaboration among all stakeholders involved in its
implementation.

ECD status in Lebanon: A multi-crisis dimensional mission

After the Corona Virus (COVID-19) pandemic and the outcome of the catastrophic August
Beirut explosion, Lebanon started facing one of the world’s worst economic depressions.
This Lebanese crisis has laid its excessive negative effects, increasing daily, on children,
who are growing hungry, working to help their family, and not receiving the proper health
caredueto anincrease in medicine prices (UNICEF, 2021). Noteworthy, children in Lebanon
have already been suffering of poverty and lack of basic services such as “education,
housing, nutrition, health care, clean water and sanitation, and access to correct and useful
information” and the COVID-19 pandemic as well as the Beirut explosion have contributed
to worsening the situation (ANECD, 2020). According to the World Bank, children in Lebanon
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don’t have equal chances to develop healthy due to uncontrollable factors (Unicef, world
bank, ECDAN, 2018). Early childhood development is essential when it comes to children
development since poverty and inequality are transmitted from one generation to another.
In Lebanon, not all children have the same chance to obtain a healthy ECD (El-Kogali &
Krafft, 2015).

Thus, it is very important to research and monitor the status of ECD in Lebanon to ensure
that children are obtaining a proper holistic care and growth, health, and maturation of
socio-emotional, cognitive, language, and psychomotor development during early
childhood. Having proper ECD means that children from birth to eight years old have a good
start in life which can be confirmed through the delivery of nurturing and encouraging
environment that meets the child’s essential needs like “health, nutrition, safety, security,
responsive care, and opportunity for early learning to ensure the overall health and
wellbeing of young children” (‘Maternal and Child Health Directorate’, 2019).

Thus, the purpose of this research is to assess the early childhood care and development
situation of young children and their families during the multi-dimensional crisis in
Lebanon, in an aim to fill some of the gaps related to ECD and help in its advancement on
the national and regional levels.

This research aims at helping policymakers, stakeholders, partners, and others to:

Learn more about young children under eight care and development and the
challenges facing their families during the multidimensional crisis in Lebanon
Examine cross-country and -sectoral data collected

Anticipate related trends and issues that may affect young children under 8 and
their families during the multi-dimensional crisis

Identify related community wants, needs, and assets

Identify the gapsin the system in relation to the young children under eight needs
Set ECD priorities on the national level

Raise recommendations and policy briefs for policymakers in Lebanon

Orient funders and ECD stakeholders in the country

What are the challenges facing families of children under eight during the
multidimensional crisis in Lebanon?

What is the status of young children under eight in Lebanon in each ECD domain?
What are the related issues that may affect young children under eight and their
families during the multidimensional crisis?

How can ECD domains help in ensuring a proper development for children under
eight?
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For this situational analysis, a mixed methodology was adapted exploring both
quantitative and qualitative inputs. As in survey research, the researcher is usually
interested in how and to what extent the responses differ their variability, how close
some responses are related to others, and how responses vary within certain
demographic variables or within the measures of social, political, or psychological
variables (Creswell, 2007). Thus, both quantitative and qualitative methods were used
to collect the data.

Multiple sources of evidence and triangulation were used. After the desk work, the first
source of evidence was an online questionnaire, using Kobo Toolbox, which targets the
parents and primary caregivers reached through partner organizations, ministries, and
schools; parents and caregivers self-administered this survey. The second source of
evidence was a face-to-face questionnaire that targets parents and primary caregivers
reached through partner organizations, ministries, and schools; this data collection was
carried out by data collectors physically sitting with parents and caregivers. In addition
to the questionnaires, a third source of evidence was used to collect data to obtain more
reliability: Focused Group Discussions (FGDs) with parents, teachers, and healthcare
providers (school nurses and psychologists) were conducted where sets of guided
interview questions were prepared ahead of time focusing on assessing the status of
ECD in Lebanon.

The designed research tools aim to support the exploratory study conducted to provide
a cursory look at the ECD in Lebanon. To begin with the Questionnaire, the designed
household survey helped to produce statistically comprehensive data on more than 100
indicators of the ECD domains. The data collected through the survey instrument served
the key ministries and stakeholders in Lebanon to identify the strategic issues in the
ECD domains that might be affected by the Lebanese crisis in order to draw the policies
to improve the quality of education, health, nutrition, and social care in the ECD settings
for the children between beginning to 8 years old.

The data collection survey tool includes 9 sections aiming at conducting a
comprehensive study exploring ECD under its different domains and their affecting
circumstances covering:

General demographic information

Milestones and development, as the children’s developmental milestones are reached
within age range, the survey tool was developed in age spectrum segregated as follows:
0 to 3 months, 4 to 6 months, 7 to 9 months, 10 to 12 months, 1 to 2 years, 2 to 3 years,
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4 to 5 years, and 5 to 8 years since children acquire skills through “iterative processes,
manifestations of child behaviors are episodic, particularly during the first 1,000 days.”
Education includes early childhood, early childhood education, and primary education
service provision for children between 0 to 8 years old, the cost of Education and access
to regulated Education services.

Health includes the reception of healthcare and treatment, access to immunizations,
and medical support services.

Nutrition includes the type of feeding program, the provision and quality of food and
water, the need for nutrition supplements or fortified foods, and the changes occurring
on the access to nutrition in each household.

Social and emotional development includes the indicators covering the well-being of
children and social habits with focus on the quality of interactive time for the children.
Changes brought by Lebanon crisis includes the changes on the different levels such as
social, financial, and access to primary services.

Children mental health to inform about the impact of the different risk factors: poverty,
reduced health and nutrition, insufficiency of care and lack of education on the child’s
mental health.

Caregivers’ mental health includes the mental health status care of the caregiver,
parent who is responsible of the child’s care.

The survey tool was filled through parents and caregivers’ responses as direct
observation of the child’s development and reporting on the different ECD domains in
the child’s context. The responses were considered the most reliable to measure the
provision and access to the different services in the child’s life. The development of the
research instrument followed procedural strategies in multi-phase and multi-method
approach. The first phase of the work focused on identifying the ECD domains which
served the research questions and scaling in order to generate items. A review of the
selected items by ECD experts, data experts and researchers took place in order to make
the tool more reliable and contextualized. The second phase of the instrument
development consisted of piloting the selected items to measure the child development
in Lebanon and the impact of the multi-dimensional crisis on the ECD domains. Based
on the piloting-testing results, some amendments on the initial survey tool were
conducted to have the final version to be used for data collection. The final phase of the
work involved the validation of the survey tool in its final form including the
Questionnaire for Parents of children under 8 years old.

The questionnaires were translated to Arabic (see appendix 1). In addition to the
questionnaires, a third source of evidence was used to collect data to obtain more
reliability. Regional FGD with parents, teachers, and healthcare providers were
conducted. Three focus group discussions were conducted in each Governorate where
set of guided interview questions (see appendix 3) were prepared ahead of time
focusing on assessing the status of ECD in Lebanon.

17



The participants in this research were invited randomly to take part and included
parents, primary caregivers, teachers, and healthcare providers who were reached
through partner organizations, ministries, and schools in the 5 governorates in
Lebanon: Beirut, Bekaa, Mount of Lebanon, South, and North. 1379 questionnaires
were filled to ensure reliability since the minimum sample number for such research
is 384. As much as possible data from the online questionnaires was collected and
which targeted the Governorates where the goal was not achieved. Standard
quantitative indicators on child outcomes shed light on areas of inequity,
highlighting which group of children benefit from existing ECD services, and which
children remain underserved. The questionnaire explored the challenges facing
families of children under the age of eight during the multidimensional crisis in
Lebanon. On the other hand, qualitative surveys and stakeholder interviews were
implemented with the goal of gaining a deeper understanding of the occurrence of
gapsin service provision. As for the focus group, 15 groups from the five Governorates
were interviewed. In each Governorate, three focus groups were conducted where a
group of 5 parents, another of 5 teachers and a third of 5 healthcare providers were
interviewed. The interview was transcribed and analyzed in a later state along with
the data collected from the questionnaires.

Several steps of data collection were taken in this research. The steps were divided
into three main phases: The preparatory phase of the data collection, the final phase
of the data collection, and the data analysis. Following is a small outline which
details the methodological steps:

The preparatory phase

A desk review was conducted referring to published reports by national and
international partners focusing on the key areas of investigation.

To begin with, access and ethics were implemented before and after the data
collection procedure. As mentioned earlier, the population of this research is
parents, teachers, and health cares in Lebanon. An informed consent letter was
prepared and sent to the Ministry of Education and Higher Education (MEHE) and
other organizations to get the approval of in-center data collection (see appendix
4). Participants were informed prior to the research conduct that it is voluntary
and that they can stop at any time. Also, they were told that they do not have to
answer any question that they do not want to answer. In addition, participants
were informed that their responses will be kept confidential. Prior to each focus
group and questionnaire, individuals were asked to complete an informed
consent form to ensure voluntary agreement to participate in the study.

The actual data collection procedures involved 4 main ways:
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Step 1: The online survey was distributed using Kobo Toolbox to parents and
primary caregivers through the Community based organizations linked to Arab
Network for Early Child Development (ANECD) partner organizations, the ministries
of Education, Health and Social Affairs, and the public kindergartens and schools
functioning under the umbrella of the Ministry of social affairs.

Step 2: The data from face-to-face survey was collected from field work with the
parents reached in Step 1.

Step 3: 15 groups from the five governorates were interviewed. In each
governorate, three focus groups were conducted where a group of 5 parents and
primary caregivers, another of 5 teachers, and a third of 5 healthcare providers got
interviewed. The interviews were transcribed and analyzed in a later stage along
with the data collected from the questionnaires.

Step 4: Triangulation method was adopted. The common and uncommon data
from each method was also analyzed. This confirmed the research findings and
reliability of the research.

Apilot study was conducted to examine the validity and the reliability for the items
in the questionnaire. Data was analyzed both quantitatively and qualitatively.
Various statistical tests were applied to ensure the validity such as Kaiser-Meyer-
Olkin measure of sampling adequacy (KMO), Bartlett’s test of sphericity and
Communalities. As for the reliability, Cronbach’s Coefficient alpha is going to be
used for the internal consistency between the items in the survey.

For the final data, the descriptive statistics were executed on the results to present
the global view by using the appropriate tables and figures in addition to Mean
and Standard deviation as statistical indicators for central tendency and
dispersion.

In the next step, the inferential statistics was used to study the association
between the demographic information and the items of Early Child Development
Index (ECDI). Various statistical tests were applied like Chi-square, T-test, Anova
and Correlation.

Based on the results, further statistical tests were used such as Anova to study the
relations between items or indicators based on other indicators called Moderator
or Mediation.

At the end, the Structural Equational Modeling (SEM) was applied to test and
evaluate multivariate causal relationships between the indicators of ECDI.
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The ECDI was developed by the World Health Organization (WHO) and UNICEF in
collaboration with other international organizations. It is based on the principles
of the International Classification of Functioning, Disability and Health (ICF) and
the World Health Organization's Multicenter Growth Reference Study.

It measures the developmental status of young children across the following
domains:

Physical development: This domain assesses children's growth, health, and motor
skills. Indicators include measures of height, weight, and head circumference, as
well as assessments of gross and fine motor skills.

Social-emotional development: This domain assesses children's ability to interact
with others and regulate their emotions. Indicators include measures of social
competence, such as the ability to make friends and cooperate with others, as well
as measures of emotional regulation, such as the ability to calm down when upset.

Approaches to learning: This domain assesses children's curiosity, motivation,
and persistence. Indicators include measures of children's interest in learning,
their ability to pay attention and follow directions, and their willingness to try new
things.

Language development: This domain assesses children's ability to understand
and use language. Indicators include measures of children's vocabulary,
comprehension, and expressive language skills.

Cognitive development: This domain assesses children's ability to think, reason,
and solve problems. Indicators include measures of memory, attention, and
problem-solving skills (UNICEF, 2017).

A child's early years exert a critical influence on a wide range of health and social
outcomes throughout their life. Research now shows that the roots of many
challenges in adult society - mental health problems, obesity or stunting, heart
disease, crime, reading and writing difficulties, poor numeracy skills, and others
can be traced back to early childhood. Indeed, economists believe, relying on
available evidence, that investing in early childhood is the most cost-effective
investment a country can make, and that the payoffs, which are spread over a
lifetime, represent nine times - on average - the amount originally invested
(UNICEF, 2014).

The nurturant qualities of the environments where children grow up, live, and
learn matter the most for their development, yet parents cannot provide strong
nurturant environments without help from local, regional, national, and
international agencies. Recognizing the strong impact of ECD on adult life, it is
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imperative that governments recognize that disparities in the nurturant
environments required for healthy child development will impact differentially on
the outcome of different nations and societies. In some societies, inequities in ECD
translate into vastly different life chances for children; in others, however,
disparities in ECD reach a critical point where they become a threat to peace and
sustainable development. Though ECD is often framed as a ‘luxury’ on which
resource-rich nations can afford to focus, it is an important matter to be
considered in all countries, resource-rich and resource-poor alike (El-Kogali &
Krafft, 2015). Governments can make major and sustained improvements in
society by putting in place the right policies that consider this fruitful body of
research while at the same time fulfilling their national obligations under the
Convention on the Rights of the Child. Investing in ECD is an investment in a
country's future (UNESCO, 2021b).

The roots of early childhood education go as far back as the early 1500s, where the
concept of educating children was attributed to Martin Luther (1483-1546). Back
then, very few people knew how to read, and many were illiterate. Martin Luther
believed that education should be universal and made it a pointto emphasize that
education strengthened the family as well as the community. This meant that
teaching children how to read at an early age would be a strong benefit to society
(McCartney & Phillips, 2008).

The philosophical foundations of early childhood education were provided by
John Amos Comenius, John Locke, and Jean Jacques Rousseau. Its curriculum
and methodology were created by the likes of Johann Heinrich Pestalozzi,
Friedrich Froebel, Maria Montessori, and Rudolf Steiner. Most recently, it was
scientifically grounded by the research and theories of Sigmund Freud, Jean
Piaget, and Erik Erikson. While there are differences in the approaches of these
progenitors of early childhood education, they are all overshadowed by one
common principle: early childhood curriculum and practice must be adapted to
the maturing needs, abilities, and interests of the child (Elkind, 2010).

Thus, the theorists for early education all would like to see the achievement of a
common goal - to see the successful development of children in their primary
years. How that goal is achieved differs in the structure of each curriculum
(Bonnay, 2022).

21



In the past, scientists thought the brain was fully formed by the time a child was
born. Thus, they believed that education or experience could do little to shape
individual brain development. More recent research has revealed, however, that
the brain keeps changing throughout life, with a great deal of brain formation
taking place between birth and the age of three. Childhood experiences,
moreover, shape the actual architecture and wiring of the brain (Young, 2002).
Thus, the care and stimulation that children receive in their earliest years is critical
to their cognitive development and future lives.

Connections within the brain are made before birth and continue to be made more
rapidly throughout childhood and well into adolescence. Indeed, early childhood
is a period of incredibly rapid brain development. A newborn baby has
approximately one hundred billion neurons - the building blocks of the brain’s
electrical system. At birth, approximately only 17 percent of neurons are linked
through synaptic connections; these neurons have not yet differentiated and
specialized by function. The number of possible connections is, moreover,
unlimited (OECD, 2007). Stimuli and experiences influence the formation of neural
connections and the development of the sensory pathways (vision, sound, speech,
touch, smell, and perception). The sensing pathways are the core neuronal
pathways and interact to influence and develop higher brain functions such as
emotion, language, and behavior (Bauer et al., 2010).

Brain development is the result of the interaction of nature - biological
endowment or genetics - and nurture or experiences. Genetics provide the
hardwiring, or the blueprint, needed to build the brain. Experiences (the
stimulation the brain receives from the environment) are responsible for the
synaptic connections and pruning that take place within the brain - and therefore
have a major effect on brain development, with far-reaching consequences (Jeong
etal., 2018).

During the early years of a child’s life, brain plasticity is at its peak. Plasticity refers
to the capacity of the brain to change in response to stimuli by creating and
strengthening neuronal connections and weakening or eliminating others (OECD,
2007). In addition, brain development goes through sensitive periods when its
activity is focused on developing specific and important brain functions and
structures.

These sensitive periods constitute windows of opportunity for boosting a child’s
development. Experiences during these periods, more than at any other time,
physically shape the structure of a child’s brain because the brain is more
malleable and more receptive to outside experiences. Unfortunately, the extreme
plasticity of the brain during these periods is a double-edged sword that leads to
both adaptation and vulnerability. Normal experiences (such as good nutrition
and patterned visual information) during these sensitive periods support normal
brain development. Abnormal experiences (such as prenatal alcohol exposure,
occluded vision, or malnutrition) can cause both abnormal neural and behavioral
development (Black, 2018).
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As children grow, peers and other adults start to play a more prominent role in
shaping and reinforcing their brain development. Approximately by 36 months,
children begin to develop through social and play-based interactions with other
children. By the time a child is three years old, the interactive stimulation of play
with other children and early educators takes on a more prominent role, and the
child increasingly becomes part of a social group. Previous research did not
address the interdependence of socioemotional and cognitive development.
Rather, it emphasized the development of cognitive skills. New research on the
brain, however, suggests that socioemotional and cognitive skill development are
intertwined and benefit from a holistic approach to ECD (OECD, 2007).

Research also shows that poor health in early childhood, as measured by low birth
weight and nutritional status, is associated with poorer cognitive development
and negative long-term schooling outcomes. Inadequate nutrition from before
birth through the first two years of life, for example, can harm brain development
too (Black, 2018).

In brief, the brain develops rapidly during the early years, and experiences during
this period can shape the structure and functioning of the brain. ECD emphasizes
the importance of providing a nurturing and stimulating environment for optimal
brain development, including positive experiences, early interventions, and
strong relationships with caregivers (Shonkoff, 2016).

Based on Jeong (2021) and Britto (2017), there are several principles which are
universally characteristics of ECD; they are consistently upheld irrespective of
society and a child and family’s place within that society.

First, the early years of life are marked by the most rapid development, especially
of the central nervous system (CNS).

Second, there are several sensitive or ‘critical periods’ in the development of the
human brain that occur almost exclusively during this time period. For each of
these critical periods, specific regions of the brain undergo crucial growth and
formation.

Third, the environmental conditions to which children are exposed in the earliest
years literally “sculpt” the developing brain. The more ‘nurturant’ the physical,
social, and economic environments of children during the early years, the greater
the chances for successful development of the growing child.

Fourth, the development occurring during this time provides the essential
building blocks for a lifetime of success in many domains of life, including
economic, social, and physical well-being. Certainly, people continue to develop
beyond the early years; however, science has demonstrated that healthy ECD is
fundamental to health, success, and happiness not only for the duration of
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childhood, but throughout the life course. As such, the environmental conditions
to which children are exposed in the earliest years of development are
consequential over the entire life course.

Fifth, and related to the preceding point, the pervasive socioeconomic inequities
in adult health outcomes have roots in socioeconomic inequities in ECD. That is,
during the earliest years of life, differences in the extent of nurturance provided
by children’s environmental conditions lead to differences in ECD outcomes; the
effects of these early inequities last for a lifetime, and translate into inequities in
health in later childhood, adolescence, and in adulthood (Pia R. Britto et al., 2017;
Jeongetal., 2021).

Over the past four decades, the study of vulnerability and resilience has played a
central role in the emergence of developmental psychopathology as an
integrative framework for understanding pathways to positive and negative
adaptation. Though distinct in meaning and history, the concepts of vulnerability
and resilience both stem from observed differences in how well individuals adapt
to the challenges posed by life, either in normative or in extraordinary situations.
Vulnerability generally refers to the predisposition or susceptibility of some
people to specific diseases or maladaptive development in the face of negative
experiences. This conceptoriginated in the idea of vulnerability to injury in battle,
from the Latin verb vulnerare (to wound). Resilience generally refers to positive
adaptation that has been manifested in the face of negative experiences. This
concept has originsin the idea of physical materials that withstand stress without
breaking or cracking and in the idea of springing back or recovery, stemming from
the Latin verb resilire (to recoil or leap back) (McCartney & Phillips, 2008).

Vulnerability Susceptibility to a specified negative

outcome in the context of risk or adversity

Elevated probability of a negative or
undesirable outcome in the future

Risk factors Measurable attributes of people, their
relationships, or contexts associated with
risk

Stressor An experience or event expected or

observed to have significant negative or
disruptive effects on the adaptation of
individuals or other systems (families,
organizations)

Adversity Lasting or repeated experiences expected

or observed to have significant negative
effects or disruptive effects on
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adaptation; multiple stressors usually
involved

Stress The state of disturbance in adaptation
within an organism (or system) resulting
from a stressor, often characterized by
disequilibrium in functioning and efforts
to restore adaptive functioning

Coping Efforts to adapt to stress or other
disturbances created by a stressor or
adversity

Developmental tasks Standards of performance or

achievement in various domains of
adaptation expected by a particular
society or social group for individuals
during different periods of development,
and that vary by culture, gender, period in
history, and situation

Resilience Positive patterns of adaptation in the
context of risk or adversity
Assets or promotive factors Measurable attributes of people, their

relationships, or contexts generally
associated with positive outcomes or
development (regardless of adversity or
risk level)

Protective factors Measurable attributes of individuals, their
relationships, or contexts particularly
associated with positive outcomes or
development in the context of risk or
adversity

Table 1: concepts related to vulnerability and resilience in child development (McCartney & Phillips, 2008).

Developmental theories about vulnerability and resilience and their application
in prevention science or policy are becoming more complex, dynamic, multi-
level, multidisciplinary, and systems oriented. Exciting new work on the
neurobiology of vulnerability and resilience is emerging, as investigators
capitalize on new tools for assessment and analysis, and new knowledge in
molecular genetics and neuroscience, to probe gene-environment interaction
and co-action, the boundaries of brain plasticity, and the processes by which
early experience alters gene expression or sets biological regulatory systems
(Sinno et al., 2013).

There is also a growing attention to cultural and contextual differences, as
investigators study more diverse cultures and consider context-specific risk and
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protective factors along with the possibility of context-by-context interactions.
Long-neglected, culturally based protective systems, including religion and many
other cultural traditions and practices, are garnering more empirical attention.
Multi-level dynamics are taking center stage, as investigators from different
disciplines team up to examine how interactions across system levels (from
genes to person to family, media, or national policy) co-regulate human
development and adaptation in the face of challenge. At the same time,
interventions to promote resilience are becoming more evidence based,
theoretically informative, and embedded in community systems (Phillips, D. A.,
Lipsey, M. W., & Dodge, 2019).

There are five important areas or “domains” of ECD. Although listed separately,
all five outcomes are considered interdependent, especially cognitive, and
socioemotional development (Vegas & Santibanez, 2009). The 5 domains of ECD
are:

Physical health and wellbeing

Social competence

Emotional maturity

Language and cogpnitive skills

Communication skills and general knowledge.

Figure 1 shows the placement of the 5 domains as the core for any analytical
approach of the ECD framework. The macro and micro contexts and the ECD
policies act through the target groups on these domains to promote life
outcomes.
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Figure 1: ECD domains in the general ECD analytical framework based on (Vegas & Santibanez, 2009)

The physical domain covers the development of physical changes, which
includes growing in size and strength, as well as the development of both gross
motor skills and fine motor skills. The physical domain also includes the
development of the senses and using them. When young, children are learning
how to perform different activities with their fingers in coordination with their
eyes such as grasping, releasing, reaching, pinching, and turning their wrist.
Because these small muscle movements take time to develop, they may not

come easily at first (OECD, 2017).

These fine motor skills help kids perform tasks for daily living, like buttoning
buttons, picking up finger foods, using a fork, pouring milk, going to the restroom,

and washing their hands.

In addition to these fine motor skills, kids also learn to use their larger muscles,
like those in their arms, legs, back, and stomach. Walking, running, throwing,
lifting, pulling, pushing, and kicking are all important skills that are related to
body awareness, balance, and strength. Later, toys that allow them to pick things
up and fit them into slots are good for developing beginning skills.
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Physical development also can be influenced by nutrition and illness. Kids need
to have a healthy diet and regular wellness check-ups to promote proper child
development (Bauer et al., 2010).

The socio-emotional domain includes a child's growing understanding and
control of their emotions. They also begin to identify what others are feeling,
develop the ability to cooperate, show empathy, and use moral reasoning.

This domain includes developing attachments to others and learning how to
interact with them. For instance, children learn how to share, take turns, and
accept differences in others. They also develop many different types of
relationships, from parents and siblings to peers, teachers, coaches, and others
in the community.

Children develop self-knowledge during the socio-emotional stage. They learn
how they identify with different groups and their innate temperament will
emerge in their relationships. It is during early childhood that the enhanced
autonomous functioning of children plays a more critical role in determining the
nature of social relationships and the subsequent consequences associated with
these. In addition, the increased cognitive, physical, and communicative skills
that are gained over the course of early childhood facilitate the growth of a
variety of social abilities (WHO, 2020).

Language development is dependent on the other developmental domains. The
ability to communicate with others grows from infancy, but children develop
these abilities at different rates.

Aspects of language include:

Phonology: Creating the sounds of speech

Pragmatics: Communicating verbally and non-verbally in social situations
Semantics: Understanding the rules of what words mean

Syntax: Using grammar and putting sentences together

Reading out loud to kids from birth and beyond has a major impact on their
emerging language and literacy skills. One of the most important things to do
with a child throughout their early life is to read to them - and not just at bedtime
(McCartney & Phillips, 2008).

Hearing new vocabulary words spoken expands a child's vocabulary and helps
them prepare to identify unfamiliar words when used in context.
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As they getolder, holding regular conversations, answering questions, and asking
for child'sideas or opinions are an important part of their language development.

The cognitive domain includes intellectual development and creativity. As they
develop cognitively, kids gain the ability to process thoughts, pay attention,
develop memories, understand their surroundings, express creativity, as well as
to make, implement, and accomplish plans.

By the end of early childhood, a child can count to 10, knows his colors, and can
read his name. He knows the difference between fact and fiction, making him
capable of understanding the difference between the truth and a lie, according
to the Child Development Institute (Trawick-Smith, 2018).

Communicative development includes child's skills to understand the spoken
word and express herself verbally. During early childhood, a child goes from
speaking in short sentences to speaking in sentences of more than five words. A
child, once understandable only to those closest to her, now speaks clearly
enough that even strangers understand his words. He talks about experiences,
shares personal information, and understands positional concepts such as up
and down. At this age, it becomes possible to carry on a back-and-forth
conversation (McCartney & Phillips, 2008).

ECD can be supported by and integrated into many programs and policies.
Having an overarching national commitment to ECD is an important element of
promoting children’s healthy development. As part of national strategies, it is
important to identify or establish a leading agency or high-level council to plan,
coordinate, implement, and evaluate national action on ECD (UNESCO, 2010).
Prioritizing ECD in a country requires identifying the policies in place and policy
gapsin ECD promotion. One tool that can be useful for countries in assessing their
policies for ECD is the Systems Approach for Better Education Results (SABER)
ECD tool (World Bank, 2013). This tool assesses policies from a multisectoral
perspective and across a variety of actors to identify countries’ progress towards
ECD goals and to generate policy steps to promote ECD. A checklist approach can
be used to identify whether policies to promote ECD are in place at a country
level, including such indicators as childhood immunizations, salt iodization,
parenting programs, free pre-primary, and legal protections of young children.
The tool focuses on three policy goals across systems: (1) establishing an
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enabling environment, (2) implementing widely, and (3) monitoring and assuring
quality. For instance, this tool has been used to assess ECD globally, including in
some MENA countries specifically Lebanon. Assessing policies, both “on the
books” and “on the ground” connecting them to outcomes and identifying a way
forward with SABER-ECD can be powerful tools for countries’ protection of
children and human development (El-Kogali & Krafft, 2015).

ECD national and regional policies along with ECD crisis and conflict response
and mitigation plans, can be tackled from a wide range of issues starting from the
provision of early childhood care and education services to health, hygiene, and
nutrition programs for parents and children, to poverty reduction interventions
and others. These policies can be targeted to the child, parent, and/or primary
caregiver. Interventions can take place at home, school, or childcare center; a
hospital, clinic, or community health center; or at a community gathering space.

Civil society groups are conceptualized as being organized at, and acting on, all
levels of social organization from local residential through global. The ability of
civil society to act on behalf of children is a function of the extent of “social
capital” or connectedness of citizens, and the support of political institutions in
promoting expressions of civil organization. When civil society is enabled, there
are many avenues through which they can engage on behalf of children. Civil
society groups can initiate government, non-government organization, and
community action on social determinants and policies related to ECD. They can
advocate on behalf of children to assure that governments and international
agencies adopt policies that positively benefit children’s well-being. Finally, civil
society groups are instrumental in organizing strategies at the local level to
provide families and children with effective delivery of ECD services, to improve
the safety, cohesion, and efficacy of residential environments, and to increase the
capacity of local and relational communities to better the lives of children.
Although research on the direct effect of civil society on ECD is limited, the strong
statistical association between the strength of civil society and human
development in societies around the globe leaves little doubt about its
importance to ECD (Abouzeid et al., 2021).

Gene-environment processes are not static over time. Environments evolve and the
expressions of genes change as well. The evidence from quantitative genetic and, more
recently, molecular genetic studies is clear in showing that genetic and environmental
influences are operating together to produce the wide variations that we see between
children in their physical and psychological functioning. Researchers of early childhood
must prepare themselves for integrating findings and research methods from molecular
biology with the very best procedures currently used in mainstreaming developmental
psychology (McCartney & Phillips, 2008).
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The correlations and interactions between genes and environments also can change.
Gene-environment processes also vary between population groups and across eras within
populations. This dynamism requires that if the interplay between genes and environments
is to be fully understood, investigations of gene-environment processes must be
conducted within a developmental context and with serious consideration to the
environmental, historical, and systemic conditions of the population under study.
Therefore, research examining gene-environment transactions must be guided by
developmental theories (Sinno et al., 2013).

Some effects of Gene-environment on ECD related domains are presented hereafter:

Effects on stature and physical development

Environmental effects on Body Mass Index (BMI=Weight/[Height]?) are reflected in rapid
generational changes, evidenced as increases in the rates of obesity in children in the US.
From 1988 to 1994, the rate of obesity in 2- to 5-year-olds rose from 7.2 percent to 10.4
percent (Ogden et al.,2002). In this case, environmental conditions are implicated because
genetic influences do not change this rapidly. Correlational research revealing that
breastfeeding in infancy reduces children’s risk for childhood obesity also points to the
importance of early environmental experiences in physical development (Dietz, 2001).

Effects on cognitive development

Individual differences in children’s cognitive development include several interrelated
domains of skill and performance, ranging from processing speed and capacity to complex
problem solving, to language understanding and use. The two areas of inquiry that have
received the most attention among researchers studying ECD are general cognitive ability
(e.g., intelligence or IQ) and verbal communication skills.

General cognitive ability

Typically, general cognitive ability is estimated to be moderately heritable, based on twin
and adoption studies of preschoolers. Longitudinal studies also suggest that genetic
influences on general cognitive ability increase over early and middle childhood, while
shared environmental effects are modest and often disappear by middle childhood. This
may reflect developmental changes arising from shifts in the degree to which children have
more control, and parents less control, over their environments and daily experiences.
Nevertheless, interventions for improving cognitive performance have been shown to be
effective, and it is important to emphasize that about half of the variance in cognitive
abilities is accounted for by non-shared environmental influences.

On the other hand, single-gene disorders and chromosomal abnormalities are the most
common causes of major deficits in general cognitive ability. Down’s syndrome is a
chromosomal abnormality characterized by the presence of a third twenty-first
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chromosome, and it is the most widespread cause of mental retardation in both males and
females (Nomaguchi & Milkie, 2017).

Language and communication

Many components of language and literacy development are moderately heritable. In this
domain, the effects of the shared environment are often more evident, compared to the
domain of general cognitive ability. Expressive language skills - compared to receptive
skills - appear to be more genetically variable, and more of this genetic variance overlaps
with genetic influences on general cognitive ability. In contrast, shared environmental
influences appear to be more prominent for receptive language skills, compared with
expressive skills (The National Academies of Science Engineering and Medicine, 2015).
Deater-Deckard & Panneton, (2017) reported heritability estimates of 25 percent and 39
percent for lexical and grammatical development, respectively, in 2-year-olds. Shared
environmental effects were estimated at 69 percent for grammar and 48 percent for lexical
development. Common genetic and environmental processes are thought to underlie
lexical and grammatical development, but it is less clear whether general verbal and non-
verbal language development shares genetic and environmental influences (Fisher &
Vernes, 2015). Verbal and non-verbal skills in 2-year-olds are moderately correlated, and
less than half of this similarity is accounted for by common genetic influences.

However, in contrast, College et al. (2002) found extensive overlap in the genetic influence
onverbaland non-verbal skills in 4-year-olds. Genetic factors appear to be highly influential
when it comes to more severe language and communication problems and disorders.
Similarly, variance in vocabulary scores for children with persistent language problems in
early childhood was largely accounted for by genetic factors, whereas variance in
vocabulary scores for children with transient language problems was more likely to be
accounted for by environmental factors (Bishop et al., 2003).

The genetic basis of dyslexia and other reading and communication disorders is currently
under intense study, and the results of this research will allow for a clearer understanding
of how genes and environments work together in shaping children’s language development
(Oliver & Plomin, 2007).

Effects on socioemotional development

Temperament is the framework for personality. It is rooted in biologically based individual
differences, is moderately stable over time and across settings, and is modified by gene-
environment processes. Individual differences in temperament are observable from
infancy and are implicated in many crucial aspects of children’s development and
adaptation(Jeong et al., 2021).

The temperament dimension of negative affectivity includes anger, sadness, discomfort,
and low sooth ability. Quantitative genetic research indicates that approximately one-third
to two-thirds of the variance in negative affectivity is heritable. Angry reactions to restraint
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and the initiating of fights are estimated to be heritable, and this genetic variance appears
to contribute mainly to the observable stability of individual differences. Some evidence for
shared environmental influence also has been found, and environmental sources of
variance contribute to both continuity and change in these behaviors across infancy and
the preschool years. Molecular genetic research has implicated dopamine and serotonin
genes in negative emotionality. Infants who have at least one long (dopamine D4 receptor)
DRD4 allele display less negative emotionality and less anger in response to restraint.
Molecular genetics research has linked the DRD4 gene to attentional control, but this
finding has not yet been replicated in young children (Shonkoff, 2016).

The dimension of effortful control includes anticipation and enjoyment of low-intensity
stimulation, perceptual sensitivity, and enhanced control of attention and impulses. High
levels of effortful control are correlated with lower levels of negative emotionality. Many
studies have indicated moderate heritability in the components of effortful control,
including task orientation, persistence, and related aspects of “difficult” temperament.
Shared environmental effects stemming from family socio-economic status and observed
maternal warmth account for some of the variability in task persistence in early childhood
(Sinno et al., 2013).

The dimension of extraversion or surgency includes activity level, novelty seeking, positive
affect, and low shyness. Activity level refers to the amount and intensity of physical
movement and it is one of the most thoroughly researched dimensions of early childhood
temperament. Overall, activity level has been found to be moderately heritable and to be
relatively uninfluenced by shared environmental factors. Among children at the extremes
of activity level, the strength of genetic effects may increase, and the genetic effects on
activity level appear to be moderately to highly stable across time points from infancy to 3
years of age (Sinno et al., 2013).

The temperament dimension of sociability refers to the enjoyment of interpersonal
interaction (contrasted with shyness and enjoyment of being alone). Sociability is
moderately heritable, with one-quarter to three-quarters of the variance attributed to
genetic influences. Some studies also show evidence of shared environmental effects.
Genetic effects on sociability and shyness are moderately to substantially stable across 14
to 36 months of age. As with surgency, the heritability of more extreme forms of sociability
is greater than that found for moderate sociability.

The dimension of adaptability is often identified as an important component of
temperament, and it includes flexibility, distress in response to novelty, emotional
regulation, and high soothability. Adaptability is moderately heritable, and evidence for
modest shared environmental effects is sometimes found. However, genetic effects
accounted for all the twin similarity in distress to novelty. The finding that the presence of
the long form of DRD4 was associated with increased regulation of state in neonates
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suggests that genetic variation in the dopamine system also may play a role in adaptability
(Sinno et al., 2013).

Effects on psychopathology

The environmental and genetic influences on psychopathology in early childhood vary
depending on the type of symptom being examined, child age, and gender. The evidence
for genetic variance is greatest and most consistent for externalizing problems.
Internalizing problems (i.e., depression, anxiety, somatic problems) are moderately
heritable throughout early and middle childhood, but the effects of the shared environment
are less consistent (OECD, 2017). In one study, nearly one-quarter of the variance in girls’
internalizing problems from ages 4 through 12 years was attributed to the shared
environment, but there were no shared environmental influences found for boys. With
respect to age differences, Schmitz et al. showed that the effects of the shared environment
decreased, and the effects of genetics increased on both internalizing and externalizing
problems (i.e., aggression, non-compliance, delinquency, attention problems) from early
to middle childhood. Other investigations of externalizing problems in early childhood
converge to show similarly moderate to high heritability estimates (OECD, 2017).

In any given country, the macro context (that is, the economic, political, and social context)
affects the nature and extent of social policies, which directly affect children’s well-being,
the type of programs made available to young children and their caregivers, and the
organizations that translate these policies into programs for young children. The micro
context - the interaction between a child and her or his primary caregiver during the early
years - sets children on a trajectory that affects their future development. In addition, the
availability of programs, services, and policies directed at children, their caregivers, or
both, affects this interaction and trajectory.

Theses macro and micro-environments are not hierarchical, but rather are interconnected.
At the most intimate level is the family environment. At a broader level are residential
communities such as neighborhoods, relational communities such as those based on
religious or other social bonds, and the ECD service environment (Trawick-Smith, 2018).

The family environment s the primary source of experience for a child, both because family
members (or other primary caregivers) provide the largest share of human contact with
children and because families mediate a child’s contact with the broader environment
(Russell & Gleason, 2018).

Perhaps the most salient features of the family environment are its social and economic
resources. Family social resources include parenting skills and education, cultural practices
and approaches, intra-familial relations, and the health status of family members.
Economic resources include wealth, occupational status, and dwelling conditions. The
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gradient effect of family resources on ECD is the most powerful explanation for differences
in children’s well-being across societies (Pia R. Britto et al., 2017).

Young children need to spend their time in warm responsive environments that protect
them from inappropriate disapproval and punishment. They need opportunities to explore
their world to play, and to learn how to speak and listen to others. Families want to provide
these opportunities for their children, but they need support from community and
government at all levels.

Children and their families are also shaped by the residential community (neighborhood
where the child and family live) and the relational communities in which they are
embedded. Residential and relational communities offer families multiple forms of
support, from tangible goods and services that assist with child rearing, to emotional
connections with others that are instrumental in the well-being of children and their
caregivers (Alderman, 2011).

At the residential/locality level, both governments and grass-roots organizations also play
a highly influential role. Many resources available to children and families are provided on
a community-level through local recognition of deficits in resources, problem-solving, and
ingenuity. There are, however, inequities in ECD that are apparent between residential
communities, which must be addressed in a systematic way (Russell & Gleason, 2018).

“Relational community” refers to the people, adults, and children, who help form a child’s
social identity: tribal, ethnic, religious, language/cultural. Often, this is not a geographically
clustered community. Relational communities provide a source of social networks and
collective efficacy, including instrumental, informational, and emotional forms of support.
However, discrimination, social exclusion, and other forms of subjugation are often
directed at groups defined by relational communities. The consequences of these forms of
discrimination (e.g., fewer economic resources) can result in discernable inequities.
Moreover, relational communities can be sources of gender socialization, both equitable
and non-equitable. Relational communities are also embedded in the larger socio-political
contexts of society; as such, reciprocal engagement with other relational groups, civil
society organizations, and governmental bodies is a means of addressing the interests and
resource needs of their members (Goelman et al., 2011).

The influence of the regional and national environments is fundamental in determining the
quality and accessibility of services and resources to families and communities. They are
also salient for understanding the levels of social organization at which inequalities in
opportunity and outcome may be manifest, and the levels of organization at which action
can be taken to ameliorate inequities. There are many interrelated aspects of regional
environments that may be significant for ECD: physical (e.g., the degree of urbanization, the
health status of the population), social, political, and economic. These aspects of the
regional environment affect ECD through their influence on the family and neighborhood,
and on ECD services (Alderman, 2011).

In contrast to more intimate environments, such as the family, the significance of large
environments, such as the region, is that regions influence large numbers of children. Thus,
changing the environment at this level can influence the lives of many children (Lee et al.,
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2015). More research and accumulated knowledge are required to understand how regional
characteristics can be modified to positively influence ECD.

The most salient feature of the national environment is its capacity to affect multiple
determinants of ECD through wealth creation, public spending, child- and family-friendly
policies, social protection, and protection of basic rights. The chances that children will
face extreme poverty, child labor, warfare, diseases, being left in the care of a sibling, is
determined, first and foremost, by the countries in which they are born. Although ECD
outcomes tend to be more favorable in wealthy countries than poor ones, this is not always
the case. A commitment of 1.5-2.0 percent of GDP to an effective mix of policies and
programs in the public sector can effectively support children’s early development. Those
nations with less economic and political power are less free to determine their internal
policy agendas and are more influenced by the interests of the international community,
including other nations and multilateral organizations (Irwin et al., 2007).

The global environment can influence ECD through its effects on the policies of nations as
well as through the direct actions of a range of relevant actors, including multilateral
economic organizations, industry, multilateral development agencies, non-governmental
development agencies, and civil society groups. A major feature of the global environment
in relation to children’s wellbeing is the element of power in economic, social, and political
terms. Power differentials between types of actors, particularly between nations, have
many consequences, including the ability of some nations to influence the policies of other
nations to suit their own interests. Although power differentials may have invidious effects
on ECD, they can be exploited for the benefit of children, too. Requiring a minimum level of
government spending on ECD and compliance with the Rights in Early Childhood provisions
of the Convention on the Rights of the Child (UNCRC), as pre-conditions for international
developmental assistance, are two mechanisms that can be used (Irwin et al., 2007).

Ample evidence suggests that family is associated with a myriad of development outcomes
for children across the world. The attachment theory of Bowlby (1969) shows that secure
attachment to a trusted caregiver who provides consistent caring, support, and affection in
early life is a key requisite for healthy ECD . Securely attached infants and toddlers use their
emotional and physical security as a base from which to explore their environment.
Successful attempts at exploration increase the child’s confidence and encourage further
exploration. Thus, the child begins to learn about and master her/his environment and to
gain in both competence and self-confidence (The National Academies of Science
Engineering and Medicine, 2015).

Family structure has also been hypothesized to affect child well-being. Research from
resource-rich nations has shown that, on average, children from single-parent headed
households - of which most are single mothers - tend to demonstrate poorer academic and
socialization outcomes than their counterparts in two-parent households. However, the
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literature in this field also suggests that presenting the relationship in this distilled manner
may be overly simplistic.

There are also a host of other family characteristics that have been studied with respect to
ECD and child well-being in general. Family health conditions have a particularly strong
impact. Maternal physical and mental health has been associated with compromised child
development outcomes including malnourishment, psychosocial functioning, and
cognitive development. A review of children’s physical outcomes associated with parental
depression includes allergies, asthma, frequent colds and coughs, and headaches (Murphy
etal., 2018).

Families need to be able to access the resources that enable them to make choices and
decisions in the best interests of their children, including services such as parenting and
caregiver support, quality childcare, and primary health care and education. Globally, one
particular area where families require social protection is in resolving the demands of work
and home life. Heymann’s research on children and families in resource-poor countries
demonstrates the importance of access to quality childcare for families the world over her
research demonstrates that millions of children worldwide are being left home alone, left
in informal childcare often in the care of other children, or being brought to work and
exposed to unsafe working conditions. Public provision of quality, affordable childcare is
part of the solution to this problem (Irwin et al., 2007).

The sociocultural and physical environment in which the parent and child are embedded
sets the stage for many aspects of the stress and its effects on the child’s development and
coping parents will experience. Nomaguchi and Milkie turn a sociological lens on parenting
stress and its effects with an emphasis on social structures, statuses, and culture (e.g.,
socioeconomic status and social class, race, ethnicity, gender). Some of these factors are
stable over time and contribute in powerful ways to shaping parenting stress within
families and among groups of families in similar socioecological niches. Other factors are
emergent, forcing modern-day parents to reorganize and adapt to stress in new and
productive ways (e.g., increases in mothers’ participation in the labor force; increased
incarceration rates among modern parents). If not mitigated, this chronic stressful state
becomes instantiated in parenting and child developmental trajectories that are
maladaptive. Parenting stress transpires within parent-child dyads, but there is a need to
focus specifically on the consequences of chronic parenting stress on the developing child
(Nomaguchi & Milkie, 2017).
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Investing in ECD programs can have significant economic benefits for individuals, families,
and societies as a whole. These benefits can be realized in the short term as well as the long
term (J. J. Heckman, 2011).

In the short term, ECD programs can lead to improved health outcomes for young children,
which can result in reduced healthcare costs for families and society. ECD programs can
also lead to increased parental workforce participation, as parents are able to work while
their children are in childcare. This can result in increased tax revenues for governments
and reduced costs for social welfare programs.

In the long term, ECD programs can have even greater economic benefits. Studies have
shown that children who participate in high-quality ECD programs are more likely to
succeed in school, earn higher incomes as adults, and have lower rates of criminal activity.
This can result in increased productivity and economic growth for societies.

Furthermore, the economic benefits of ECD programs are often distributed fairly among
different income groups. Children from disadvantaged backgrounds often experience the
greatest benefits from ECD programs, as they are more likely to face challenges that can
negatively impact their development. By investing in ECD programs, governments can help
to reduce economic inequality and promote social mobility.

Thereis a growing body of research that supports the economic benefits of investing in ECD
programs, especially that governments around the world are investing in big budgets in an
aim to give positive development to their societies. Studies have shown that investing in
ECD can have a significant return on investment (ROI) in terms of economic and social
outcomes.

One of the most well-known studies on the ROI of ECD programs is the High Scope Perry
Preschool Study (see paragraph Early childhood interventions from around the world). The
study followed a group of at-risk children who participated in a high-quality preschool
program in the 1960s. The study found that the children who participated in the program
had higher levels of educational attainment, higher earnings, and lower rates of criminal
activity compared to a control group who did not participate in the program. The study
estimated that the ROI of the program was $17 for every $1 invested.

Other studies have also found significant ROI for ECD programs. For example, a study in
North Carolina found that investing in high-quality early childhood education programs for
at-risk children resulted in a ROl of $7.30 for every $1 invested. Another study in Chicago
found that a high-quality preschool program resulted in a ROl of $8.24 for every $1 invested.

The benefits of ECD investments are not just limited to economic outcomes. Studies have
also shown that ECD programs can have a positive impact on children's cognitive and
social-emotional development, health outcomes, and future success in school and the
workforce.

Overall, the research on the ROI of ECD programs highlights the importance of investing in
early childhood development as a cost-effective way to promote economic and social well-
being (J. Heckman et al., 2010).
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Meta-analysis of long-term studies on ECD have provided strong evidence for the relevancy
of early interventions. These studies have demonstrated that high-quality ECD
interventions can have long-lasting positive effects on children's cognitive, social, and
emotional development, as well as their future outcomes in education, employment, and
health.

One of the main findings of meta-analysis is that ECD interventions have a positive effect
on children's cognitive development. For example, a meta-analysis of 123 studies found
that children who participated in high-quality ECD programs had better language, literacy,
and math skills than those who did not participate. These effects were particularly strong
for children from disadvantaged backgrounds.

Meta-analysis have also shown that ECD interventions can have a positive effect on
children's social and emotional development. A meta-analysis of 74 studies found that ECD
programs led to improvements in children's social skills, emotional regulation, and
behavior. These effects were particularly strong for children who were at-risk or
experiencing disadvantage.

Furthermore, meta-analysis have demonstrated that ECD interventions can have long-
lasting effects on children's outcomes in education, employment, and health. For example,
a meta-analysis of 19 long-term studies found that children who participated in high-
quality ECD programs were more likely to complete high school, attend college, and earn
higherincomes as adults. Other meta-analyses have shown that ECD interventions can lead
to improvements in health outcomes, including reduced rates of obesity, chronic disease,
and mental health problems (Goh, S. K., Tan, K. L., & Poon, 2019).

When young children experience an emergency due to conflict or a natural disaster, it can
change their entire early life experiences and alter their life trajectories. An increasing
number of children today are born into crises caused by violent conflicts and
environmental changes. There are currently more than 70.8 million forcibly displaced
people worldwide: 25.9 million are refugees, 41.3 million are internally displaced, and 3.5
million are asylum seekers (UNHCR, 2020). Approximately 35 million of these uprooted
individuals are children ages 0-18. In 2018 alone, 29 million babies were born in crisis
settings (UNICEF, 2019). For many children, protracted conflicts mean a lifetime of
displacement and disruption.

The impact of adversity on ECD is also highlighted in a 2020 paper by Samara et al. that
discusses the prolonged exposure of children in the Middle East to the toxic stress of war
trauma (Samara et al., 2020). In Lebanon specifically, the ongoing economic and political
crisis has made it increasingly difficult for families to provide for their children's basic
needs, as described in a 2021 UNICEF report titled "Surviving without the basics: The ever-
worsening impact of Lebanon's crisis on children." Afollow-up reportin 2022, "A worsening
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health crisis for children: The consequences of the failing health system has immediate and
longer-term impacts on children," further underscores the urgent need for action to
address the multifaceted challenges faced by children in Lebanon (ACAPS, 2022).

Young children may sustain deep emotional scars from witnessing violence, migrating
under difficult physical conditions, and living in dangerous and stressful conditions for long
periods of time. They also may be separated from their parents or primary caregivers.
Moreover, crisis-affected children frequently lack access to adequate health care and early
learning opportunities, face food and water shortages, and experience the loss of a parent
or other caregiver, physical injuries, and other extreme challenges to survival, which
increase their mortality rates. For many years, attention to the effects such disruptions have
on the developing child has been severely limited or nonexistent. However, due to the
number and nature of recent crises, international aid agencies and other critical actors
have started to broaden their focus to include the plight of very young children (Bonnay,
2022).

In the past months, the COVID-19 pandemic has created a double tragedy for children and
families already displaced or caught in conflict. Early childhood interventions that support
development from conception to age eight can create a buffer against the difficulties young
children face in emergencies. These efforts can be enhanced by the people who are most
importantin a child’s environment - parents and primary caregivers, teachers, health-care
workers, and others (Shah & Lombardi, 2021).

Aggregate shocks and infant mortality

The most severe condition affecting ECD is infant and early child mortality. One recent
comprehensive study of developing countries has identified a clear link between aggregate
economic contractions of sufficient magnitude and increases in the likelihood of mortality
in the first year of life. Baird, Friedman, and Schady (2010) pool all available Demographic
and Health Surveys (DHS) from 59 developing countries around the world to construct a
dataset of 1.7 million live births over series of varying lengths, depending on the timing and
number of surveys taken, in each country. The authors identify a large negative association
between infant mortality in a given year and their measure of crisis - deviations of per capita
gross domestic product (GDP) from trend. A 1 percent decrease in per capita GDP results in
anincrease in infant mortality of between 0.24 and 0.40 deaths per 1,000 children born. On
average, the country-specific year-on-year decrease in infant mortality in their data is 2.5
deaths per 1,000 live births; thus, a 1 percent shortfall in per capita GDP from expected
trends results in an increase in infant mortality of between 10 and 15 percent of the average
annual mortality decline and a crisis on the order of 7-10 percentage points of GDP
completely erase the expected secular gain (Baird et al., 2011).

Aggregate shocks and nutritional pathways

If economic crises affect the mortality of infants and young children, it is highly probable
that crisis can also influence the health of surviving children to a substantial degree. One
long-standing concern that has received much of the attention in the literature is the effect
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of crises on nutritional status. For example, in a speculative exercise that uses data
available from the 1997 East Asian crisis, Bhutta et al., (2009) model the plausible impacts
of the 2008 economic crisis on various infant and child health indicators for the Asia region.
While noting the insufficiency of some data, their results suggest maternal anemia rates
may increase 10-20 percent, the prevalence of low birth weight by 5-10 percent, childhood
stunting by 3-7 percent, wasting by 8-16 percent, and under-age-five mortality by 3-11
percent. The most notable potential pathway for these impacts is lower quantity and
quality of nutritional intake resulting from increased food insecurity and lower household
income (Alderman, 2011).

Social instability and poverty

One of the major risks to skill formation in children is poverty. Conditions associated with
poverty are in turn associated with worse physical health (the normal functioning of the
body), psychosocial health, and cognitive outcomes observed in children and the greater
cumulative exposure to these conditions or risk factors is associated with significantly
lower cognitive development (Sameroff et al.,, 1993). Much recent scholarship has
delineated and explored the various interlinkages between poverty and low ECD outcomes.

Conservative estimates from Grantham-McGregor et al., (2007) suggest that over 200
million children under five years of age living in developing countries fail to reach their
cognitive development potential because of a range of factors, including poverty, poor
health and nutrition, and lack of stimulation in home environments. It is possible that this
burdenincreases during times of crisis as poverty increases and food security is threatened.
However, to investigate this claim more carefully it is necessary to understand the
pathways through which poverty influences skill acquisition in children (Alderman, 2011).

When children’s needs are not met, their development stalls. Poverty, therefore, can have
deleterious effects on children’s physical and emotional health, as well as their cognitive
abilities and educational achievements.

War, violence, and ECD

An overview focused on the prevalence of psychological morbidities in children who have
been exposed to war-related traumas or terrorism outlines the psychological responses to
war-related stressors in three categories: (1) little or no reaction, (2) acute emotional and
behavioral effects, and (3) long-term effects (Shaw 2003). Children exposed to war-related
stressors experience a spectrum of psychological morbidities, including posttraumatic
stress symptoms, mood disorders, externalizing and disruptive behaviors, and somatic
symptoms determined by exposure dose effect. Several studies of individual conflicts or
disasters document the consequences of such events on a child’s psychosocial
development. Very few studies include young children under the age of five. One study in
Kenya (Kithakye et al., 2010) examined pre- and post-conflict data from 84 children,
between three and seven years of age, living in Kibera, Kenya, during the December 2007
political conflict. The results indicate that children’s experiences during the conflict
(destruction of their home, death of a parent, harm to parent and child) are associated with
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adjustment difficulties. Specifically, the severity of the traumatic experience was
associated with increased aggression and decreased pro-social behavior (Punamaki, 2002;
Murphy et al., 2018).

Evidence from developed and developing countries shows that ECD programs can have
positive effects and enable governments to offset some of the consequences associated
with inequality of opportunity. If children from poor families are offered positive and
enriching childhood development services through programs that are especially geared to
them and their caregivers, it is very likely that their developmental outcomes will be
improved (Goh, S. K., Tan, K. L., & Poon, 2019).

Interventions in developed countries

Perhaps the three most studied ECD programs in the developed world are the Carolina
Abecedarian Program, the Chicago Child Parent Program, and the High Scope/Perry
Preschool Program in the United States. Extensive research has been written about their
impressive short- and long-term results.

The Perry Preschool Program in Ypsilanti, Michigan, was initiated in 1962 and ran through
1967. The program provided a half-day of preschool to 123 children aged 3 and 4 years, plus
a one-and-a-half-hour weekly home visit with the mother and the child for two years. The
beneficiary group was at-risk children from disadvantaged neighborhoods. Children were
randomly assigned to a treatment and control group at the start of the program. Program
evaluations were performed annually until the children were 11 years old, and then again
atages 14, 15,19,27, and 40. Each time the children were assessed, important benefits were
documented. Participation in the treatment group resulted in better performance on
cognitive and language tests up to age 7; in school achievement tests at ages 9, 10, and 14;
and in literacy tests at ages 19 and 27. At age 40, the median earnings of the adults who had
participated in the program were more than one-third higher than the mean earnings of
adults who had not participated in the program. In addition, participants had lower
incarceration rates and were more likely to be employed than nonparticipants (Pia Rebello.
Britto et al., 2013).

The Carolina Abecedarian Program is another small-scale intervention that showed similar
positive results. Implemented in North Carolina in the United States, the program offered
particularly intensive services from birth to age 5 to approximately 100 disadvantaged
children. Children were randomly assigned to a treatment or control group. The treatment
group received enriched center-based childcare 8 hours per day, 5 days a week, for 50
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weeks a year. By the time the children entered primary school, those who had been in the
early education program were again randomized into two groups, one of which received no
further intervention. The other group received continued intervention in the form of a
home-school resource teacher. Data on children were collected at ages 3, 5, 12, 15, and 21.
The data showed that children who participated in the early education program from birth
to age 5 had higher scores on achievement tests and fewer grade repetitions and special
education than children who did not participate in the program. At age 21, individuals who
had participated in the early education program had higher average test scores and were
twice as likely to remain in school or to have attended a four-year college than young adults
who had not benefited from the program (Pia Rebello. Britto et al., 2013).

Another small-scale program that demonstrated positive impacts on childhood
development outcomes was the Chicago Child Parent Program. The program offered
preschool and family support services to low-income children aged 3 or 4 years in 22
centers located in Chicago public schools. The centers offered teaching basic language and
readings skills, as well as social and psychological development programs, and encouraged
parental involvement in classroom activities, field trips, and adult education classes. The
centers also provided health services and free breakfast and lunch. Thirteen of these
centers provided additional educational services through the third grade. Data on children
in treatment and control groups were collected periodically, with some studies collecting
data until the children where 22 years old (Lynch, 2004). These data showed that
participation in the program was associated with positive behavioral outcomes, including
higher cognitive skills, greater educational attainment and achievement, lower use of
remedial services, higher school completion rates by age 20, and lower rates of juvenile
arrest at age 18 (Reynolds et al., 2002). The Chicago Longitudinal Study followed nearly
1,150 students who attended the Child Parent centers from 1983 to 1986 and compared
them to a control group of 389 children of the same age who met the eligibility criteria for
participation in the program. The study found that children who participated in the
program had higher achievement test scores at ages 5, 6, 9, and 14, and spent less time on
special education through age 18. They also had lower grade repetition rates than children
who did not participate in the program. Moreover, delinquency rates among participants
were significantly lower, and high school graduation rates were higher than for
nonbeneficiary children (McCartney & Phillips, 2008).

The Head Start Program was introduced in 1965 to provide children aged 3 to 5 years with
comprehensive support services, including early childhood education, development,
health, and nutrition services. The program also offered educational services for the
parents of these children. Between 2001 and 2007 the program covered over 900,000
children every year; they were serviced in 2007 by over 18,000 local centers.1 Although the
program is large, it serves only approximately 35 percent of all eligible children aged 3 to 4
years. Local programs can opt for center- or home-based delivery, ora combination of both.
There is tremendous variation in how the program has been implemented across time and
sites. Yet all programs must comply with specific performance standards that ensure a
minimum level of quality. Compliance is assessed every three years by federal monitors (J.
J. Heckman, 2011).
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These interventions highlight several ECD programs in developed countries that have been
shown to have positive short- and long-term impacts on the cognitive, behavioral, and
economic outcomes of at-risk children from disadvantaged neighborhoods.

In the context of multidimensional crisis, such as the COVID-19 pandemic, these ECD
programs are especially important. The pandemic has exacerbated existing inequalities,
including those related to access to quality ECD services, and has resulted in the closure of
many ECD centers. This has led to a significant loss of learning and developmental
opportunities for young children, which can have long-lasting consequences.

The ECD programs presented, provide examples of evidence-based interventions that can
help mitigate the negative effects of the pandemic on young children's development. By
investing in ECD programs, policymakers and practitioners can provide support to children
and families who are facing multiple crises, including health, economic, and social
challenges.

Interventions in developing countries

Developed countries are not alone in recognizing that ECD interventions can have lasting
positive results. Evidence on the effectiveness of ECD programs in the developing world is
growing. In 1999, for example, the Philippine government launched a five-year ECD project
in three southern regions that encompassed roughly 2.2 million households. In 2002, the
project became part of a broader governmental program that was formally established by
the Early Childhood Care and Development Act.

A study in Uganda tracked the progress of participants in the Uganda Nutrition and Early
Child Development Program. Initiated in 1998, the program consisted of pilot ECD services
in selected sub-counties in more than 30 districts of the country. Activities included child
health fairs organized at the parish level every six months, together with community growth
promotion activities and community-based grants for food security or ECD programs. The
project was found to have had a positive impact on the nutritional status of children under
1 year old, with effects of one-half of a standard deviation.

In terms of the impact on cognitive development, the project only had a positive effect on
children of the age of 3 with regard to their facility with number concepts (Alderman 2007).
The services in the Uganda project were neither as intensive nor comprehensive as those in
the Philippines project, which may perhaps explain why it had smaller estimated effects on
child developmental outcomes.

The Turkish Early Enrichment Project set out to assess the impact of an optimal combination
of educational preschool care and home intervention on the overall development of
socioeconomically disadvantaged urban children in Istanbul. The program offered both
early childhood enrichment and training of mothers in low-income areas of the city. Both
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center- and home-based enrichment services were studied separately and in combination.
The study followed 255 low-income children of the age of 3 to 5 and their mothers. Some
families participated in center-based and some in home-based enrichment interventions.
A third group received a combination of both interventions for a period of two years.
Mothers attended group meetings to enhance parenting practices, which trained them to
promote child language development and problem-solving skills. In a 10-year follow-up
study, 86 percent of the childrenin the program were stillin school, compared to 67 percent
of the children in the control group. Child participants also had higher school grades and
greater self-confidence (Vegas & Santibanez, 2009).

The MENA region is a diverse region with a wide range of economic and demographic
indicators affecting ECD services. Recent up-to-date demographic and economicindicators
that are relevant to ECD in the MENA region include:

e Population growth: The MENA region has experienced significant population growth
in recent years, with an estimated population of over 558 million in 2020. This
growth has placed a strain on resources and infrastructure, including ECD services.

e Urbanization: The MENA region is highly urbanized, with over two-thirds of the
population living in urban areas. Rapid urbanization has resulted in a growing need
for ECD services in urban areas, including daycare centers and preschools.

e Economic inequality: The MENA region has some of the highest levels of economic
inequality in the world, with significant disparities between rich and poor. This has
led to unequal access to ECD services, with children from low-income families less
likely to have access to quality ECD services.

e Refugees and displaced populations: The MENA region has a large number of
refugees and displaced populations, with over 18 million refugees and 10 million
internally displaced people in 2020. These populations often face significant
challenges accessing ECD services, including language barriers, cultural differences,
and limited resources.

e Investment in ECD: While there has been some investment in ECD services in the
MENA region, funding levels remain low compared to other regions. This has led to
a shortage of trained ECD professionals, inadequate facilities, and limited access to
quality ECD services for many children.

e Gender inequality: Gender inequality remains a significant challenge in the MENA
region, with women and girls often facing limited access to education and other
resources. This can have a significant impact on ECD, with girls less likely to have
access to quality ECD services and more likely to face discrimination and
disadvantage (El-Kogali & Krafft, 2015).

Main ECD initiatives and programs
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While access to ECD services and programs varies across the world, the Arab region faces
unique challenges due to conflicts, displacement, and poverty, which hinder the provision
of quality ECD services. Here are some examples of ECD programs and initiatives in Arab
countries:

Lebanon: The Early Childhood Education Program (ECEP) is a project that aims to improve
access to quality ECD services for Syrian refugees and vulnerable Lebanese children. The
program works with local NGOs and community-based organizations to provide early
learning opportunities for children aged 3-5.

The Children's Learning Center (CLC) is a non-profit organization that provides early
childhood education to children in marginalized communities in Lebanon. The CLC also
offers training to parents and caregivers on how to support children's early learning.

Jordan: The Madrasati project is a joint initiative between the government of Jordan, the
private sector, and civil society organizations. The program aims to improve the learning
environment for children in public schools, including ECD centers. As of 2021, the program
has improved more than 1,000 schools, benefiting over 500,000 students.

The Queen Rania Foundation for Education and Development (QRF) has an early childhood
development program that works to improve the quality of early childhood education in
Jordan. The program provides training for early childhood educators, develops curricula
and assessment tools, and advocates for policies that support young children.

Palestine: The Ministry of Education and Higher Education (MOEHE) in Palestine has
launched several initiatives to promote ECD, including the National Early Childhood Care
and Development (ECCD) Strategy. The strategy aims to improve the quality of ECD services
and to provide better support to parents and caregivers.

Egypt: The Ministry of Education in Egypt has launched the "ECD Across Egypt" initiative,
which aims to improve access to quality ECD services for children in underserved areas. The
initiative focuses on developing and implementing ECD programs, building the capacity of
ECD practitioners, and raising awareness among parents and caregivers.

The Egyptian Foundation for Advancement of Childhood Conditions (EFACC)
provides early childhood education and care for children in underprivileged areas
of Egypt. They also offer training for early childhood educators and advocate for
policies that support young children and their families.

Saudi Arabia: The King Abdulaziz Center for World Culture (Ithra) has an early
childhood development program that focuses on promoting early learning and
creativity. The program includes a variety of activities and resources for children,
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parents, and educators, including an interactive exhibition, workshops, and
online resources.

United Arab Emirates: The Dubai Cares Early Childhood Development program
works to improve access to quality early childhood education in the UAE and in
developing countries around the world. The program supports the development
of early childhood education policies, provides training for early childhood
educators, and develops and implements early childhood education programs.

Yemen: The Early Childhood Development Programme in Yemen is a
collaboration between UNICEF and the government of Yemen. The program aims
to improve access to quality ECD services for children aged 0-3, and to provide
support to parents and caregivers. The program has established ECD centers in
several regions of the country and has trained over 1,000 ECD practitioners.

While there are many initiatives to promote ECD in Arab countries, there is still a
lot of work to be done to ensure that all children have access to quality ECD
services. The ongoing conflicts and crises in the region pose significant
challenges to ECD efforts, and require sustained support from the international
community.

Survival, health care, and nutrition in the MENA region

Thefirst step in healthy ECD is simply surviving early childhood. In MENA, a region
reputed for instability, conflicts, tensions, poor governance, economic failures,
and political divisions, around one in every 40 children dies in the first year of life.
Although there have been improvements over time, too many children still die of
preventable causes. Numerous dimensions of a country’s development and
children’s experiences shape early mortality. Many different inputs to children’s
early development can affect early mortality, including health and health
services, nutrition, caregivers’ child-rearing knowledge, birth timing and spacing,
and access to clean water and sanitation (Naudeau et al., 2011).

Early death represents the ultimate loss of all a child’s development potential
and the compounded effects of malnutrition and diseases. MENA’s infant
mortality rate (dying in the first year of life) of 24 deaths per thousand births is
lower than the world average of 35 deaths per thousand births (Figure 2);
however, it is higher than in East Asia and the Pacific (17 deaths per thousand
births) and Latin American and the Caribbean (16 deaths per thousand births) -
regions with income levels similar to MENA. Most of infant mortality is composed
of neonatal mortality (dying in the first month of life). MENA has fewer deaths in
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the first month of life than the world average, but its rate of 15 deaths per
thousand births means that 1 in every 67 children dies in the first month of life.

Addressing both early mortality and ECD begins during pregnancy. In MENA, 83
percent of births receive prenatal care. While this is the same as the world
average, it is substantially lower than regions with similar income levels, such as
East Asia and the Pacific and Latin America and the Caribbean, where over 90
percent of births receive prenatal care. MENA has only a 5-percentage-point
higher rate of prenatal care than Sub-Saharan Africa. Delivery with a skilled
attendant is also an important component of reducing newborn mortality and
illness. At 79 percent, the rate of deliveries handled by a skilled attendantin MENA
is substantially higher than the world average of 68 percent, but below Latin
America and the Caribbean and East Asia and the Pacific. The full immunization
of children plays an important role in reducing child mortality - diseases such as
measles are a major cause of child mortality. MENA is approaching high
immunization coverage, with 89 percent of children fully immunized against
diphtheria, pertussis, and tetanus (DPT) (UNICEF, 2014). Malnutrition, which
impairs the growth of almost a fifth of children, is a major challenge for MENA.
Stunting - being more than two standard deviations below the height of a healthy
reference child of the same age and gender - has been connected to decreased
cognition, poorer school performance, decreased productivity later in life, and
decreased income. Almost a fifth (18 percent) of children in MENA are stunted. As
a result of being stunted, children in MENA will accumulate less health and
human capital and face lower wages later in life (El-Kogali & Krafft, 2015).
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Figure 2: Neonatal and Infant Mortality by Country or Territory Deaths per Thousand Births (World
Bank)
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MENA has the fewest households with adequately iodized salt of any region,
putting children at great risk for impaired cognitive development. Micronutrients
such as Iron, vitamin A, Zinc, and lodine, play an important role in both physical
and cognitive development. lodine-deficient individuals average 10-point-lower
IQs than non-deficient individuals (Molina 2012). lodized salt is the primary
means for delivering iodine to children. At a rate of 48 percent of households with
adequately iodized salt, MENA is lower than Sub-Saharan Africa (53 percent) and
South Asia (55 percent) and falls well below the world average of 71 percent of
households having adequately iodized salt (El-Kogali & Krafft, 2015).

Social, Emotional, and Cognitive Development in the MENA region

Although it has been proven that play and interaction are important components
of ECD, children in MENA are missing out on important opportunities to develop
socially and emotionally and are at a substantial disadvantage compared to
other regions. Parents’ engagement in activities that promote learning is an
important support of cognitive development, and an important indicator of
parenting practices and the social-emotional engagement of parents with their
children (El-Kogali & Krafft, 2015).

Early childhood education and early learning play an important role in school
success. However, the MENA region is substantially underinvesting in this
important stage of education. Despite evidence that early childhood care and
education (ECCE) improves cognition and socioemotional development and
endows lifetime benefits, pre-primary gross enrollment in MENA is almost half
that of the world average. MENA’s rate of pre-primary enrollment is lower than all
other regions except Sub-Saharan Africa and is about one-third the rate of Europe
and Central Asia and Latin America and the Caribbean.

Another challenge that risks hindering the healthy development of children is
violent discipline. Violent child discipline is widespread in MENA, negatively
impacting children’s physical, psychological, and social development.
Comparing MENA countries with available data and countries in other regions
shows that MENA countries have the highest percentage of children aged 2-14
years who are violently disciplined. Yemen and the West Bank and Gaza have the
highest rates of violent discipline (out of 50 countries), with 95 percent of children
violently disciplined. Tunisia, Iraq, Algeria, Syria (pre-conflict), Morocco, and the
Arab Republic of Egypt all have high rates of violent discipline, between 79 and
93 percent. Tunisia has the 5" highest rate of violent discipline, Egypt the 8"
highest, Morocco the 11" highest, Syria the 14™ highest, Algeria the 17" highest,
and Iraq the 26 highest. Only Djibouti has a lower rate, around 38 percent and
ranks 49" in violent child discipline among the 50 countries (World Bank, 2015).

The Arab region, including Lebanon, has experienced a range of unique
circumstances that have had significant impacts on ECD. Some of these
circumstances include ongoing conflicts and political instability, economic
challenges, and natural disasters. Here are some specific examples of how these
circumstances have affected ECD in the region:
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Conflict and political instability: Ongoing conflicts and political instability in
many Arab countries have had a devastating impact on ECD. Children in these
contexts are exposed to violence, displacement, and trauma, which can lead to
toxic stress and long-term developmental challenges. For example, according to
UNICEF, in Yemen, over 12 million children require humanitarian assistance due
to the ongoing conflict, and an estimated 2 million children are out of school. This
has significant implications for their development and future opportunities.

Economic challenges: Many Arab countries, including Lebanon, have faced
economic challenges in recent years. These challenges can impact ECD in several
ways. For example, families may struggle to provide for their children's basic
needs, including food, shelter, and healthcare. Children may also be forced to
work to help support their families, which can impact their educational
opportunities and overall development.

Natural disasters: The Arab region has also experienced a range of natural
disasters, including earthquakes, floods, and droughts. These events can have
significant impacts on ECD, including disruptions to education, displacement,
and trauma. For example, in Lebanon, the 2020 Beirut port explosion destroyed
or damaged many schools, leaving thousands of children without access to
education.

There have been a number of recent research studies on ECD under crisis
situations in Arab countries. Here are some key findings from a few of them:

A study conducted in Lebanon found that exposure to violence during the Syrian
crisis was associated with lower cognitive and language development in young
children. The study recommended the provision of targeted ECD services to
support the development of affected children (Bouchane et al., 2018).

A review of ECD programs in Palestine found that despite the challenges of
ongoing conflict, there have been some successful initiatives, such as home
visiting programs and psychosocial support for parents and caregivers. The
review recommended the expansion of these programs and increased
investment in ECD (Awwad et al., 2017).

A study in Yemen found that malnutrition and exposure to violence were major
risk factors for poor ECD outcomes and recommended the integration of ECD
services into nutrition and child protection programs (UNICEF, 2020b).

A study in Iraq found that parenting programs that promote positive discipline
and parental mental health were effective in improving ECD outcomes,
particularly for children who had experienced trauma (SABER, 2016).

Samara et al. (2020) conducted a research study on the prolonged exposure of
children to the toxic stress of war trauma in the Middle East. The study aimed to
investigate the impact of war trauma on the mental health of children and the
protective factors that might reduce its impact. The study findings indicated that
war trauma resulted in toxic stress that impacted the mental health and well-
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being of children, leading to increased rates of anxiety, depression, and
behavioral problems.

Save the Children's research in 2017 on toxic stress and the impact of six years of
war on the mental health of Syria's children found that the conflict in Syria has
caused high levels of trauma and toxic stress among children, which has had a
severe impact on their mental health and well-being. The report stated that
children in Syria have experienced high levels of exposure to violence, loss, and
displacement, which have resulted in increased rates of anxiety, depression, and
other mental health problems.

UNICEF's report on the status of children in Yemen, Iraq, Syria, and Lebanon
found that children in these countries have been exposed to high levels of
violence, displacement, and conflict, resulting in significant psychosocial distress
and mental health problems. The report highlighted the need for urgent
interventions and programs to address the mental health and well-being of
children affected by the crisis (UNICEF, 2023).

Overall, this brief overview of these studies highlight the importance of targeted
ECD interventions in crisis situations, particularly those that address the needs of
both children and their caregivers. They also underscore the need for continued
investment in ECD programs in Arab countries affected by conflict and crisis.

Lebanon is currently amid an escalating humanitarian emergency arising from
the compounding effects of three concurrent crises: massive economic collapse,
the August 4 ammonium nitrate blast at the Port of Beirut, and the COVID-19
pandemic. These crises come in the background of a complex local and regional
geopolitical context, including a confessional political establishment
characterized by endemic corruption and generating entrenched structural
inequalities; a long history of foreign occupations and recurrent incursions that
have had lasting impacts on critical infrastructures and stability; ongoing foreign
influences that have rendered Lebanon a proxy battleground and continue to
destabilize; the issue of over 540,000 Palestinian refugees in Lebanon, highly
vulnerable and denied the most basic of rights, continuing to fuel social tensions;
and the effects of a decade-long conflict in neighboring Syria, which has seen the
influx of over 1.5 million refugees into Lebanon, straining services and
infrastructures and exacerbating an already tense social environment in the
country.

With more than half the population now living in poverty, a generation of children
are among those at risk. UNICEF has warned that children are the worst hit, with
every aspect of their lives including health and safety at risk and their futures at
stake. Urging immediate action, Save the Children recently warned that with the
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complex humanitarian crisis in Lebanon worsening by the day, “time is running
out” for Lebanon’s children (Save the Children, 2023).

Demographic and economic indicators that are directly affecting ECD services in
the country:

Population growth: Lebanon has experienced steady population growth over the
past decade, with an estimated population of 6.5 million in 2021. This growth has
placed a strain on resources and infrastructure, including ECD services.
Economic crisis: Lebanon is facing an ongoing economic crisis, with high
inflation, unemployment, and a significant decline in the value of the local
currency. This crisis has led to a shortage of funding for ECD services, and many
families are struggling to provide basic needs for their children.

Political instability: Lebanon is facing a prolonged period of political instability,
which has had a significantimpact on the provision of ECD services. The lack of a
stable government has made it difficult to implement policies and programs that
support ECD.

Refugee crisis: Lebanon is home to over 1.5 million refugees, including over
900,000 Syrian refugees. This crisis has placed a significant strain on resources,
including ECD services, and has led to overcrowding in schools and daycare
centers.

Gender inequality: Gender inequality remains a significant challenge in Lebanon,
with women and girls often facing limited access to education and other
resources. This can have a significant impact on ECD, with girls less likely to have
access to quality ECD services and more likely to face discrimination and
disadvantage.

COVID-19 pandemic: The COVID-19 pandemic has had a significantimpact on ECD
services in Lebanon, with many centers and schools closing down temporarily or
permanently. This has led to a significant disruption in early childhood education
and care.

These changes, in addition to the 4th of August historical blast, have had a
profound impact on children's lives in Lebanon, with many experiencing poverty,
food insecurity, lack of access to education and healthcare, and trauma. The
challenges have been compounded by the COVID-19 pandemic, which has
disrupted education and other services for children. Many children are at risk of
falling behind academically, experiencing emotional and behavioral difficulties,
and suffering from physical and mental health problems. The ongoing economic
and political challenges facing Lebanon make it difficult to address these issues
effectively and ensure that all children have access to the resources and support
they need to thrive (UNICEF, 2020a).

Demography
The main demographic data for Lebanon are as follows (World Bank, 2022):

Population: According to the World Bank, the estimated population of Lebanon
in 2021 is 6.5 million.
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Age structure: The age structure of Lebanon's population is relatively young, with
a median age of 31 years. The percentage of the population under 15 years old is
23.5%, while the percentage over 65 years old is 9.8%.

Gender: The population is nearly evenly split between males and females, with
females accounting for 49.5% of the population.

Ethnicity: Lebanon has a diverse population, with no official census on ethnicity.
However, estimates suggest that the population is roughly divided into 4 main
groups: Sunni Muslims, Shia Muslims, Maronite Christians, and Greek Orthodox
Christians.

Religion: Lebanon has 18 officially recognized religious groups. The majority of
the population is split between Christianity and Islam, with smaller minority
groups such as Druze and Jews.

It is important to note that demographic data in Lebanon can be difficult to
accurately measure due to the country's history of political and social conflict, as
well as the lack of recent official census data.

Economic trends

Up until 2019, Lebanon was an upper-middle-income country with a gross
domestic product per capita of about 51.99 billion USD in 2019 and decreasing to
$21.8 billionin 2021 (in current US Dollars). (Statista, 2021). The average life
expectancy at birth in 2021 was 79 years, which was a substantial improvement
over the 1990’s life expectancy of 70 years. Overall, Lebanon ranks 92 out of 189
countries with comparable data in the 2021 Human Development Index (United
Nations Development Reports, 2021).

Since then, the economic situationin Lebanon has become challenging, with high
inflation, currency devaluation, high unemployment, and widespread poverty.
These factors have had a significantimpact on the lives of many Lebanese people,
including children and families, and have made it more difficult to support early
childhood development.

Some of the key economic trends in Lebanon include:

Inflation: Lebanon has experienced high inflation, with an annual rate of
inflation of around 84% in 2020. This has led to a significant increase in the cost
of living for many Lebanese people.

Currency devaluation: The Lebanese pound has lost around 90% of its value
since the crisis began in late 2019. This has made it much more difficult for
Lebanese people to access foreign currency and has led to shortages of basic
goods.

Unemployment: The unemployment rate in Lebanon has risen significantly since
the start of the crisis. According to the World Bank, the unemployment rate was
around 35% in 2020.
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Poverty: The economic crisis has pushed many Lebanese people into poverty.
According to the United Nations, the poverty rate in Lebanon rose from 28% in
2019 to over 55% in 2020.

External debt: Lebanon has one of the highest external debt levels in the world,
with external debt estimated to be around 180% of GDP in 2020 (UNICEF, 2022a).

Education has been significantly impacted by the changes and challenges in
Lebanon in recent years. The key aspects of the current education sector are
school closures, funding shortages, refugee education, education quality
and brain drain (Government of Lebanon and the United Nations, 2022).

1. Schoolclosures: Dueto the COVID-19 pandemic, schoolsin Lebanon were
closed for an extended period, and students had to switch to remote
learning. This disruption has affected children's learning outcomes and
has highlighted disparities in access to technology and resources.

2. Funding shortages: The economic crisis in Lebanon has led to funding
shortages for education, including a lack of resources for schools and low
pay for teachers. This has led to overcrowded classrooms and limited
access to quality education.

3. Refugee education: Lebanon is home to a large number of refugees,
including many children, who face significant barriers to accessing
education. Many refugee children are out of school or have limited access
to education due to financial, logistical, and legal barriers.

4. Education quality: Even before the recent crises, Lebanon faced challenges
in providing quality education to all students, including outdated
curriculum, inadequate facilities, and limited access to technology.

5. Braindrain: Many Lebanese teachers and educators have left the country in
recent years, seeking better opportunities abroad. This has contributed to
a shortage of qualified teachers and has further impacted the quality of
education.

These factors have contributed to a challenging education landscape in
Lebanon, with many children facing barriers to accessing quality education.
There is a need for increased investment in education, improved
infrastructure and resources, and targeted interventions to address the
specific needs of marginalized and vulnerable children, including refugees.

Many international organizations have conducted several studies on education
in Lebanon in recent years, highlighting the challenges and opportunities facing
the education sector.

For instance, "Education and Fragility in Lebanon: Addressing the Challenges of
Access, Quality and Relevance" is a report that was jointly authored by the United
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Nations Children's Fund (UNICEF), UNESCO Beirut, and the World Bank. The
report was published in 2016 and provides an analysis of the challenges facing
the education systemin Lebanon, with a focus on the impact of the Syrian refugee
crisis on access, quality, and relevance of education. The report identifies key
challenges and provides recommendations for improving the education system
in Lebanon, particularly in the context of fragility and conflict. "The Status of
Girls' Education in Lebanon" is a report that was jointly authored by the United
Nations Children's Fund (UNICEF) and the United Nations Girls' Education
Initiative (UNGEI). The report provides an analysis of the challenges facing girls'
education in Lebanon, including barriers to access and completion of education,
as well as gender-based violence in schools.

"Early Childhood Education in Lebanon: Status, Challenges and Opportunities" is
a report that provides an overview of the state of early childhood education
(ECE) in Lebanon. The report was published by the Issam Fares Institute for
Public Policy and International Affairs at the American University of Beirut in
collaboration with the UNICEF Lebanon Country Office in 2015.

The main aspects tackled in these studies can be listed as follow:

1. Access to education: Despite efforts to improve access to education, there
are still significant disparities in access, particularly for vulnerable and
marginalized children, including refugees and children with disabilities.

2. Quality of education: The quality of education in Lebanon is affected by
several factors, including inadequate infrastructure, outdated curriculum, a
shortage of qualified teachers, and insufficient resources.

3. Genderdisparities: While girls' education has improved in recent years, there
are still significant gender disparities in access to education, particularly in rural
areas.

4, Early childhood education: There is a need for greater investment in early
childhood education, particularly for disadvantaged children who are at risk of
falling behind in their cognitive and social development.

5. Higher education: While Lebanon has a relatively high level of higher
education enrollment, there are concerns about the relevance and quality of
higher education, particularly in terms of preparing graduates for the job
market.

UNESCO continues to monitor and report on education in Lebanon, particularly
in light of the ongoing crises affecting the country. UNESCO's recent reports on
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education in Lebanon focus on the impact of the COVID-19 pandemic on
education, including school closures, remote learning, and the challenges faced
by vulnerable and marginalized children. UNESCO also provides technical
assistance and support to the Lebanese government in strengthening the
education system and improving access, quality, and relevance (UNESCO,
2021a).

Allthese studies and others, suggest that there is a need for increased investment
in education in Lebanon, particularly in improving access, quality, and
relevance. There is also a need for targeted interventions to address the specific
needs of vulnerable and marginalized children, and to ensure that education is
inclusive and equitable.

In Lebanon, there are various social protection services and actors involved in
providing ECD services to children and families. Some of these actors include:

Government: The Lebanese government plays a role in providing social
protection services to children and families, including those related to ECD. The
Ministry of Social Affairs is responsible for implementing social welfare policies
and programs in the country, including early childhood development programs.
NGOs: Non-governmental organizations (NGOs) also play a significant role in
providing ECD services to children and families in Lebanon. These NGOs include
organizations such as UNESCO, Save the Children, UNICEF, and Caritas, among
others. They provide a range of ECD services, including parenting support, child
protection, and early childhood education.

Municipalities: Municipalities in Lebanon also have arole to play in providing ECD
services. They can support ECD programs by providing access to community
spaces, such as parks and community centers, and by partnering with NGOs and
other organizations to provide ECD services.

Local communities: Local communities and families play a crucial role in
supporting ECD in Lebanon. They can provide support to parents and caregivers,
share knowledge and resources related to ECD, and help create a supportive
environment for young children.

There has been significant efforts conducted by funded programs and NGOs on
ECD in Lebanon over the past few years.

The Arab Network for Early Childhood Development (ANECD) conducted a study
on the "State of Early Childhood Development in Lebanon" in 2018, which
examined the policy and programmatic landscape for ECD in Lebanon, as well
as the challenges and opportunities for promoting ECD.
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The American University of Beirut (AUB) has conducted several research projects
on ECDin Lebanon,including studies on the impact of early childhood education
programs on children's cognitive and socio-emotional development, the effects
of parental involvement on children's school readiness, and the role of ECD
programs in promoting gender equality.

UNICEF Lebanon has conducted a study on "Child Poverty and Deprivation in
Lebanon," which examined the extent and nature of poverty and deprivation
among children in Lebanon, as well as the impact on children's health,
education, and well-being.

The International Rescue Committee (IRC) has conducted a study on "Early
Childhood Development in Emergencies: Lessons from the Lebanon Crisis,"
which examined the challenges and opportunities for promoting ECD in the
context of the Syrian refugee crisis in Lebanon.

The Higher Council for Childhood (HCC) which operates under the wings of the
Ministry of Social Affairs and is responsible for the protection and promotion of
the rights of children in the country. According to the HCC's 2020 report on the
impact of the economic crisis on children, the crisis has led to reduced access to
health care for many children in Lebanon, particularly in rural areas. The report
also noted that malnutrition rates among children have increased, with around
30% of children under the age of five in Lebanon experiencing stunted growth.
UNICEF and UNESCO have produced several reports on the struggles with
accessible services to health, social, education, and child protection services for
both Lebanese children and Syrian refugee children in Lebanon. Here are some
of the key findings:

UNICEF's "Back to School" report for 2020-2021 found that approximately
354,000 children (36% of school-aged children) were out of school in Lebanon,
with Syrian refugee children being the most affected. Barriers to education
include poverty, lack of documentation, distance to school, language barriers,
and discrimination.

UNICEF's "Humanitarian Action for Children" report for 2021 highlights the
challenges facing children's health and nutrition in Lebanon. The report notes
that 30% of children under the age of five suffer from stunting, and access to
basic health care remains limited for many vulnerable children.

UNICEF's "Child Protection in Emergencies" report for 2020 highlights the high
prevalence of child marriage and child labor in Lebanon, particularly among
Syrian refugee children. The report also notes that children are at risk of abuse,
exploitation, and violence, with limited access to child protection services.
UNESCO's "Social Protection for All" report for 2020 highlights the need for
greater investment in social protection programs in Lebanon, particularly for
vulnerable and marginalized children. The report notes that poverty rates are
high among both Lebanese and Syrian refugee children, with limited access to
social safety nets.

It's worth noting that the data and statistics available on childhood issues in
Lebanon may be limited or outdated, due in part to the challenges of collecting
and analyzing data in the country's complex and often volatile context.
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Overall, these reports highlight the challenges facing vulnerable children in
Lebanon, particularly in terms of access to education, health care, child
protection, and social protection services. The reports also emphasize the
urgent need for increased investment and support to address these challenges
and promote the well-being of all children in Lebanon.

Lebanon’s figures of some ECD indicators [box]

6 per 1000 infant mortality rate

4 per 1000 neonatal mortality rate

7 per 1000 of under-five mortality rate

62 percent of children aged 36-59 months attending an early childhood education
rogram

29 percent of children under age 5 who have 3 or more children's books

16 percent of children under age 5 who play with 2 or more types of playthings

9 percent of children under age 5 left alone or under the supervision of another child
younger than 10 years of age for more than 1 hour at least once per week
° 41 percent early initiation of breastfeeding
° 11 percent continued breastfeeding (20-23 months)

® 6 6 T o o o o

(Lebanon - Demographics, Health & Infant Mortality - UNICEF DATA)

Household wealth and mother’s and father’s education are strongly associated
with births having prenatal care in Lebanon. Births in the poorest fifth of
households have an 89 percent chance of prenatal care, while births in the
richest fifth of households have a 100 percent chance. There are large
differences based on mother’s education. While a birth to a mother who is
illiterate has an 80 percent chance of receiving prenatal care, a mother even just
being able to read and write increases the chance to 91 percent, and secondary
or higher educated mothers have a 99 percent chance of receiving prenatal care.
There are similar differences based on the father’s education as well. After
accounting for multiple characteristics, births in the third through richest fifth of
households are more likely to receive prenatal care than births in the poorest
fifth of households. Having a mother with primary or greater education increases
the chance of a birth receiving prenatal care, as does having a father who can
read or write or who has preparatory or greater education. Given the nearly
universal prevalence of skilled attendants at delivery, it is neither necessary nor
possible to identify factors affecting access to these services (El-Kogali & Krafft,
2015).
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In Lebanon, almost all births received prenatal care and were attended by a
skilled health professional. Addressing both early mortality and ECD begins
during pregnancy. Around 95 percent of births received prenatal care from a
health professional, and 98 percent of births were attended by a health
professional (Figure 3). Lebanon has been doing well on delivery care for
decades; in 1995, the rate was already at 98 percent (World Development
Indicators). Lebanon is well above the current regional average for delivery care
of 79 percent (UNICEF 2014).

Prenatal care

Skilled attendant at delivery
Mortality in first month
Mortality in first year

Fully immunized {(age 1)

Stunted (age 0-4)

1
] 10 20 30 40 50 60 70 80 90 100
Percentage of children

Figure 3: Selected ECD indicators’ rates for Lebanon

The immunization of children plays an important role in preventingillnesses and
reducing mortality (Molina, 2012). Yet Lebanon is far from full immunization
coverage. Children are considered fully immunized if they have received
immunizations for all six major preventable childhood diseases: tuberculosis,
diphtheria, whooping cough, tetanus,5 polio, and measles. Data were not
available in the PAPFAM (Pan Arab Survey for Family Health) survey on tuberculosis
vaccine coverage, so the rate of full immunization is calculated based on the
other immunizations. Children should be fully immunized by 12 months of age;
this analysis focuses on children 12-23 months to allow for optimal parental
recall. In Lebanon, only 51 percent of children 12-23 months are fully
immunized. Measles, in particular, has a low coverage rate at only 51 percent.
Additionally, 80 percent of children 12-23 months have received the third DPT
(diphtheria, pertussis, tetanus) dose, and 83 percent have received the third
polio dose. Looking at more recent (2010) data, vaccination rates have, if
anything, deteriorated: only 74 percent of children received the third polio or
DPT doses, and 53 percent received the measles vaccine (World Development
Indicators).

Nutrition plays animportantrole in children’s healthy development. In Lebanon,
16 percent of children are stunted (Global Nutrition Report, 2020). In terms of
weight-for-age, 4 percent of children in Lebanon are underweight (-2 standard
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deviations or lower). In terms of weight-for-height, 6 percent of children are
wasted (-2 standard deviations or lower). Ninety-two percent of children under
the age of five live in a household with sufficiently iodized salt (World
Development Indicators). Micronutrients such as Iron, vitamin A, Zinc, and
lodine play an important role in both physical and cognitive development.
Reaching the remaining 8 percent of children can save them from the risk of
impaired cognitive development due to the absence of iodine in their diets.

Female and male children have similar chances of being stunted. However,
stunting is higher in the poorest (15 percent) and second poorest wealth
quintiles of households (12 percent) than in the third, fourth, and richest wealth
quintiles (8-9 percent).

A local study (Samaha & Hawi, 2017) shows that more than half of the Lebanese
children from 6 to 11 years (59.3 percent) exceeded the recommended daily
screen time. Within their cohorts, more boys exceeded the recommended screen
time (63.5 percent) than girls (54.7 percent). Also, more children enrolled in the
English-based educational curriculum (67.7 percent) exceeded the two hours
limit in comparison with children enrolled in French based educational
curriculum (56.3 percent).

The prevalence of exceeding the two hours of recommended screen time per
screen media parenting practice and non-electronic activities. For instance,
about one fifth of parents (20.4 percent) reported that they reward their child’s
good achievement by allowing screen media use and 64.1 percent of the children
of this category of parents exceeded 2 h per day of screen time compared to 35.0
percent of parents who reported they “sometimes” reward their child with 62.5
percent of the children of this category of parents exceeding the
recommendation. Only 29.5 percent of households do not punish their child’s
bad achievement/behavior by prohibiting screen media use. These two
disciplinary parenting practices had positive relationship with screen media use.
For non-electronic activities, 55.1 percent of parents reported that their child did
not meet the recommendation of at least one hour of physical activity per day
and 57.5 percent of the children of this category exceeded the recommended
daily screen time (Samaha & Hawi, 2017).

In 2000, Lebanon passed Law 220 that, among other things, guaranteed disabled
individuals the right for an education free from discrimination, as well as equal
opportunities within private and public educational institutions. Yet, in the near
two decades since the law was passed, an implementation decree has not been
developed or agreed on by relevant ministries. While there are signs that this
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could change in the future, current progress is slow, and on a structural level,
the educational system in Lebanon continues to exclude and discriminate
against special needs students. For students who do manage to enroll in
schooling, and whose families can afford the added costs imposed on them,
there is an additional barrier to face: the lack of accommodation in the Lebanese
national curriculum for special needs students. It is up to the schools themselves
to adapt the curriculum to suit specific needs.

Due to the lack of data on the overall number of children with disabilities in
Lebanon, it is impossible to give a scale to this problem. By the World Bank’s
estimate, worldwide at least 5 percent of children aged between one and 14
have a disability; using that metric, Human Right Watchestimates that, on the
conservative side, there could be around 45,000 disabled children in Lebanon.
However, the government agency charged with registering people with
disabilities have just 8,558 children on file - perhaps because Lebanon does not
consider some conditions - such as high-functioning autism, misophonia, and
pathological demand avoidance - as disabilities.

The Ministry of Social Affairs (MOSA), NGOs, and INGOs have been joint reports
and studies conducted in Lebanon on children with disabilities:

MOSA and the United Nations Development Programme (UNDP) conducted a
study on "Mapping of Social Protection Schemes for Persons with Disabilities in
Lebanon" in 2021. The study aimed to identify gaps and challenges in the
provision of social protection services for persons with disabilities in Lebanon.
The Lebanese Physical Handicapped Union (LPHU) conducted a study on
"Access to Education for Children with Disabilities in Lebanon" in 2020, which
examined the challenges and barriers to accessing education for children with
disabilitiesin Lebanon, as well as the policies and programs in place to support
their inclusion in mainstream schools.

Handicap International (now known as Humanity & Inclusion) conducted a
study on "Barriers to Accessing Health Care for Persons with Disabilities in
Lebanon" in 2019, which examined the challenges and barriers faced by
persons with disabilities in accessing health care services in Lebanon.

World Vision Lebanon conducted a study on "Inclusion of Children with
Disabilities in Early Childhood Development Programs in Lebanon" in 2018,
which examined the extent to which ECD programs in Lebanon are inclusive of
children with disabilities, as well as the barriers and challenges to their
inclusion.

Special needs students in Lebanon continue to face social, financial, and
physical barriers to education. Changing this is important, as investment into
special education leads to positive spillovers, through job creation and
increasing the opportunity for children with special needs to reach their full
potential as adults. All in all, greater efforts should be made to promote an
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inclusive education system for all children in Lebanon (Darwich-Houssami,
2019).

Early Childhood Care and Education (ECCE) is provided by a mix of public and
private nurseries and kindergartens. Nurseries are primarily private, while pre-
primary school is a mix of public and private (Kaloustian, 2012).

Percentage of enrolment in pre-primary education in private institutions in
Lebanon was reported at 74.7 % in 2019, according to the World Bank collection
of development indicators, compiled from officially recognized sources.

Total kindergarten enrollment rates for three-to six-year-olds are 96 percent in
Mount Lebanon, 85 percentin Beirut, and 83 percent in Bekaa; however, they are
71 percentinthe North, 73 percentin Nabatieh, and 61 percentin the South. This
generally coincides with rates of poverty and income; the South and North have
the highest poverty rates. In brief, children in Lebanon have high chances of
early health care (prenatal and delivery care) and low chances of dying in the
first month or year of life. However, as they grow older, children face several
threats to their development, including low immunization rates and a
substantial chance of being stunted. Additionally, children face unequal
chances of healthy early development based on their circumstances, with the
poorest children and those with the least educated mothers particularly at risk.
Children are also likely to face unequal chances to be school-ready, given
differences in access to ECCE. More needs to be done to ensure that children can
develop successfully and equitably throughout their early years. Additional and
more frequent data on children’s development in Lebanon could also play a
crucial role in assessing other areas where children’s development is threatened
and tracking progress in addressing these gaps (UNICEF, 2022b).

Lebanon is in the throes of an overt humanitarian emergency, the impacts of
which will be felt for generations.

Economic Crisis

The current situation is widely described as the worst economic crisis in
Lebanon’s turbulent modern history. The World Bank has reported that the
economic and financial collapse is among the most severe globally since the
mid-19" century. The World Bank has warned that poverty in Lebanon will
continue to worsen, likely surpassing half of the population by mid-2021, and
that the country faces an arduous and prolonged recession. Many report that the
current situation is worse than experiences during Lebanon’s 15-year civil war.
Food and medication shortages are now widespread. Many subsidized goods,
including medications, are reportedly being smuggled out of Lebanon, further
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exacerbating supply-chain shortages. The oil and gas sector is nearing collapse.
Petrol is scarce and the black-market price soaring (ESCWA, 2021).

Imminent lifting of subsidies on essential items, combined with ongoing
currency devaluation, will see further diminishing of purchasing power. Lifting
of subsidies on fuel has also sparked concerns that Lebanon will soon literally
be left in the dark, with electricity supplies at risk. As of July 2021, fuel shortages
have led to widespread power blackouts, with ongoing electricity cuts lasting up
to 22 hours per day affecting all the sectors of the country (ESCWA, 2021).

The healthcare system has been ravaged, and further compromised by brain
drain. One in five doctors are believed to have either already left the country or
intend to do so. Oxygen to support patients on breathing aid was in short supply
in hospitals, and tons of oxygen had to be shipped in from Syria. Social tensions
have soared, and violence and petty crimes have increased. Mental health
professionals describe a collective psychological trauma.

Due to sensitivities around sectarianism and population demographics,
Lebanon has not conducted a national census since 1932. The World Bank
estimates that of Lebanon’s population (estimated at 6.85 million in 2021), 1.75
million are children aged 0-14 years. Hosting the largest number of refugees per
capita, United Nations High Commissioner for Refugees (UNHCR estimates that
Lebanon houses around 488,000 school-aged (3-18 years old) Syrian refugee
children, around 121,380 Palestinian children (0-17 years old), and more than
5,000 Iraqi children, in addition to children of other nationalities, such as
Sudanese and Ethiopian. Lebanese, refugee, and migrant children alike have
been impacted by the recent crises in the country (UNICEF, 2023).

Covid19: A stress over stress

Following the first documented COVID-19 case on 21 February 2020, Lebanon
implemented early and aggressive strategies that, until mid-2020, generally
succeeded in containing COVID- 19 spread. Lebanon imposed several short
partial lockdownsin late 2020 which were poorly enforced, had poor compliance
and met with strong resistance from businesses and lobby groups. With no social
security benefits or income support, informal workers, who comprise an
estimated 55 percent of the overall workforce and 95 percent of the non-
Lebanese workforce, were unable to earn a wage, causing unprecedented
hardships. In a bid to boost the economy and encourage expatriate return and
spending over the end of year holiday period, Lebanon eased restrictions and
opened up on 17 December 2020, several days before a nationwide lockdown
was due to end. Early 2021 consequently saw a massive resurgence in COVID-19
case numbers, with Lebanon reporting at the time the Eastern Mediterranean
region’s highest daily case numbers per million population and record daily
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death tolls. PCR test costs and accessibility reportedly generated significant
social disparities in test uptake, with official case statistics believed not to be
reflective of the true disease burden and distribution. A strict 6-week total
lockdown, including a national 24-h curfew, was imposed to control the
outbreak. COVID- 19 vaccination commenced on 14 February 2021, with first
vaccines administered to priority groups, including healthcare workers and the
elderly. Despite close coordination between the Lebanese Ministry of Public
Health and WHO-Lebanon to centralize management of the COVID-19
vaccination program, corruption has also plagued the vaccine rollout, with
reports of politicians securing and unofficially importing vaccines into the
country for distribution to their loyalists and sectarian constituencies (Abouzeid
et al., 2021; Yoshikawa et al., 2020).

The situation drastically reflected on nurseries, kindergartens and schools who
were obliged to close for several weeks and thus face budgetary problems due
to the concurrent steep money devaluation of families’ income and power
purchase, which severely declined to nearly 10% of its original value in 2019
(Prensa Latina, 2022).

The synergy of Covid 19 spread and fiscal crisis led to the deterioration of health
services in Lebanon. Hospitals and healthcare facilities are only accepting
patients in need of emergency care and delaying routine operations. The
situation compromises children’s timely and appropriate access to health
services and increases their risk of morbidity and mortality (Hamadeh et al.,
2021).

Beirut Blast

The Beirut Port blast on 4 August 2020 occurred due to the explosion of up to
2,750 tons of highly explosive ammonium nitrate that was illegally stored at the
port, and which senior government figures had reportedly known of for years.
The largest non-nuclear explosion in the 215t century, the blast left over 200 dead
and around 6,500 injured, and it severely damaged around 40 percent of Beirut,
crippled businesses and destroyed lives and livelihoods. With extensive damage
to health infrastructures, the already stretched health system and its health
workers were overwhelmed. In the absence of state support or a coordinated
government response, the Lebanese population were left to drive clean-up
efforts themselves - including many young people taking to the streets with
brooms and dustpans to remove debris - and left grappling with the
psychological impacts of yet another crisis. Psychologists reported that the
explosion triggered memories of the 1975-1990 civil war among older Lebanese,
many of whom had never dealt with their traumas and hence did not know how
to support their children following the blast. Humanitarian needs have since
increased across the country, including in areas not directly affected by the
explosion but experiencing the compounding impacts of the economic collapse,
COVID-19, and port disruption. Needs have also soared among already
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vulnerable groups, including Syrian refugee households, nine out of ten of which
reportedly now live in extreme poverty, and other foreign nationals (Abouzeid et
al., 2021).

Even prior to the Beirut blast, which left at least 183 schools damaged and is
estimated to have affected access to learning and education support for more
than 85,000 children and youth, it was reported that 1,600 schools would close
due to the economic crisis and many children had been withdrawn from schools
due to economic hardship (ACAPS, 2022).

COVID-19 has further impacted educational access and uptake, with school
closures in March 2020 estimated to have interrupted the education of more than
1.2 million children enrolled in private, public and United Nations Relief and
Works Agency for Palestine Refugees. (UNRWA) schools and ~30,000 children and
youth enrolled in non-formal education. A remote online learning strategy was
implemented by the Ministry of Education and Higher Education for all private
and public schools. It is estimated that in 2019-20, children received a maximum
of 11-18 weeks of schooling delivered by any modality (of 31-33 weeks in a
traditional school year), and this figure is lower for Syrian children. Remote
learning participation rates have varied considerably across governorates, grade
levels and student populations, mirrored by inequities in access to internet,
computer facilities and electricity. It is estimated that at least one in four children
in Beirut are now at risk of dropping out of school and 40 percent of school aged
Syrian refugee children are not enrolled in any type of learning.

It is reported that as of March 2021, 15 percent of 1,244 households surveyed by
United Nations Children's Fund (UNICEF) had stopped their children’s education.
Access to education is further threatened by the imminent lifting of subsidies,
with many children likely to either be transferred from private to public schools
and others likely to forgo education completely as spending on food is prioritized
over schooling, and as others are forced into child labor to support household
incomes (Abouzeid et al., 2021).

The direct health impacts of Lebanon’s multiple crises on children are
pronounced and include an increased number of children aged under 5 years
with acute malnutrition. UNICEF reported that in March 2021, 30 percent of
families in 1,244 households, had at least one child who skipped a meal or went
to bed hungry, and 77 percent of all households indicated that they did not have
enough food or enough money to purchase food (UNICEF, 2023).
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Access to safe water is increasingly an issue, with 20 percent of households
reporting insufficient drinking water. There have also been marked reductions in
uptake and coverage of routine child immunizations, with a 43 percent decrease
reported in private clinics, a 31 percent decrease at the national level, and 77
percent of pediatricians reporting a decrease in routine immunization between
October 2019 and April 2020 compared with the same period in the preceding
year. UNICEF reported that 30 percent of children are not receiving the primary
health care they require, and 76 percent of households are impacted by soaring
medication prices. “Period poverty” is also increasing with two-thirds of
adolescent girls having no means of purchasing sanitary products, and many
resorting to other measures to manage their periods, including newspaper, old
rags, baby diapers or not leaving the house (Hamadeh et al., 2021).

The health impacts of the Beirut blast on children are profound: more than 1,000
children were injured, 100,000 had their homes either completely or partially
destroyed, and children from areas both near and far from the blast epicenter are
experiencing psychological impacts related to trauma from the blast. Physical
and mental health problems are projected to continue to increase among
children in Lebanon. Refugee and vulnerable children experience additional and
psychosocial concerns, including, among Syrian refugee boys, a fear of violence
and being targeted by the Lebanese authorities and surrounding communities
and fear about their future in Lebanon given the political and economic
breakdown. Among working refugee boys of school age, the stress of being the
sole breadwinners and fears that the economic situation may force them to
engage in illegal activities such as drug dealing, and weed cultivation are
described. Negative coping mechanisms pose further health risks, with reports of
alcohol and drug misuse among children of all nationalities in Lebanon, adopted
as strategies to relieve the pressures of the pandemic and the economic crisis
(Abouzeid et al., 2021).

In sum, the socioeconomic environment is a fundamental determinant of ECD
and, in turn, ECD is a determinant of health and well-being across the balance of
the life course. The current crises engulfing Lebanon present a range of health,
economic and social challenges that threaten the well-being of a generation of
children.

These crises are not expected to be rapidly resolved due to the dysfunctional
power sharing, deep-seated sectarian divides, and the scars of Lebanon’s history
of conflict and its ongoing leaders’ abuses.

The Lebanese people, and in particular the children of Lebanon, can be rescued
only through rigorous political reform that demands merit-based and
transparent governance and a political agenda that strengthens institutions and
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infrastructures, allows a life of dignity, and protects the rights and well-being of
all.

Early Childhood Development Index 2030 [box]

In 2015, early childhood development became part of the Sustainable Development Goals
(SDGs). These global goals include a commitment to ensure that, by the year 2030, all
children will have equitable access to quality early childhood development and early
learning opportunities.

SDG indicator 4.2.1 was chosen to specifically monitor the impact of government action
towards this target, and UNICEF was tasked to lead the development of a measure to track
progress.

That same year, UNICEF initiated a process of methodological development that involved
extensive consultations with experts, partner agencies and national statistical authorities.
Over the following five years, a sequence of carefully planned technical activities were
executed, incorporating both qualitative and quantitative methods to identify the best
items to measure indicator 4.2.1. This process led to the development of the ECDI2030.

The ECDI 2030 captures the achievement of key developmental milestones by children
between the ages of 24 and 59 months. Mothers or primary caregivers are asked 20
questions about the way their children behave in certain everyday situations, and the skills
and knowledge they have acquired.

The ECDI 2030 addresses the need for nationally representative and internationally
comparable data on early childhood development, collected in a standardized way. The
module can be integrated into existing national data collection efforts. It is accompanied
by standard guidance and a framework for technical assistance to support
implementation. And because the data can be disaggregated by key demographics and
subnational areas, the use of this measure can also help advance the SDG commitment to
leave no one behind.

The ECDI 2030 questionnaire has been translated into multiple languages and, in addition
to English, is available in Arabic and French.

Source: https://data.unicef.org/resources/early-childhood-development-index-2030-ecdi2030/

The FGD conducted in each of the five Governorates where experts interviewed five
caregivers, five parents, and five teachers from different areas. Before each 25-to-30-
minute interview, consents and discussions on the interview’s objectives were
discussed with the interviewees. Thus, three FGDs were conducted in each
Governorate where set of guided interview questions were prepared ahead of time
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focusing on assessing the status of ECD in Lebanon. The interviews, conducted in
Arabic language, were recorded, coded, and transcribed (check appendix 4). In the
following section, a summary of each interview is discussed. The researcher made
sure not to ask questions about information that might embarrass the interviewees.
As mentioned in Hajal (2018), Creswell provided the researchers several ethical issues.
A summary of the ethical issues was as follow:

-don’t push participants at risk;

-gain the permission of individuals in authority;

-respect research sites so that the sites are left undisturbed after research study;
-collect data so that all participants and not only an experimental group, benefit from
the treatment;

-means such as authority need to be considered for reciprocating between the
research

and the participants;

-anticipate the possibility of harmful information being disclosed during the data
collection process such as parental abuse.

The data collected from the discussions were manually coded and categorized. The
researcher started analyzing the discussions from each transcription. Transcriptions
from the field notes in separate centers were thoroughly studied and chunks of coded
sections were grouped. Thus, the researcher coded all the common characteristics
observed in the discussion from each of the FGD.

Therefore, data was gathered from the comparison between what was reported by
each of the teachers, parents, and healthcare givers in each of the 5 governorates. All
these helped in fulfilling the purpose of the research which was to assess the early
childhood care and development situation of young children and their families during
the multi-dimensional crisis in Lebanon.

The group members were forced to make changes to their teaching methods in the
recent years because the crisis reflected significantly on the parents and students. The
online teaching method made the students more dependent on their parents. The
utilization of teaching videos was both time consuming and counterproductive due to
the difficulty in finding content that best clarifies the concept being explained.
Another issue with the migration to online teaching was the failure to achieve full
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quorum on time because students found numerous excuses to justify their delay or
absence. Moreover, it became difficult to evaluate competencies given that parents
were the ones solving tasks rather than students. There was a difficult learning curve
for teachers who relied on teaching methods that did not incorporate such
technologies. The length of the Zoom session was far less than the actual class
session. The students were not serious in their approach to online learning. The
challenge was close to impossible for Syrian students given the unavailability of
laptops and the dependency of the entire family on the same smartphone. The crisis
imposed many restrictions on what was before abundantly available for students.
This lack of leisure exercises and activities produced more passive, lazy, and angry
individuals than what used to be observed before. Competencies that require in-
person supervision were not acquired. The number of students exhibiting learning
difficulties increased significantly after students got back to school following months
of online learning. The teachers suggested a reformation in the adopted curriculum
that takes into consideration the challenges that Lebanese students might face
throughout the school year (power cuts, internet loss, paper shortage, behavioral
changes...) and provide ways to navigate these difficulties beforehand.

The economic crisis affected the individual’s personal income whether it was a
deduction in the salary itself or the devaluation of the currency which rendered
parents unable to meet the basic needs of their offspring. The concern shifted from a
healthy diet to hunger-evasion. Children were confronted with issues such as the
availability of basic needs, and other ones with which children were not supposed to
be concerned. Even learning freely became a luxury when students were forced to
share the internet bandwidth and to compromise the quality of learning in favor of
allowing the largest number of individuals in the family to learn online. The quality of
learning was more affected in public schools than private schools. Nevertheless, the
overall experience that schools provide from making friends to other social
interactions was severely affected. The quality of food that the parents were able to
provide shifted from meat and poultry to beans and lentils, and even with that they
could not splurge. Concerning basic health provisions, the challenge was not just the
incomprehensible increase in prices, but the unavailability of simple over-the-counter
medication, which forced parents to search far and wide to be able to provide these
necessities. As parents, a definite need for financial support is needed if life is to
continue in any form of normality and needs are to be met.

A severe shortage has developed in both healthcare providers, who migrated to
countries where a higher income and medication itself could be secured. Children did
not receive vaccines and basic provisions like milk per se either due to unavailability
or due to high prices. This contributed to an increase in medical cases that were
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considered quite rare like meningitis. The confinement forced a regression in the
children’s ability to adapt to outdoor and group activities. Higher rates of students
with gastroenteritis were observed; this increase could be attributed to inadequate
heating. Children need support from governmental and non-governmental
organizations to meet their basic medical needs.

The convener asked the teachers about the challenges they faced, how they faced
these emerging issues, and what factors helped them in handling the tough
situations during the last two years. Also, he asked the teachers about the activities
and techniques used to facilitate their teaching process. In turn, all the teachers
agreed that the remote teaching was ineffective and inefficient since it impacted the
education in a negative way. They claimed that the two years the students spent at
home didn’t allow them to receive the appropriate education; the matter that
created lazy, stressed, and unmotivated generation. The teachers used constructive
techniques to bring back the students’ spiritin the children in their classrooms. They
used several interactive teaching techniques to attract the students’ attention that
was captured by the electronic devices they used for the whole two years. The
teachers worked as well on the psychomotor skills, discipline, and appropriate
acquiring knowledge techniques. During the remote teaching/learning period, the
teachers used to videotape the lectures and send them to the students and parents
aswell. Not only that, but also, they recorded the lectures as voice messages and sent
them to the parents who, in turn, explained them to their children. When the
convener asked about the psychological effects of that unusual situation, the
teachers agreed on the fact that the stress was obvious through the students’
behavior. The tough financial situation has laid its weight on the parents and children
as well. Parents have hard times keeping their jobs and living standards. They fell
behind all their duties towards their children who were fully conscious of what was
happening around. Parents are now struggling to get food and medicine to their
children. Parents are now unable to pay the school tuition, buy books and
copybooks, ensure transportation, and even make the house warm during the cold
weather in Bekaa. The schools and teachers as well can’t keep their feet stable in
such a tough crisis. They can’t survive in the absence of the parents and government
support. They are left for their dark destiny awaiting help from an NGO.
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The convener asked the parents whether their social, economic, and financial status
has changed and affected their life quality, how they have faced and dealt with these
challenges, what factors helped them to adapt to these difficult emerging life
patterns, what unusual behavior the children developed, and what difficulties they
have had to keep living standards and academic stability. All the parents agreed that
the emerging situation affected theirincome in a major way. Parents are not able to
keep the living standards, buy food, fuel, or other necessities. In addition to that,
mothers have got very busy teaching their children; the matter that didn’t allow them
to specify even few times to their husbands. All these tipped their daily stress. The
most devastating reason is that in Bekaa during winter, the weather gets too cold;
however, unfortunately, so many people could afford buying fuel to heat up their
houses, so some switched into using wood and others ended up using blankets to
warm up their children. Staying home for two years, the children got bored, lazy,
disrespectful, and unfocused. Also, spending time on social media taught them
about some things that don’t even exist in our culture and society. In addition to that,
the food quality has dropped to the high prices. People eliminated so many essential
nutrients like chicken and meat from their daily meals. Also, parents stooped buying
bottled drinking water and replace it by the tap water. The saddest part is that the
parents don’t have the ability to buy medicine and get good treatments. They even
stopped vaccinating their children due to the lack of the vaccines and their high
prices.

The convener asked how the focus group participants describe the provision of child
health care and access to medical services over the past two years, the challengesin
accessing the resources, equipment, and care tools needed for medical services such
as vaccinations and examinations, How to deal with these challenges and what the
intervention plans that have been implemented are, the main effects of the
challenges on children's health and development as well as educational and
psychological growth, and in addition to Corona, what the main medical conditions
that have been raised in the field of pediatric health care in the past two years would
be. All the participants agreed that the current difficult financial, economic, social,
and medical situation affected all the families and especially children in a radical
way. The lack of medicine or the high prices hindered the appropriate medical
procedures and so many families focused only on the very urgent and essential cases.
However, the neglected medical cases have become very serious and current cases
affected the children from all sides. Experienced specialists are leaving and many
unexperienced one are taking over; the matter that lessens the medical standards.
The participants added that the experienced specialists for disabilities are very rare
to exist. All these reasons made the parents disregard the psychological cases and all
what is related to it. What made the parents disregard their children’s mild cases was
the expensive doctors’ fees and medications. In some times, parents went to
unspecialized clinics and the treatments were not effective. Buying medical tools
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was another problem emerged by the difficult current situation and that contributed
to making the problems even worse. Moreover, COVID-19 has created a confusing
milieu for people, so any symptom, no matter what it was, has been considered
COVID-19 symptoms; the matter that screened all other illnesses symptoms. Lack of
vaccination and proper medication has brought to light some old illnesses that
existed a decade before. Lack of money, medication, medical resources developed
an intensive increase in stress, medical and learning illnesses and difficulties, and
loose life.

The participants claimed that they were forced to make changes to their teaching
methods in the recent years because the crisis reflected significantly on the parents and
students. The online teaching method made the students more dependent on their
parents. The utilization of teaching videos was both time consuming and
counterproductive due to the difficulty in finding content that best clarifies the concept
being explained. Another issue with the migration to online teaching was the failure to
achieve full quorum on time because students found numerous excuses to justify their
delay or absence. Moreover, it became difficult to evaluate competencies given that
parents were the ones solving tasks rather than students. There was a difficult learning
curve for teachers who relied on teaching methods that did not incorporate such
technologies. The length of the Zoom session was far less than the actual class session.
The students were not serious in their approach to online learning. The challenge was
close to impossible for Syrian students given the unavailability of laptops and the
dependency of the entire family on the same smartphone. The crisis imposed many
restrictions on what was before abundantly available for students. This lack of leisure
exercises and activities produced more passive, lazy, and angry individuals than what
used to be observed before. Competencies that require in-person supervision were not
acquired. The number of students exhibiting learning difficulties increased significantly
after students got back to school following months of online learning. The teachers
suggested a reformation in the adopted curriculum that takes into consideration the
challenges that Lebanese students might face throughout the school year (power cuts,
internet loss, paper shortage, behavioral changes...) and provide ways to navigate
these difficulties beforehand.

The economic crisis affected the individual’s personal income whether it was a
deduction in the salary itself or the devaluation of the currency which rendered parents
unable to meet the basic needs of their offspring. The concern shifted from a healthy
diet to hunger-evasion. Children were confronted with issues such as the availability of
basic needs, issues with which children are not supposed to be concerned. Even
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learning freely became a luxury when students were forced to share the internet
bandwidth and to compromise the quality of learning in favor of allowing the largest
number of individuals in the family to learn online. The quality of learning was more
affected in public schools than private schools. Nevertheless, the overall experience
that schools provide from making friends to other social interactions was severely
affected. The quality of food that the parents were able to provide shifted from meat
and poultry to beans and lentils, and even with that they could not splurge. Concerning
basic health provisions, the challenge was not just the incomprehensible increase in
prices, but the unavailability of simple over-the-counter medication which forced
parents to search far and wide to be able to provide these necessities. As parents, a
definite need for financial support is needed if life is to continue in any form of normality
and needs are to be met.

A severe shortage has developed in both healthcare providers, who migrated to
countries where a higher income and medication itself could be secured. Children did
not receive vaccines and basic provisions like milk per se either due to unavailability or
due to high prices. This contributed to an increase in medical cases that were
considered quite rare like meningitis. The confinement forced a regression in the
children’s ability to adapt to outdoor and group activities. Higher rates of students with
gastroenteritis were observed; this increase could be attributed to inadequate heating.
Children are in need of support from governmental and non-governmental
organizations to meet their basic medical needs.

The convener asked the parents whether their social, economic, financial status has
changed and affected their life quality, how they have faced and dealt with these
challenges, what factors helped them to adapt to these difficult emerging life patterns,
what unusual behavior the children developed, and what difficulties they have had to
keep living standards and academic stability. All the parents agreed that the emerging
situation affected their income in a major way. Parents are not able to keep the living
standards, buy food, fuel, or other necessities. Most of them have moved out their
children from private schools and enrolled them in public ones where the teaching and
learning quality is very poor. So, some students have quit their long-life majors and
moved into local institutions because they can’t afford paying bus fees. They switched
buses and car by motorcycles. Many parents have reduced the meals into two and offer
the lunchvery late in the afternoon, so their children stay a bit satisfied till evening. Even
parents complained about the quality of food they are putting on their tables. One
parent said that she has had a spaghetti farm in their stomachs. Another major problem
is the medicine and the medical cases. They can’t afford going to doctors and buying
medicine and in case of emergency, they only buy the necessary medicine because they
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can’t afford doctor and medicine together. The parents seem and sound very frustrated
because they see their children’s future in stake. Instead of seeing their children playing,
learning, and enjoying life, they see them loaded with life burdens at very early ages.
Parents wish death of living such a miserable life where the schooling, hospitalization,
medical, nutritional, social, economic, and financial systems are collapsed.

The convener asked how the focus group participants describe the provision of child
health care and access to medical services over the past two years, the challenges in
accessing the resources, equipment, and care tools needed for medical services such as
vaccinations and examinations, How to deal with these challenges and what the
intervention plans that have been implemented are the main effects of the challenges
on children's health and development as well as educational and psychological growth.
In addition to COVID-19, what the main medical conditions that have been raised in the
field of pediatric health care in the past two years would be. All the participants agreed
that the current difficult financial, economic, social, and medical situation affected all
the families and especially children in a radical way. The lack of medicine or the high
prices hindered the appropriate medical procedures and so many families focused only
on the very urgent and essential cases. However, the neglected medical cases have
become very serious and current cases affected the children from all sides. They also
added that they replaced the medicine with made-home herbs due to the unavailability
and high prices of the medicine What made the parents disregard their children’s mild
cases was the expensive doctors’ fees and medications. In some times, parents went to
unspecialized clinics and the treatments were not effective. Buying medical tools was
another problem emerged by the difficult current situation and that contributed to
making the problems even worse. Moreover, COVID-19 has created a confusing milieu
for people, so any symptom no matter what it was, has been considered COVID-19
symptoms; the matter that screened all other illnesses symptoms. Lack of vaccination
and proper medication has brought to light some old illnesses that existed a decade
before. Lack of money, medication, medical resources developed an intensive increase
in stress, medical and learning illnesses and difficulties, and loose life.

They added that there should be anidentification card that allows individuals to receive
free hospitalization and medication. Also, they mentioned about the passive role of the
municipalities and NGO in distributing hand sterilizers. So many people donated money
to help patients with diabetes and heart diseases and others left money at pharmacies
to help those who can’t afford buying medicine. In addition to so many doctors who
dedicated one day per week to check people for free.

The convener asked the teachers about the challenges they faced, how they faced these
emerging issues, and what factors helped them in handling the tough situations during
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the last two years. Also, he asked the teachers about the activities and techniques used
to facilitate their teaching process. In turn, all the teachers agreed that the remote
teaching was ineffective and inefficient since it impacted the education in a negative
way. They claimed that the two years the students spent at home didn’t allow them to
receive the appropriate education; the matter that created lazy, stressed, and
unmotivated generation. Some schools had the system and were ready to start directly
teaching remotely, but other schools were not capable at all even to have a remote
teaching platform. Those schools used the WhatsApp application to teach their
students; the matter that didn’t help the students at all. Those who were able used
constructive techniques to bring back the students’ spirit in the children in their
classrooms. They used several interactive teaching techniques to attract the students’
attention that was captured by the electronic devices they used for the whole two years.
During the remote teaching/learning period, the teachers used to videotape the
lectures and send them to the students and parents as well. Not only that, but also, they
recorded the lectures as voice messages and sent them to the parents who, in turn,
explained them to their children.

When the convener asked about the psychological effects of that unusual situation, the
teachers agreed on the fact that the stress was obvious through the students’ behaviors.
The tough financial situation has laid its weight on the parents and children as well.
Parents have hard times keeping their jobs and living standards. They fell behind all
their duties towards their children who were fully conscious of what was happening
around. Parents are now struggling to get food and medicine to their children. Parents
are now unable to pay the school tuition, buy books and copybooks, and ensure
transportation. The schools and teachers as well can’t keep their feet stable in such a
tough crisis. They can’t survive in the absence of the parents and government support.
One teacher mentioned that remote teaching was a chance for all the teachers and
students to learn how to deal with news matters that would be important in the future.

The participants faced tremendous challenges with online learning because children at
ayoung age need to have their hand held and to be cared for in person. And even when
in person learning was allowed again, the children had a lot of deficits in terms of what
was supposed to be acquired by that time of the year. The achievement of a full column
in classrooms was hard, so some students learned while others were not, which posed
as another obstacle for teachers. As for the secondary section, we faced the difficult task
of providing content that would attract the students to remain in the Online class and
for that part, we mostly failed because many students did not attend most of the
sessions. They remained connected but turned their cameras off to provide the illusion
that they were attending the session when they were nowhere near the laptops most of
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the time. This problem was translated back to the classroom when in-person teaching
was established again, and students still found it very difficult to focus or to become
engaged and teachers found a lot of difficulty teaching the way they used to teach
because students were not as receptive. Student were unable to adapt to a learning
environment where they were supposed to do a lot of the work on their own because
they were not used to that in the classroom. The method of teaching was also affected
by the crisis because online learning requires a lot of engaging exercises, so we were
forced to look into games and websites that you have not been introduced to before
this time. The teacher also faced the challenge of proving that they can adapt to
changes and able tackle different issues easily. In addition to that, the isolation of
teachers that the pandemic forced made them more stressed on a psychological level
because the active interaction and the work dynamic between them and the students
was gone, and they were left with housework and teaching which it was already
challenging and stressful. Teachers felt that they were sometimes inadequate because
they failed at coping with some of the students’ needs who were sitting in online classes
but acquiring very little. Also, that problem was also translated back to in person
teaching because of the deficit of information. Students became passive and lazy. Most
were excited to come back to school not because they were eager to learn, but because
they enjoyed meeting their fellow classmates. They enjoyed the social interaction that
the school provided. Moreover, issues arising while lessons were explained were that
teachers failed to anticipate while preparing the lesson before the class met. That was
probably because they did not been evaluating the students alone, but the parents were
shadowing while exams were held and that gave the false impression that skills were
required. The students had to deal with a lot of stress: the stress of isolation, the stress
of living without internet and electricity for most of the time, etc... they had to cope
with a severe downgrade in their quality of life and spending habits. They were forced
to think about life as a difficult task rather than enjoying time with their friends at school
and living like normal kids and teenagers. Some students preferred the less formal
environment that online learning provided because they could stay at home all day in
their pajamas without having to deal the formalities of going to school, but many others
felt that they didn’t want to go back to online learning because it reminded of
confinement. Learning remains a crucial part of the child’s developmental process
because it is not only about information but about shaping a person as well. The
curriculum must be adjusted to cope with the new era of learning and the new type of
students that has emerged. That means adopting new technologies and adjusting the
content to better meet the interests of modern learners.

The crisis along with the COVID-19 pandemic affected healthcare providence, especially
for children and newborn babies, who were forced to skip vaccines or settle for products
that were not regulated by the ministry of health. Parents had to downgrade from
specialists to public clinics and generic medicine because of the shortage in healthcare
providers that left the country coupled with the insane expenses of doing so.
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The shortage of supplies and medical equipment forced hospitals to request tests from
other labs when they were able to perform them. Some tests became foreign to the
entire country and had to be sent abroad like the autism test and others. UNICEF along
with NGOs must support healthcare in the area coupled with team effort can help
children sustain their health. The ministry of health must monitor expired and/or fake
medication as this problem is arising with the crisis.

We Face tremendous challenges with online learning because children at a young age
need to have their hand held and to be cared for in person. Even when in person learning
was allowed again, the children had a lot of deficits in terms of what was supposed to
be acquired by that time of the year. The achievement of a full column in classrooms
was hard, so some students were learning, while others were not, which not which
posed another obstacle for teachers. As for the secondary section, we faced the difficult
task of providing content that would attract the students to remain in the online class,
and for that part we mostly failed because many students did not attend most of the
sessions. They remained connected but turned their cameras off to provide the illusion
that they were attending the session when they were nowhere near the laptops most of
the time. This problem was translated back to the classroom when in-person teaching
was established again, and students still found it very difficult to focus or to become
engaged and teachers found a lot of difficulty teaching the way they used to teach
because students were not as receptive. Students were unable to adapt to a learning
environment where they were supposed to do a lot of the work on their own because
they were not used to that in the classroom. The method of teaching was also affected
by the crisis because online learning requires a lot of engaging exercises, so we were
forced to look into games and websites that you have not been introduced to before
this time. The teacher also faced the challenge of proving that they were able to adapt
to changes and tackle different issues easily. In addition to that, the isolation of
teachers that the pandemic forced made them more stressed on a psychological level
because the interaction and the work dynamic was gone, and they were left with
housework and teaching which it was already challenging and stressful. Teachers felt
that they were sometimes inadequate because they were failing at coping with the
needs of some of the students who were sitting in online classes but acquiring very little.
And that problem was also translated back to in person teaching because of the deficit
of information. Students became passive and lazy. Most were excited to come back to
school but not because they were eager to learn, but because they enjoyed meeting
their fellow classmates. They enjoyed the social interaction that the school provided.
Moreover, issues were arising while lessons were explained that teachers failed to
anticipate while preparing the lesson before the class met. That was probably because
they have not been evaluating the students alone, but the parents were shadowing
while exams were held and that gave the false impression that skills were required. The
students had to deal with a lot of stress: the stress of isolation, the stress of stress of
living without internet and electricity for most of the time, etc... they had to cope with a
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severe downgrade in their quality of life and spending habits. They were forced to think
about life as a difficult task rather than enjoying time with their friends at school and
living like normal kids and teenagers. Some students preferred the less formal
environment that online learning provided because they could stay at home all day in
their pajamas without having to deal with the deal the formalities of going to school,
but many others felt that they didn’t want to go back to online learning because it
reminded them of confinement reminded of confinement. Learning remains a crucial
part of the child’s developmental process because it is not only about information but
about shaping a person as well. The curriculum must be adjusted to cope with the new
era of learning and the new type of students that has emerged. That means adopting
new technologies and adjusting the content to better meet the interests of modern
learners.

The participants agreed that the distance teaching was ineffective and inefficient since it
impacted the education in a negative way. They claimed that the two years the students
spent at home didn’t allow them to receive the appropriate education; the matter that
created lazy, stressed, and unmotivated generation. They faced from electricity problems
in addition to their ignorance of utilizing platforms such as Microsoft teams. When the
convener asked about the psychological effects of that unusual situation, the teachers
agreed on the fact that the stress was obvious through the students’ behaviors. The tough
economic situation has laid its weight on the parents and children as well. Parents have
hard times keeping their jobs and living standards. They fell behind all their duties towards
their children who were fully conscious of what was happening around. Parents are now
struggling to get food and medicine to their children. The schools and teachers as well can’t
keep their feet stable in such a tough crisis. They can’t survive in the absence of the parents
and government support. One teacher mentioned that remote teaching was a chance for
all the teachers and students to learn how to deal with news matters that would be
important in the future.

Almost all the participants agreed that the current difficult financial, economic, social, and
medical situation affected all the families and especially children in a radical way. The lack
of medicine or the high prices hindered the appropriate medical procedures and so many
families focused only on the very urgent and essential cases. However, the neglected
medical cases have become very serious and current cases affected the children from all
sides. They also added that they replaced the medicine with made-home herbs due to the
unavailability and high prices of the medicine. Parents had to go to unspecialized clinics
and the treatments were not effective. Buying medical tools was another problem emerged
by the difficult current situation and that contributed to making the problems even worse.
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Moreover, COVID-19 has created a confusing milieu for people, so any symptom no matter
what it was, has been considered COVID-19 symptoms; the matter that screened all other
illnesses symptoms. Lack of vaccination and proper medication has brought to light some
old illnesses that existed a decade before. Lack of money, medication, medical resources
developed an intensive increase in stress, medical and learning illnesses and difficulties,
and loose life. Many people helped by providing money to help patients in addition to so
many doctors who dedicated one day per week to check people for free.

All the parents agreed that the situation affected their income in a major way. Parents are
not able to keep the living standards, buy food, fuel, or other necessities. Most of them
moved out their children from private schools and enrolled them in public ones where the
teaching and learning quality is very poor. So have students have quit their long-life majors
and moved into local institutions because they can’t afford paying bus fees. Many parents
have reduced the meals into two and offer the lunch very late in the afternoon, so their
children stay a bit satisfied till evening. Even parents complained about the quality of food
they are putting on their tables. Another major problem is the medicine and the medical
cases. They can’t afford going to doctors and buying medicine and in case of emergency,
they only buy the necessary medicine because they can’t afford doctor and medicine
together. The parents seem and sound very frustrated because they see their children’s
future in stake. Instead of seeing their children playing, learning, and enjoying life, they see
them loaded with life burdens at very early ages. Parents wish death of living such a
miserable life where the schooling, hospitalization, medical, nutritional, social, economic,
and financial systems are collapsed.

The focus groups in all 5 governorates found online learning to be the main
challenge through which they were forced to navigate. Members of each focus group
expressed total agreeability whenever the opinions and frustration of any of these
members were brought to the discussion. The sequence of which issues were being
discussed seemed to vary for each governorate where the teachers of mount
Lebanon seemed to focus more on conduct while the rest of the focus groups
prioritized issues concerning education and its delivery.

The deprivation of students of their ability to interact physically with their teachers
seemed to diminish their learning capacity especially in younger age-groups. The
issue was exacerbated by parents who aided their kids on evaluations. Power cuts
and internet bandwidth issues along with the unavailability of enough or any
suitable electronic devices inhibited access to online learning on top of adding the
stress of the daily life of students who found themselves in such a predicament;
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this issue was highlighted more intensely in poorer areas of the country like the
Bekaa governorate. A word that was repeated by lower elementary teachers was
“attached”, denoting the crucial role of the feeling of connection to the teacherin
acquiring information.

The latest crisis impacted the wellbeing of the students negatively in all parts of
the country. Words like “stressed”, “anxious”, “lonely”, and “aggressive” circulated
among teachers. Students were confronted with the pressure of online learning
while dealing with a severe downgrade in the quality of their daily lives. It should
be noted that a more detailed description of the student’s psychological state was
described by teachers of private schools. Nevertheless, the teachers used terms
like “lazy” and “dependent” that are considered to be personal and inflict shame
upon whoever is on the receiving end of that kind of talk.

The biggest concerns on ECD were addressed in an educational context only; the
answers were concerned with the gap that students had to overcome when they
returned to in-person learning. There was consensus on the fact that education
remains an important componentin the ECD because it is about character building
and not just acquiring information. The teachers suggested a reformation in the
adopted curriculum that takes into consideration the challenges that Lebanese
students might face throughout the school year (power cuts, internet loss, paper
shortage, behavioral changes...) and provide ways to navigate these difficulties
beforehand.

Almost all participants from the 5 Governorates claimed that the crisis affected the
individual’s personal income whether it was a deduction in the salary itself or the
devaluation of the currency which rendered parents unable to meet the basic needs
of their offspring in all 5 governorates. The concern shifted from a healthy diet to
hunger-evasion. There was evident frustration in the tone of voice that the parents
used. There was clear harmony in the voicing of these issues which clearly affected
them all.

Children were confronted with issues such as the availability of basic needs,
issues with which children are not supposed to be concerned. Even learning freely
became a luxury when students were forced to share the internet bandwidth and to
compromise the quality of learning in favor of allowing the largest number of
individuals in the family to learn online, an issue that was voiced more readily in
poorer governorates like Bekaa, public schools, and Syrian refugee camp parents.

The quality of learning was more affected in public schools than private schools.
Nevertheless, the overall experience that schools provide from making friends to
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other social interactions was severely affected. The quality of food that the parents
were able to provide shifted from meat and poultry to beans and lentils, and even
with that they could not splurge. Concerning basic health provisions, the challenge
was not just the incomprehensible increase in prices, but the unavailability of
simple over-the-counter medication which forced parents to search far and wide to
be able to provide these necessities.

Parents suggested a definite urgency for financial support if life is to continue
in any form of normality and needs are to be met, and that was a commonality
among all governorates.

Across all 5 governorates, severe shortage has developed in both healthcare
providers, who migrated to countries where a higher income and medication itself
could be secured.

Children did not receive vaccines and basic provisions like milk per se either due to
unavailability or due to high prices. Different governorates reported the resurfacing
of medical cases that were considered quite rare like meningitis, and they all
seemed quite surprised while reporting this incident.

The confinement forced a regression in the children’s ability to adapt to outdoor
activities and in the ability of these students to find a place in any group-based
game. Words like “isolation” and “antisocial” were used to describe the situation.

Higher rates of students with gastroenteritis were observed; this increase could be
attributed to inadequate heating especially in colder parts of the country like the
Bekaa and Mount Lebanon governorates. Children are in need of support from
governmental and non-governmental organizations to meet their basic medical
needs.

For the final data, we started the execution of the results using the descriptive statistics to
present generally the results using the appropriate tables and figures in addition to Mean
and Standard deviation as statistical indicators for central tendency and dispersion. In the
next step, we used the inferential statistics to study the association between the
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demographic information and the items of ECDI. Various statistical tests were applied like
Chi-square, T-test, Anova, and Correlation.

Based on the results, further statistical tests were used such as Anova to study the relations
between items or indicators based on other indicators called Moderator or Mediation. At
the end, we applied the Structural Equational Modeling (SEM) to test and evaluate
multivariate causal relationships between the indicators of ECDI.

This section of the report is prepared to study the results of the survey that was
conducted with 1379 families online or Face to Face in different areas in Lebanon

This analysis is divided into two parts: 1. Descriptive statistics to generally present
the results of the questions in the survey using the appropriate tables and figure, 2.
Correlational or inferential statistics in order to study the important relationships
between the questions or the indicators.

Section 1: Demographics

The results in Table 1 demonstrate that 47.93% of the participants are the
mothers, 46.34% are the fathers, 3.77% are the relatives, while 1.96% of the
participants are the caregivers. For the gender of the participants, 52.14% are
females, 47.28% are males; however, 0.58% of the participants preferred not to
give information about their gender. 62.07% of the participants are Lebanese,
30.31% are Syrian and 7.54% are Palestinian.

For the age, 39.16% of the participants are aged between 36 and 45 years,
29.44% between 31 and 35 years, 17.33% between 23 and 30 years, 8.27%
between 46 and 55 years, 2.32% between 19 and 22 years, 1.96% between 15
and 18 years, while 1.52% of the participants are aged 56 years and above.

Concerning the marital status, the results reveal that the majority of the
participants are married (92.75%), 3.84% are single, 1.96% are divorced or
separated, 1.31% are widowed, though, 0.15% (2 participants) are missing their
partners.
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For the education level, 24.66% of the participants have university degree,
21.17% can read and write, 15.66% have finished the elementary level, 14.79%
the complementary level, and 14.36% the secondary level, while 9.35% of the
participants are illiterate.

Table 1: Information about the participants

Frequency | Percent
Mother 661 47.93%
T Father 639 46.34%
Relative 52 3.77%
Caregiver 27 1.96%
Female 719 52.14%
Gender Male 652 47.28%
No information 8 0.58%
Lebanese 856 62.07%
Wetianaltisy Syrian 418 30.31%
Palestinian 104 7.54%
Other 1 0.07%
15- 18 years 27 1.96%
19-22 years 32 2.32%
23-30 years 239 17.33%
Age 31-35years 406 29.44%
36-45 years 540 39.16%
46-55 years 114 8.27%
56 and above 21 1.52%
Married 1279 92.75%
Single 53 3.84%
Marital Status Divorced / Separated 27 1.96%
Widowed 18 1.31%
Missing partner 2 0.15%
Education Illiterate 129 9.35%
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Can read and write 292 21.17%
Elementary 216 15.66%
Complementary 204 14.79%
Secondary or equivalent | 198 14.36%
University 340 24.66%

The results in Table 2 indicate that 22.26% of the families are living in Mount
Lebanon, 20.96% in Bekaa, 18.85% in North, 18.78% in Beirut, 11.24% in
Nabatieh, while 7.90% of the families are living in South. 55.98% of these families
are living in houses, 32.63% in apartments, 6.89% in shared rooms, 3.70% in

tents, 0.44% in studio, while 0.36% of the families are living in other places

Frequency | Percent

Mount Lebanon 307 22.26%

Begaa 289 20.96%

Governorate of | North 260 18.85%
residency Beirut 259 18.78%
Nabatieh 155 11.24%

South 109 7.90%

House 772 55.98%

Apartment 450 32.63%

Type of | Shared room 95 6.89%
household Tent 51 3.70%
Studio 6 0.44%

Other 5 0.36%

Table 2 Governorate of residency and Type of household

For the number of people who are living in the household, the results indicate
that 30.96% of the households are consisting of 4 peoples, 25.67% 5 peoples,
15.74% 7 peoples and more, 14.94% 6 peoples, 12.04% 3 peoples, and 0.96% of
the households are consisting of 2 peoples. Concerning the number of children
under 8 years, 40.90% of the households have 2 children under 8 years, 31.54%
one child, 17.33% 3 children, 5.80% 4 children, 2.54% 7 children and more, 1.02%

5 children, whereas 0.87% of the households have 6 children under 8 years.
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B Number of people who areliving in the household

® Number of children under 8 years who are living in the household

45% 40.50%
40%
35% 31.54% 30.95%
30% 25.67%
25%
20% 17.33% 10,085 15.74%
15% 12.04%
10% 5.80%
3% |o.00% 0.65% 1 02% 0.87% 2.54%
0%
1 2 3 4 5 6 7 and more

Figure 1 Number of people and children under 8 years who are living in the
household

The results in Table 3 demonstrate that 32.34% of the respondents are not
employed, 28.79% are full time employees, 16.24% are part time employees,
15.74% are self-employed, 4.28% are temporary employees, while 2.61% of the
participants are seasonal employees. The results also show that 67.08% of the
participants didn’t have to separate from the family because of work, 21.75% the
father, 4.86% preferred not to answer, 3.26% the mother, 2.47% the father and
the mother at the same time, while 0.58% of the participants indicate that the
caregivers had to separate from the family because of work.

Concerning the family income last month, 30.75% of the families have earned
between 1'000'000 - 2'000'000 LBP, 27.92% between 2'000'000 - 4'000'000 LBP,
16.17% between 500'000 - 1'000'000 LBP, 11.09% between 4'000'000 - 7'800'000
LBP, 7.98% between 0 - 500'000 LBP, while 6.09% of the families have earned
more than 7'800'000 LBP last month.

The results reveal that 69.54% of the participants didn’t receive any monetary
contributions or gifts that included rent or utility payments from someone who
does not live with them, 27.48% have received this kind of help, while 2.97% of
the participants preferred not to answer.

\ Frequency \ Percent
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Employment status

Parents have to
separate from the
family because of work

Family income last
month

Receiving any
monetary
contributions or gifts

Table 3 Family financial Information

Not employed

Full time employee
Part time employee
Self-employed
Commission and
piece rate employee /
temporary employee
Fixed term
employee/ Seasonal
employee

No

Father

Prefer not to answer
Mother

Father and Mother
Caregiver

0-500'000 LBP
500'000 - 1'000'000
LBP

1'000'000 - 2'000'000
LBP

2'000'000 - 4'000'000
LBP

4'000'000 - 7'800'000
LBP

More than 7'800'000
LBP

Yes

No

Prefer not to say

446
397
224
217
59

36

925
300
67
45
34

110
223

424

385

153

84

379

959
41

32.34%
28.79%
16.24%
15.74%
4.28%

2.61%

67.08%
21.75%
4.86%
3.26%
2.47%
0.58%
7.98%
16.17%

30.75%

27.92%

11.09%

6.09%

27.48%

69.54%
2.97%

The results in Table 4 reveal that 55.18% of the children in question are boys,
while 44.82% are girls. Regarding the nationality, 62.22% of the children are
Lebanese, 29.73% are Syrian, 7.69% are Palestinian, while 0.36% of the children

are from other nationalities (4 from Jordan and 1 from Oman).

For the age, 41.19% of the children are aged between 5 and 8 years, 30.75%
between 4 and 5 years, 9.21% between 3 and 4 years, 7.32% between 2 and 3
years, 3.84% between 1 and 2 years, 2.54% between 4 and 6 months, 2.03%
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between 0 and 3 months, 1.96% between 7 and 9 months, while 1.16% of the
children are aged between 10 and 12 months.

Frequency Percent
Gender Boy 761 55.18%
Girl 618 44.82%
Nationality Lebanese 858 62.22%
Syrian 410 29.73%
Palestinian 106 7.69%
Other 5 0.36%
Age 0 to 3 months 28 2.03%
4-6 months 35 2.54%
7-9 months 27 1.96%
10-12 months 16 1.16%
1to 2 years 53 3.84%
2 to 3 years 101 7.32%
3to4years 127 9.21%
4to5years 424 30.75%
5to 8 years 568 41.19%

Table 4 Information about the child in question

Section 2: Information about the early childhood development milestones

The results in table 5 show the following:

53.57% of the babies between 0 and 3 months can’t lift their heads to the
left and the right while lying on his/her stomach, whereas 46.43% of the

babies can.
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71.43% of the babies can’t roll onto their backs when placed on their side,
while 25.00% of the babies can, also 3.57% of the participants answered
that they don’t know.

53.57% of the babies can wave and kick using their arms and legs, while
46.43% of the babies can’t.

64.29% of the babies watch their parents’ face and look at objects, while
35.71% don’t.

67.86% of the babies show reaction when loud sounds pop, while 28.57%
don’t, also 3.57% of the participants answered that they don’t know.
60.71% of the babies bring their hands together, 32.14% can’t, while 7.14%
of the participants answered that they don’t know.

71.43% of the babies calm down when they hear their parents’ voice,
21.43% don’t, while 7.14% of the participants answered that they don’t
know.

78.57% of the babies coo and make sounds, 17.86% don’t, while 3.57% of
the participants answered that they don’t know.

53.57% of the babies swipe at dangling objects, 42.86% don’t, while 3.57%
of the participants answered that they don’t know.

60.71% of the babies can’t grasp and shake a rattle, while 39.29% of the
babies can.

53.57% of the babies sleep between 14-17 per day, 32.14% don’t, while

14.29% of the participants answered that they don’t know.

Yes No Don't
know

While lying on h|§/herstomach,can the baby lift his/her head to 46.43% | 53.57% | 0.00%
the left and the right?
\évahceklg placed on his/her side, can the baby roll onto his/her 25 00% | 71.43% | 3.57%
V\{hﬂe lying on his/her back, can the baby wave and kick using 53570 | 46.43% | 0.00%
his/her arms and legs?
Does the baby watch your face and look at objects? 64.29% | 35.71% | 0.00%
Does the baby show reaction when loud sounds pop? 67.86% | 28.57% | 3.57%
Does the baby bring his/her hands together? 60.71% | 32.14% | 7.14%
Does the baby calm down when he/she hears your voice? 71.43% | 21.43% | 7.14%
Does the baby coo and make sounds? 78.57% | 17.86% | 3.57%
Does the baby swipe at dangling objects? 53.57% | 42.86% | 3.57%
Does the baby grasp and shake a rattle? 39.29% | 60.71% | 0.00%
Does your baby sleep between 14-17 per day? 53.57% | 32.14% | 14.29%

Table 5 Information about the early childhood development milestones (Babies between 0

and 3 months)
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The results in table 6 indicate the following:

65.71% of the babies between 4 and 6 months can sit for at least 8 seconds
when their hands are placed in front of them on the floor, 31.43% can'’t,
whereas 2.86% of the participants answered that they don’t know.

48.57% of the babies can hold their feet when they are lying on their backs,
34.29% can’t, while 17.14% of the participants answered that they don’t
know.

68.57% of the babies can hold up their head for at least 15 seconds, 17.14%
can’t, while 14.29% of the participants answered that they don’t know.
62.86% of the babies do push up on their arms, 22.86% don’t, while 14.29%
of the participants answered that they don’t know.

85.71% of the babies follow the toy with their eyes when their parents move
it in front of them, 11.43% don’t, while 2.86% of the participants answered
that they don’t know.

68.57% of the babies purposefully reach towards toys, 28.57% don’t, while
2.86% of the participants answered that they don’t know.

57.14% of the babies hold their bottles during feedings, 40.00% can’t, while
2.86% of the participants answered that they don’t know.

65.71% of the babies sleep 12-15 hours per day, 28.57% don’t, while 5.71%
of the participants answered that they don’t know.

77.14% of the babies react differently when their parents change their voice,
14.29% don’t, while 8.57% of the participants answered that they don’t
know.

77.14% of the babies laugh and babble when they are happy, 14.29% don'’t,
while 8.57% of the participants answered that they don’t know

Yes No Don't
know

Can thg baby sit for at least 8 seconds when their hands are 65.71% | 31.43% | 2.86%
placed in front of them on the floor?
While lying on his/her back, does the baby hold his/her feet? 48.57% | 34.29% | 17.14%
While lying on his/her tummy, does the baby hold up their head 68.57% | 17.14% | 14.29%
for at least 15 seconds?
\;\f;:l; lying on their tummy, does the baby push up on their 62.86% | 22.86% | 14.29%
W.hen yqu move a toy in front of the baby, will he/she follow it 85.71% | 11.43% | 2.86%
with their eyes?
Does the baby purposefully reach towards toys? 68.57% | 28.57% | 2.86%
Does the baby hold their bottles during feedings? 57.14% | 40.00% | 2.86%
Does the baby sleep 12-15 hours per day? 65.71% | 28.57% | 5.71%
Does the baby react differently when you change your voice? 77.14% | 14.29% | 8.57%
Does the baby laugh and babble when he/she is happy? 77.14% | 14.29% | 8.57%
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Table 6 Information about the early childhood development milestones (Babies between 4

and 6 months)

The results in table 7 show the following:

70.37% of the babies between 7 and 9 months can pull themselves to sit when
their backs, while 29.63% can’t.

92.59% of the babies can roll onto their tummy, while 7.41% can’t.

92.59% of the babies can play with objects around them while sitting, 3.70%
can’t, while 3.70% of the participants answered that they don’t know.

51.85% of the babies are able to rock back-n-forth while on their hands/knees,
37.04% can’t, while 11.11% of the participants answered that they don’t know.
88.89% of the babies can reach with one hand to get a toy, while 11.11% of the
participants answered that they don’t know.

88.89% of the babies look around to see where a loud sound came from when
they hear it, 3.70% don’t, while 7.41% of the participants answered that they
don’t know.

62.96% of the babies use gestures to point on objects they want, 25.93% can’t,
while 11.11% of the participants answered that they don’t know.

85.19% of the babies respond to words with sounds and gestures, 11.11% can’t,
while 3.70% of the participants answered that they don’t know.

70.37% of the babies eat from a spoon, 25.93% can’t, while 3.70% of the
participants answered that they don’t know.

77.78% of the babies pick up food and bring it to their mouth, 18.52% can't,
while 3.70% of the participants answered that they don’t know.

81.48% of the babies consistently babbling during the day, 14.81% can’t, while
3.70% of the participants answered that they don’t know.

77.78% of the babies sleep 12-15 hours per day, 14.81% don’t, while 7.41% of
the participants answered that they don’t know.

55.56% of the babies can’t engage in peek-a-boo games, 40.74% can’t, while
3.70% of the participants answered that they don’t know.

Yes No Don't
know
Z\iltrllle lying on his/her back, can the baby pull himself/herself to 20.37% | 29.63% | 0.00%
When laying on their back, can the baby roll onto their tummy? | 92.59% | 7.41% | 0.00%
Can the baby play with objects around him/her while sitting? 92.59% | 3.70% | 3.70%
Is the baby able to rock back-n-forth while on their 51.85% | 37.04% | 11.11%
hands/knees?
\;Vthol;e;on their tummy, can the baby reach with one hand to get 88.89% | 0.00% | 11.11%
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If the I?aby hears a loud sound, will they look around to see 88.89% | 3.70% | 7.41%
where it came from?

Do the baby use gestures to point on objects they want? 62.96% | 25.93% | 11.11%
Does the baby respond to words with sounds and gestures? 85.19% | 11.11% | 3.70%
Can the baby eat from a spoon? 70.37% | 25.93% | 3.70%
Can the baby pick up food and bring it to their mouth? 77.78% | 18.52% | 3.70%
Is the baby consistently babbling during the day? 81.48% | 14.81% | 3.70%
Does the baby sleep 12-15 hours per day? 77.78% | 14.81% | 7.41%
Can the baby engage in peek-a-boo games? 40.74% | 55.56% | 3.70%

Table 7 Information about the early childhood development milestones (Babies between 7

and 9 months)

The results in table 8 indicate the following:

75.00% of the babies between 10 and 12 months can get into sitting from
their backs and tummy, 18.75% can’t, while 6.25% of the participants
answered that they don’t know.

75.00% of the babies sit for several minutes on the floor without support,
18.75% can’t, while 6.25% of the participants answered that they don’t
know.

56.25% of the babies can pull up into standing on a sturdy object, 31.25%
can’t, while 12.50% of the participants answered that they don’t know.
81.25% of the babies can roll themselves in both directions, 12.50% can’t,
while 6.25% of the participants answered that they don’t know.

75.00% of the babies can pick up a small item by using their thumb and
fingers, 12.50% can’t, while 12.50% of the participants answered that they
don’t know.

43.75% of the babies can drop objects into a container, 31.25% can’t, while
25.00% of the participants answered that they don’t know.

56.25% of the babies feed themselves using their hands, 25.00% can’t, while
18.75% of the participants answered that they don’t know.

43.75% of the babies can imitate the use of toys in the manner their parents
displayed, 31.25% can’t, while 25.00% of the participants answered that they
don’t know.

68.75% of the babies can’t play “peek-a-boo” or “pat-a-cake”, 25.00% can,
while 6.25% of the participants answered that they don’t know.

43.75% of the babies don’t understand words for common objects, 25.00%
do understand, while 6.25% of the participants answered that they don’t
know.

68.75% of the babies can wave “hi” and “bye”, 25.00% can’t, while 6.25% of
the participants answered that they don’t know.
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62.50% of the babies aren’t beginning to use words, 18.75% are using words,
while 18.75% of the participants answered that they don’t know.

62.50% of the babies can’t understand simple commands or questions,
25.00% can, while 12.50% of the participants answered that they don’t know.
68.75% of the babies sleep 12-16 hours per day, 18.75% don’t, while 12.50%

of the participants answered that they don’t know.

Yes No Don't
know

Can the baby get into sitting from his/her back and tummy? 75.00% | 18.75% | 6.25%
Can the baby sit for several minutes on the floor without 75 00% | 18.75% | 6.25%
support?
Can the baby pull up into standing on a sturdy object? 56.25% | 31.25% | 12.50%
Can the baby roll himself/herself in both directions? 81.25% | 12.50% | 6.25%
C.an the baby pICk. up a small item (Cheerio/Puff) by using 25 00% | 12.50% | 12.50%
his/her thumb and fingers?
Does the baby drop objects into a container? 43.75% | 31.25% | 25.00%
qus th.e baby feed himself/herself (cookie, cracker, fruits, etc.) 56.25% | 25.00% | 18.75%
using his/her hands?
Dpes the baby imitate the use of toys in the manner you 43.75% | 31.95% | 25.00%
displayed?
Does the baby play “peek-a-boo” or “pat-a-cake”? 25.00% | 68.75% | 6.25%
Does the baby understand words for common objects? 25.00% | 43.75% | 31.25%
Does the baby wave “hi” and “bye”? 68.75% | 25.00% | 6.25%
Is the baby beginning to use words? (end of 1st year) 18.75% | 62.50% | 18.75%
Does the baby understand simple commands or questions? 25.00% | 62.50% | 12.50%
Does the baby sleep 12-16 hours per day? 68.75% | 18.75% | 12.50%

Table 8 Information about the early childhood development milestones (Babies between 10

and 12 months)

The results in table 9 demonstrate the following:

50.94% of the toddlers aged between 1 and 2 years can’t walk for at least 8
feet independently, 47.17% can, while 1.89% of the participants answered
that they don’t know.

56.60% of the toddlers can lower themselves to the floor with control while
holding onto a piece of furniture, 35.85% can’t, while 7.55% of the
participants answered that they don’t know.

60.38% of the toddlers can scribble with a crayon, 35.85% can’t, while 3.77%
of the participants answered that they don’t know.

60.38% of the toddlers can pretend to sleep and/or eat, 30.19% can’t, while
9.43% of the participants answered that they don’t know.
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56.50% of the toddlers can’t pull their socks off, 39.62% can, while 3.77% of
the participants answered that they don’t know.

62.26% of the toddlers share excitement/joy/objects with their parents,
32.08% can’t, while 5.66% of the participants answered that they don’t
know.

66.04% of the toddlers can follow simple commands such as “give me”,”
point to”, etc., 32.08% can’t, while 1.89% of the participants answered that
they don’t know.

58.49% of the toddlers can’t use 1-8 simple words, 39.62% can, while 1.89%
of the participants answered that they don’t know.

73.58% of the toddlers can shake their heads, 22.64% can’t, while 3.77% of
the participants answered that they don’t know.

67.92% of the toddlers sleep 11-14 hours per day, 30.19% don’t, while 1.89%
of the participants answered that they don’t know.

Yes No Don't
know
Can the toddler walk for at least 8 feet independently? 47.17% | 50.94% | 1.89%
Does- the toddler lower hlm.self to the floor with control while 56.60% | 35.85% | 7.55%
holding onto a piece of furniture?
Can the toddler scribble with a crayon? 60.38% | 35.85% | 3.77%
Does the toddler pretend to sleep and/or eat? 60.38% | 30.19% | 9.43%
Can the toddler pull his/her socks off? 39.62% | 56.60% | 3.77%
Does the toddler share excitement/joy/objects with you? 62.26% | 32.08% | 5.66%
qus th(:_" toddler follow simple commands such as “give me”,” 66.04% | 32.08% | 1.89%
point to”, etc.?
Does the toddler use 1-8 simple words? 39.62% | 58.49% | 1.89%
Does the toddler shake his/her head no? 73.58% | 22.64% | 3.77%
Does the toddler sleep 11-14 hours per day? 67.92% | 30.19% | 1.89%

Table 9 Information about the early childhood development milestones (Toddler aged

between 1 and 2 years old)

The results in table 10 reveal the following:

57.43% of the toddlers aged between 2 and 3 years old can’t walk up and
down at least 4 stairs continuously without holding on, 40.59% can, while
1.98% of the participants answered that they don’t know.

51.49% of the toddlers can run well without losing their balance, 45.54%
can’t, while 2.97% of the participants answered that they don’t know.
56.44% of the toddlers can’tjump up and down with 2 feet, 36.63% can, while
6.93% of the participants answered that they don’t know.
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55.45% of the toddlers can’t catch a ball tossed to them from 3-5 feet away
by encircling it with their arms/hands, 36.63% can, while 7.92% of the
participants answered that they don’t know.

60.40% of the toddlers can’t imitate a vertical and horizontal line, 27.72%
can, while 11.88% of the participants answered that they don’t know.
74.26% of the toddlers can’t take off their clothes independently without any
fasteners, 20.79% can, while 4.95% of the participants answered that they
don’t know.

50.50% of the toddlers can’t brush their teeth with assistance, 45.54% can,
while 3.96% of the participants answered that they don’t know.

87.13% of the toddlers can’t put on their coat independently, 10.89% can,
while 1.98% of the participants answered that they don’t know.

73.27% of the toddlers can’t pull up their pants, 22.77% can, while 3.96% of
the participants answered that they don’t know.

67.33% of the toddlers can’t use 2-3 word phrases and use approximately 300
words, 21.78% can, while 10.89% of the participants answered that they
don’t know.

46.53% of the toddlers can’t follow 2-step directions and understand simple
concepts of “in/on/under”, “big/little”, 45.54% can, while 7.92% of the
participants answered that they don’t know.

55.45% of the toddlers can imitate play sequences and play next to other
children, 37.62% can’t, while 6.93% of the participants answered that they
don’t know.

63.37% of the toddlers can use “me” when referring to them, 29.70% can’t,
while 6.93% of the participants answered that they don’t know.

53.47% of the toddlers understand and answer simple questions, 37.62%
can’t, while 8.91% of the participants answered that they don’t know.
75.25% of the toddlers sleep 12-13 hours per day, 20.79% don’t, while 3.96%
of the participants answered that they don’t know.

Yes No Don't
know

Cz.an the todd!erwalk up and down at least 4 stairs continuously 40.59% | 57.43% | 1.98%
without holding on?
Does the toddler run well without losing their balance? 51.49% | 45.54% | 2.97%
Can the toddler jump up and down with 2 feet? 36.63% | 56.44% | 6.93%
Can thfe tc?dd!er c.atch a.ball tossed to them from 3-5 feet away 36.63% | 55.45% | 7.920%
by encircling it with their arms/hands?
Can the toddler imitate a vertical and horizontal line? 27.72% | 60.40% | 11.88%
szm the toddler take off his or her clothes independently 20.79% | 74.96% | 4.95%
without any fasteners?
Can the toddler brush his/her teeth with assistance? 45.54% | 50.50% | 3.96%
Can the toddler put on their coat independently? 10.89% | 87.13% | 1.98%
Can the toddler pull up his/her pants? 22.77% | 73.27% | 3.96%
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Does the toddler use 2-3 word phrases and use approximately 21.78% | 67.33% | 10.89%
300 words?

Canthe todc‘i‘l‘er follow 2-s:e‘|‘3 c‘llre.ctlo’r)s and understand simple 45.54% | 46.53% | 7.92%
concepts of “in/on/under”, “big/little”?

Ca.n the toddler imitate play sequences and play next to other 55.45% | 37.62% | 6.93%
children?

Does the toddler use “me” when referring to him/her? 63.37% | 29.70% | 6.93%
Does the toddler understand and answer simple questions? 53.47% | 37.62% | 8.91%
Does the toddler sleep 12-13 hours per day? 75.25% | 20.79% | 3.96%

Table 10 Information about the early childhood development milestones (Toddler aged

between 2 and 3 years old)

The results in table 11 indicate the following:

62.99% of the kids aged between 3 and 4 years old can form lines, a circle,
and a cross, 34.65% can’t, while 2.36% of the participants answered that they
don’t know.

56.69% of the kids can walk up and down 4 stairs with one foot on each step,
33.86% can’t, while 9.45% of the participants answered that they don’t
know.

65.35% of the kids can climb up a ladder to go down a slide, 32.28% can'’t,
while 2.36% of the participants answered that they don’t know.

60.63% of the kids can stand on one foot for at least a few seconds without
holding on, 27.56% can’t, while 11.81% of the participants answered that
they don’t know.

71.65% of the kids can jump forward with two feet for at least 15 centimeters,
22.05% can’t, while 6.30% of the participants answered that they don’t
know.

54.33% of the kids can walk on their tip toes for 3-5 feet, 33.07% can’t, while
12.60% of the participants answered that they don’t know.

63.78% of the kids can kick a ball forward using opposite arm/leg motion,
22.83% can’t, while 13.39% of the participants answered that they don’t
know.

55.12% of the kids can’t string small beads, 26.77% can, while 18.11% of the
participants answered that they don’t know.

44.88% of the kids can complete simple puzzles, 38.58% can’t, while 16.54%
of the participants answered that they don’t know.

67.72% of the kids do hold a pencil/crayon with their thumb, index finger,
and middle finger, 29.92% don’t, while 2.36% of the participants answered
that they don’t know.

84.25% of the kids can point to several body parts, 13.39% can’t, while 2.36%
of the participants answered that they don’t know.
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64.57% of the kids can’t button buttons of his clothes or the toy’s clothes,
29.13% can, while 6.30% of the participants answered that they don’t know.
For 68.50% of the kids, the speech is understandable while they use 4-5 word
sentences, while it’s not understandable for 28.35% of the kids, also 3.15%
of the participants answered that they don’t know.

57.48% of the kids do understand the concepts on, off, in/out, and one,
some/all, rest, and few, 36.22% don’t, while 6.30% of the participants
answered that they don’t know.

62.20% of the kids can follow 3 step commands, 29.13% can’t, while 8.66%
of the participants answered that they don’t know.

48.82% of the kids can’t retell a story, 44.88% can, while 6.30% of the
participants answered that they don’t know.

56.69% of the kids do understand others feelings and respond appropriately,
36.22% don’t, while 7.09% of the participants answered that they don’t
know.

72.44% of the kids sleep 10-13 hours per day, 22.83% don’t, while 4.72% of
the participants answered that they don’t know.

83.46% of the kids have begun to play and share with others, 13.39% haven'’t,

while 3.15% of the participants answered that they don’t know.

Yes No Don't
know

Can the kid form lines, a circle, and a cross? 62.99% | 34.65% | 2.36%
Can the kid walk up and down 4 stairs with one foot on each step? | 56.69% | 33.86% | 9.45%
Can the kid climb up a ladder to go down a slide? 65.35% | 32.28% | 2.36%
Can Fhe kid stand on one foot for at least a few seconds without 60.63% | 27.56% | 11.81%
holding on?
Can the kid jump forward with two feet for at least 15 centimeters? | 71.65% | 22.05% | 6.30%
Can the kid walk on their tip toes for 3-5 feet? 54.33% | 33.07% | 12.60%
Can the kid kick a ball forward using opposite arm/leg motion? 63.78% | 22.83% | 13.39%
Can the kid string small beads? 26.77% | 55.12% | 18.11%
Can the kid complete simple puzzles? 44.88% | 38.58% | 16.54%
Does the kld.hold a pencil/crayon with their thumb, index finger, 67.72% | 29.920 | 2.36%
and middle finger?
Can the kid point to several body parts? 84.25% | 13.39% | 2.36%
Can the kid button buttons of his clothes or the toy’s clothes? 29.13% | 64.57% | 6.30%
Are the kids speech understandable while he/she uses 4-5 word 68.50% | 28.35% | 3.15%
sentences?
Does the kid understand the concepts on, off, in/out, and one, 57.48% | 36.92% | 6.30%
some/all, rest, and few?
Can the kid follow 3 step commands? 62.20% | 29.13% | 8.66%
Can the kid retell a story? 44.88% | 48.82% | 6.30%
Does the kid understand others’ feelings and respond 56.69% | 36.22% | 7.09%
appropriately?
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Does the kid sleep 10-13 hours per day? 72.44% | 22.83% | 4.72%

Have the kid begun to play and share with others? 83.46% | 13.39% | 3.15%

Table 11 Information about the early childhood development milestones (Kids aged between
3and 4 years old)

The results in table 12 demonstrate the following:

67.69% of the kids aged between 4 and 5 years old can perform 1-2 sit-ups,
19.81% can’t, while 12.50% of the participants answered that they don’t know.
74.06% of the kids can jump over a 30 cm. object using two feet at the same
time, 17.69% can’t, while 8.25% of the participants answered that they don’t
know.

65.80% of the kids can throw a ball overhand for 12 cm and hit a target while
using opposite arm/leg movements, 20.28% can’t, while 13.92% of the
participants answered that they don’t know.

77.12% of the kids can stand on one foot for at least 9 seconds, 13.44% can’t,
while 9.43% of the participants answered that they don’t know.

85.14% of the kids can run quickly, 11.08% can’t, while 3.77% of the
participants answered that they don’t know.

75.24% of the kids can pedal a tricycle or bike with training wheels, 19.81%
can’t, while 4.95% of the participants answered that they don’t know.

67.22% of the kids can dress and undress themselves, 29.25% can’t, while
3.54% of the participants answered that they don’t know.

61.79% of the kids can cut out simple shapes such as a circle, square, and
triangle, 31.13% can’t, while 7.08% of the participants answered that they
don’t know.

73.82% of the kids can form a vertical line, horizontal line, circle, and other
shapes, 20.75% can’t, while 5.42% of the participants answered that they don’t
know.

For 77.59% of the kids, the speech is understandable most of the time, while
it’s not for 18.16% of the kids, also 4.25% of the participants answered that
they don’t know.

69.81% of the kids do use full sentences when speaking, 26.65% don’t, while
3.54% of the participants answered that they don’t know.

81.60% of the kids can name at least 4 colors and 3 shapes, 15.09% can’t, while
3.30% of the participants answered that they don’t know.

78.54% of the kids can count at least 10 objects, 16.75% can’t, while 4.72% of
the participants answered that they don’t know.

49.06% of the kids do use pronouns such as he, she, me, |, her, him, we, 43.63%
don’t, while 7.31% of the participants answered that they don’t know.

52.83% of the kids can follow 3-step directions and retell a story from memory,
37.50% can’t, while 9.67% of the participants answered that they don’t know.
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48.35% of the kids do take turns and stay on topic during a conversation,
41.98% don’t, while 9.67% of the participants answered that they don’t know.
82.31% of the kids sleep 10-12 hours per day, 13.68% don’t, while 4.01% of the
participants answered that they don’t know.

82.78% of the kids do play with a group of friends, 15.80% don’t, while 1.42%
of the participants answered that they don’t know.

64.62% of the kids are eager to please and make others happy, 21.46% aren’t,
while 13.92% of the participants answered that they don’t know.

Yes No Don't
know

Can the kid perform 1-2 sit-ups 67.69% | 19.81% | 12.50%
Eir:le’;he kid jJump over a 30 cm. object using two feet at the same 24.06% | 17.69% | 8.25%

Can the kid throw a ball overhand for 12 cm and hit a target while

0, 0, 0,
using opposite arm/leg movements? 65.80% | 20.28% | 13.92%

Can the kid stand on one foot for at least 9 seconds? 77.12% | 13.44% | 9.43%
Can the kid run quickly? 85.14% | 11.08% | 3.77%
Can the kid pedal a tricycle or bike with training wheels? 75.24% | 19.81% | 4.95%
Can the kid dress and undress himself/herself? 67.22% | 29.25% | 3.54%
C:?m the kid cut out simple shapes such as a circle, square, and 61.79% | 31.13% | 7.08%
triangle?

Can the kid form a vertical line, horizontal line, circle, and other 73.82% | 20.75% | 5.429%
shapes

Is the kid’s speech understandable most of the time? 77.59% | 18.16% | 4.25%
Does the kid use full sentences when speaking? 69.81% | 26.65% | 3.54%
Can the kid’s name at least 4 colors and 3 shapes? 81.60% | 15.09% | 3.30%
Can the kid count at least 10 objects? 78.54% | 16.75% | 4.72%
Does the kid use pronouns such as he, she, me, I, her, him, we? 49.06% | 43.63% | 7.31%
Can the kid follow 3-step directions and retell a story from 59 83% | 37.50% | 9.67%
memory?

Does the kid take turns and stay on topic during a conversation? | 48.35% | 41.98% | 9.67%
Does the kid sleep 10-12 hours per day? 82.31% | 13.68% | 4.01%
Does the kid play with a group of friends? 82.78% | 15.80% | 1.42%
Is the kid eager to please and make others happy? 64.62% | 21.46% | 13.92%

Table 12 Information about the early childhood development milestones (Kids aged between
4 and 5 years old)

The results in table 13 show the following:
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89.08% of the kids aged between 5 and 8 years old can acquire new motor
skills such as football, 5.63% can’t, while 5.28% of the participants answered
that they don’t know.

83.45% of the kids can throw and catch a ball and hit a target, 10.21% can’t,
while 6.34% of the participants answered that they don’t know.

91.90% of the kids can run fast, 5.28% can’t, while 2.82% of the participants
answered that they don’t know.

76.23% of the kids can tie their shoelaces, 20.07% can’t, while 3.70% of the
participants answered that they don’t know.

74.65% of the kids can demonstrate competence with writing
letters/words/sentences/compositions, 22.01% can’t, while 3.35% of the
participants answered that they don’t know.

84.51% of the kids can speak what is on their minds using correctly structured
sentences, 13.38% can’t, while 2.11% of the participants answered that they
don’t know.

73.42% of the kids do use precise vocabulary to question and offer opinions,
21.30% don’t, while 5.28% of the participants answered that they don’t know.
65.32% of the kids can understand opposites, 26.06% can’t, while 8.63% of
the participants answered that they don’t know.

72.71% of the kids can understand time intervals and the concept of time,
22.36% can’t, while 4.93% of the participants answered that they don’t know.
54.05% of the kids do read appropriate texts with ease, 40.85% don’t, while
5.11% of the participants answered that they don’t know.

77.64% of the kids can pay attention to details, 15.32% can’t, while 7.04% of
the participants answered that they don’t know.

84.86% of the kids do follow instructions and finish their schoolwork, 12.32%
don’t, while 2.82% of the participants answered that they don’t know.
79.05% of the kids do understand the consequences of their own actions,
17.25% don’t, while 3.70% of the participants answered that they don’t know.
84.68% of the kids sleep 9-12 hours per day, 12.15% don’t, while 3.17% of the
participants answered that they don’t know.

Yes No Don't

know

Can the kid acquire new motor skills such as football... 89.08% | 5.63% | 5.28%
Can the kid throw and catch a ball and hit a target? 83.45% | 10.21% | 6.34%
Can the kid run fast? 91.90% | 5.28% | 2.82%
Can the kid tie his shoelaces? 76.23% | 20.07% | 3.70%
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Can the kid demonstrate competence with writing

letters/words/sentences/compositions? 74.65% | 22.01% | 3.35%
Can the kid speak what is on his/her mind using correctly 84.51% | 13.38% | 2.11%
structured sentences?

Do§§ the kid use precise vocabulary to question and offer 73.42% | 21.30% | 5.28%
opinions?

Can the kid understand opposites? 65.32% | 26.06% | 8.63%
Can the kid understand time intervals and the concept of time? 72.71% | 22.36% | 4.93%
Does the kid read appropriate texts with ease? 54.05% | 40.85% | 5.11%
Can the kid pay attention to details? 77.64% | 15.32% | 7.04%
Does the kid follow instructions and finish his/her schoolwork? 84.86% | 12.32% | 2.82%
Does the kid understand the consequences of his/her own actions? | 79.05% | 17.25% | 3.70%
Does the kid sleep 9-12 hours per day? 84.68% | 12.15% | 3.17%

Table 13 Information about the early childhood development milestones (Kids aged between

5and 8 years old)

Information about the child’s access to learning

Has the kid had access to education (remote or face to face) the year (2021-2022)?

The results in Figure 2 show that 53.08% of the kids had access to education remotely or
facetoface, 20.01% didn’t have access to education, 12.26% of the kids had partially access
to education, while this question was not applicable for 14.65% of the kids.

14.65%

60%
53.08%
50%
40%
F0%
20.01%
20%
12.26%
N .
0%
Yes No Partially

Mot applicable

Figure 2 kids had access to education
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42.62% of the kids who had access to education (Yes or Partially) are attending the day
care/kindergarten/school on daily basis, 34.52% 2 to 3 times per week, 14.65% based
attendance requirements, while 8.21% of the kids are attending the day
care/kindergarten/school a couple of times per month.

459 42.62%
40%
34.52%
35%
30%
25%
200
14.65%
15%
10% 8.21%
0%
Daily basis 2-3 times per Based on A couple of times
week attendance per month
requirements

Figure 3 Frequency of attending the day care/kindergarten/school.

29.20% of the kids didn’t have access to education (No or Partially) because their families
did not have the ability to cover the transportation fees, 24.30% because the schools
closed, 22.70% of the respondents said other reasons, the main answer because their
babies are under age, 21.60% because the family did not have the ability to cover the tuition
fees, 17.30% because of the increase in COVID-19 cases or other infectious diseases, 10.10%
for the inability to access the internet and electricity for online learning and 8.50% for the
inability to buy books and material to support the learning.

Frequency | Percentage

The family did not have the ability to cover the transportation fees | 130 29.20%
The school closed 108 24.30%
Other 101 22.70%
The family did not have the ability to cover the tuition fees 96 21.60%
Increase in COVID-19 cases or other infectious diseases 77 17.30%
Inability to access the internet and electricity for online learning | 45 10.10%
Inability to buy books and material to support the learning 38 8.50%
Protests of teachers and educators 31 7.00%
Inabl!lty to access tools (laptop-phone-tablet, etc.) for online 29 6.50%
learning

Lack of basic logistical means in schools (electricity, heating) 13 2.90%
In order to support the family and enter the labor market 13 2.90%

Table 14 Reasons for not attending the day care/kindergarten/school
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Who is the caregiver responsible for following up on the learning process (duties /
understanding of learning goals) for the kids?

For 66.60% of the kids, the mother is the caregiver responsible for following up on the
learning process, 41.80% the father, while 6.20% of the respondents said brothers or sisters.

T0%

60%

50%

4%

30%

20%

10%

0%

66.60%
41.80%
B6.20%
2.10% 1.70% 1.60%
- | — —
Mother Father Brother/Sister Other Grandmother Grandfather

Figure 4 The caregiver responsible for following up on the learning process for the kids

Information about the child’s learning facility

Concerning the day care/kindergarten/school, what is the type of the facility?

36.11% of the kids are attending private day care/kindergarten/school, 32.63% public
facilities, 16.03% semi-private, while 15.23% said other answers (Mainly that the babies are
still underage and not attending day care/kindergarten/school).
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36.11%
35% 32.63%
30%
25%
20%
16.03% 15.23%
15%
10%
5%
[0y
Private Public Semi private Other

Figure 5 Type of the facility

The results also reveal that 33.94% of the participants can cover the full fees, 33.65% can
partially cover the fees, while 32.41% can’t cover the fees at all.

35%
33.94%
34%
33.65%
34%
33%
339 32.41%
- l
32%
Covering thefull fees  Partially covering the Mot covering the fees at
fees all

Figure 6 Ability to cover the fees

79.91% of the families who can’t cover the fees or partially can are not receiving any
external support to cover the fees, while 20.09% are receiving external support.
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BYes B No

20.09%

79.91%

Figure 7 Receiving of external support to cover the fees

Out of the 20.91% of the families who are receiving external support, 31.69% receive the
support from their relatives, 28.42% from organization: NGO - local organization - etc.,
14.75% scholarships from the school and 12.02% are receiving external support from
political parties.

Frequency |Percent
Relatives 58 31.69%
Organization: NGO - Local Organization - etc. (52 28.42%
Scholarships from the school 27 14.75%
Political parties 22 12.02%
Other 16 8.74%
Religious Authorities 8 4.37%
Total 183 100.00%

Table 15 External support sources

Do you think you will be able to cover the fees of the daycare/kindergarten/school next
year?

41.41% of the families won't be able to cover the fee at all next year, 31.91% will be able to
cover the fees in full, while 26.69% will be able to partially cover the fees.
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45% 41.41%
40%

35%
30%
25%
20%
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| won't beable to cover  Yes, | will be ableto
the fee atall cover the fees in full

26.69%

Yes, | will be ableto
partially cover the fees

Figure 8. Ability to cover the fees next year

28.12% of the families who won't be able to cover the fee at all next year, or they can
partially cover the fees, will move their kids to a semiprivate school, 22.90% will drop them
out of school, 21.51% will move their kids to a public school and 17.68% will move their kids

to a less expensive private school.

Frequency |Percent
Move the kid to a semi-free school 264 28.12%
Drop the kid out of school 215 22.90%
Move the kid to a public school 202 21.51%

Move the kid to a less expensive private school|166 17.68%
Other 92 9.80%
Total 939 100.00%

Table 16 Decision of the family if they won’t be able to cover the fees next year

For the transportation fees to the day care/kindergarten/school, 29.08% of the families are
paying between 300 000 and 600 000 LBP per month, 22.41% between 0 and 300 000 LBP,
17.19% more than 900 000 LBP, 17.04% are not paying for the transportation (Don’t have
kids in the day care/kindergarten/school), while 14.29% of the families are paying between
600 000 and 900 000 LBP for the transportation per month.

Frequency |Percent

0LBP

235 17.04%

0 to 300 000 LBP

309 22.41%
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300 000 to 600 000 LBP 401 29.08%
600 000 to 900 000 LBP 197 14.29%
More than 900 000 LBP 237 17.19%
Total 1379 100.00%

Table 17 Transportation fees to the day care/kindergarten/school per month

Information about the child’s learning performance

Has the kids’ performance changed negatively in comparison to classroom learning after
the crisis? (Only for the kids who had access to education in 2021-2022)

For 48.06% of the families, their kids’ performance didn’t change in comparison to
classroom learning after the crisis, 42.18% answered yes, while 9.77% of the families said
that their kids’ performance change partially negatively in comparison to classroom
learning after the crisis.

60%
500 48.06%
42.18%
405
30%
200
9.77%
10%% .
0%
Yes Mo Partially

Figure 9 kids’ performance changed negatively in comparison to classroom
learning after the crisis

45.50% of the families who answered yes on the above question believed that having
multiple interruption and school closures are the main reasons for the negative change in
kids’ performance after the crisis, 21.80% because of rushing to give the curriculum or
putting a lot of pressure on finishing it, 19.50% lack of proper follow-up from the school's
side, 18.90% decrease in the teachers' performance, 14.70% because the kids not having all
the needed educational tools, 13.90% because of negative feelings experienced by the child
recently, 12.40% lack of follow-up in the house and 10.80% lack of interactive learning.

Frequency |Percent
Having multiple interruption and school closures 173 45.50%
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Rushing to give fche.currlculum or putting a lot of83 21.80%
pressure on finishing it

Lack of proper follow-up from the school's side 74 19.50%
Decrease in the teachers' performance 72 18.90%
The kids not having all the needed educational tools (56 14.70%
Negative feelings experienced by the child recently |53 13.90%
Lack of follow-up in the house A7 12.40%
Lack of interactive learning 41 10.80%
Change in the educational institution norms 32 8.40%
Change the educational institution 26 6.80%
Failure to detect learning difficulties and needs 22 5.80%
Restricted interaction with friends 21 5.50%
Bullying or discrimination 16 4.20%
Other 8 2.10%

Table 18 Reasons for the negative performance of kids after the crisis

57.60% of these families noticed the changes in performance through the difficulty in
assimilating the information, 31.30% lack of interest in school, 27.40% failure of kids to
adapt and accommodate or other students to social norms, 16.10% difficulty to assimilate
to classroom and peers' rhythm, 13.70% regressing grades and 9.70% difficulty to adhere
to school norms (toilet breaks - snacks - talking - etc.).

Frequency |Percent
Difficulty in assimilating the information 219 57.60%
Lack of interest in school 119 31.30%
Fall.ure of kids to adapt and accommodate or other students to 104 27 40%
social norms
Difficulty to assimilate to classroom and peers' rhythm 61 16.10%
Regressing grades 52 13.70%
Difficulty to adhere to school norms 37 9.70%
Other 10 2.60%

Table 19 How the families noticed the changes in performance

Information about the medical checkups

The results in figure 10 reveal that 86.22% of the kids don’t have any disability, 7.61% have
disability, while 6.16% of the families preferred not to answer.
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E¥es ® No = Prefer notto answer

6.16%

7.61%

Figure 10 Kids have disability

Out of the 7.61% of kids who have disability, 35.20% of them have physical disability,
22.90% neurological disability, 21.90% preferred not to say, 20.00% sensory disability,
while 9.50% have cognitive disability.

40%

35%

25%

20%

15%

10%

%

35.20%
22.90% 21.90%
20.00%
I I [
Physical Neurological Prefer notto Sensory Cognitive
say

Figure 11 Type of disability

The results also demonstrate that 88.11% of the kids don’t have any chronic disease, while
7.18% have chronic disease, and 4.71% preferred not to answer.
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B8.11%

20%
10% 7.18% 471%

0% I —

Mo Yes Prefer not to answer

Figure 12. Kids have chronic disease

Following the Lebanese crisis, 50.04% of the kids were able with difficulties to receive
appropriate medical follow-up, 28.14% weren’t able, 17.26% easily, whereas 4.57% of the
respondents preferred not to say.

60%
50.04%

50%
40%
300 28.14%
20% 17.26%
10% I 4.57%

0% I

Yes, easily Yes, with No Prefer not to say
difficulty

Figure 13. Ability for kids to receive appropriate medical follow-up

40.72% of the kids visit the pediatrician on the specified time depending on their ages,
35.33% of the kids were late, while 24.39% of the kids didn’t go to any date (The 4.57% of
participants who answered preferred not to say on the above question didn’t answer this
question).
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Figure 14. Time of visit to the pediatrician

For 76.40% of the kids who weren’t able to receive appropriate medical follow-up or they
received it with difficulties, the high fees were the most important reason for this, 20.60%
Can't afford the transportation fees, 17.20% due to the Covid-19's restrictions, 14.20%
Covid-19's anxiety and fear, 9.10% lack of professionals, due to theirimmigration, 9.00% of
the kids are on waiting lists in organizations and health care centers, and 7.10% because of
political situation.

Frequency |Percent
High fees 824 76.40%
Can't afford the transportation fees 222 20.60%
Covid-19's restrictions 185 17.20%
Covid-19's anxiety and fear 153 14.20%
Lack of professionals, due to their immigration 98 9.10%
Waiting lists in organizations and health care centers|97 9.00%
Political situation 77 7.10%
Other 8 0.70%

Table 20 Difficulties faced ensuring the proper follow-up

The results also demonstrate that 71.07% of the parents had difficulties accessing
medication to their kids, 13.85% didn’t need any medicine, 11.39% didn’t have any
difficulties and 3.70% preferred not to say.
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Figure 15 Difficulty accessing medication for kids

For the parents who had difficulties accessing medication to their kids, 83.20% couldn’t
afford medication because of high prices, 69.10% lack of medication in Lebanon, and 6.60%
because electricity cuts affecting the storage of medication.

90% 83.20%
80%
69.10%
T0%
60%
50%
40%
30%
20%
6.60%
. - 0-50%
[0y
High prices Lack of Electricity cuts Other
medication in affecting the
Lebanon storage of
medication

Figure 16. Type of the difficulties faced in order to insure the medication

For 41.10% of the parents who had difficulties accessing medication to their kids, the
solution is waiting for donations, 34.20% receiving the medication from abroad relatives
and friends, 23.70% buying the medication from outside Lebanon, 22.30% buying them
from black market, and 11.80% of the parents didn’t find any solution.
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Frequency |Percent
Waiting for donation 403 41.10%
Rgcelvmg the medication from abroad relatives and 335 34.90%
friends
Buying the medication from outside Lebanon 232 23.70%
Buying them from black market 219 22.30%
Nothing 116 11.80%
Other 12 1.20%

Table 21 Solutions applied in order to insure the medication

The results indicate that 74.91% of the kids received their mandatory vaccine shots, 20.23%
didn’t, while 4.68% don’t know.

®Yes ®MNo » Don'tknow

4.86%

Figure 17. Kids received their mandatory vaccine shots

70.60% of the parents who their kids didn’t receive the mandatory vaccine shots weren’t
able to pay for the shots, 36.20% because of the unavailability of shots in the nearest
facility, 24.00% inability to reach the nearest medical facility, and 7.90% because of cultural
or religious reasons.

Frequency |Percent
Inability to pay for the shots 197 70.60%
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Unavailability of shots in the nearest facility 101 36.20%
Inability to reach the nearest medical facility |67 24.00%
Cultural or religious reasons 22 7.90%
Other 9 3.20%

Table 22 Reasons for not taking the mandatory vaccine shots

Information about the Medical Team

Theresults illustrate that for 59.70% of the parents, the clinics of ministries of health and/or
social affairs provide the medical checkups and shots for their kids, 29.00% the doctor at
private clinic, 12.10% clinics of local actors or NGOs, 6.80% public hospital clinic, and 2.50%
private hospital clinic.

Frequency |Percent
Clinics of ministries of health and/or social affairs|823 59.70%
Doctor at private clinic 400 29.00%
Clinics of local actors or NGOs 167 12.10%
Public Hospital clinic 94 6.80%
Private Hospital clinic 35 2.50%
Other 14 1.00%
Community practitioner 6 0.40%

Table 23 Providers of the medical checkups and shots

The results also show that 65.60% of the kids doesn’t need any specialized follow-up,
17.70% need doctor or medical specialist, 7.00% dental practitioner or dentist, 3.90%
nurse, 3.50% nutritionist, while 3.00% of the kids need social worker.

Frequency |Percent
Doesn't need any specialist help 905 65.60%
Doctor/medical specialist 244 17.70%
Dental practitioner/Dentist 96 7.00%
Nurse 54 3.90%
Nutritionist 48 3.50%
Social Worker 41 3.00%
Special Education Teacher 23 1.70%
Speech therapist 22 1.60%
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Psychologist 21 1.50%
Psychomotor therapist 16 1.20%
Physical therapist 9 0.70%
Child and adolescent psychiatrist 8 0.60%
Other 7 0.50%

Table 24 Kids need specialized follow-up

55.27% of the kids who need specialized follow-up weren’t followed up by specialists, while
44.73% were followed up by specialists.

Figure 18. Kids who need specialized follow-up were followed up by specialists

uYes

5 Mo

Section 5: Information about the early childhood nutrition

55.00% of the babies under 2 years are not being breastfed, 37.31% are being breastfed,
while 7.69% preferred not to answer. In average these babies are being breastfed 19 times

per week
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Figure 19. Babies under 2 years are being breastfed

The results also show that 75.20% of the kids didn’t receive any fortified or special milk,
15.66% did receive fortified or special milk, while 9.14% of the participants preferred not to

answer. In average these kids received fortified or special milk 6 times per week.

B Yes

® Mo ® Prefer not to answer

9.14%

75.20%

Figure 20. Kids received fortified or special milk

The results indicate that 77.59% of the kids are dinking clean water, 16.24% are not, while
6.16% of the participants preferred not to answer.
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E¥es ® No = Prefer notto answer

6.16%

Figure 21. Kids are drinking clean water

35.20% of the kids are drinking bottled water, 30.30% from the local water source, 24.70%
from the tap without filter, 14.70% from the tap with filter, while 2.20% don’t know the
source of the water.

40%
35.20%

35%
30.30%
30%
24.70%
25%
20%
14.70%

15%
10%

5% 2.20%

0% I

Bottled From thelocal From thetap From thetap Don'tknow
water source without filter  with filter

Figure 22. Source of the drinking water

The results also demonstrate that in the past year, the ability to eat enough have changed
on daily basis for 52.86% of the kids, the ability didn’t change for 39.01%, while 8.12%
preferred not to answer. The number of daily meals has been reduced for 50.98% of the
kids, it didn’t change for 40.10%, while 8.92% preferred not to answer.

The quality of meals that the family consumes have been adjusted for 70.34% of the
families, it didn’t change for 22.34%, while 7.32% preferred not to answer.
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Figure 23. Change in food habits in the past year

58.45% of the households didn’t receive food assistance during the last 3 months, 24.95%
have received it once, while 16.61% did receive food assistance more than once the last 3
months.

T0%

58.45%

30% 24.95%

20% 16.61%

10%

Yes, once Yes, more than once Mo

Figure 24. Household received food assistance during the last 3 months

Section 6: Information about the early childhood social and emotional development
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Information about the Screen Time

The results in Table 25 indicate that 40.77% of the kids aged above 1 year spent between 2
and 3 hours per day using a screen (Includes computer, game consoles, cell phone, or TV),
28.04% between 0 and 1 hours, 16.34% doesn't spend time on screens, 13.75% between 4
and 6 hours, 0.86% between 7 and 10 hours, while 0.24% of kids spent 11 or more hours

using a screen.

Frequency |Percent
Doesn't spend time on screens 208 16.34%
0-1 hours per day 357 28.04%
2-3 hours per day 519 40.77%
4-6 hours per day 175 13.75%
7- 10 hours per day 11 0.86%
11 or more hours per day 3 0.24%
Total 1273 100.00%

Table 25 Time spent on screen (kids aged above 1 year)

39.04% of the kids spent the same time on the screen in the past 3 months, for 38.49% the
time increased, while it decreased for 22.47% of the kids.

45%

35%

30%

25%

20%

15%

10%

5%

38.49%

¥Yes, increased Yes, decreased

22.47%

39.04%

Ma, stayed the same

Figure 25. Change in time spent on screen in the last 3 months

The fact that 46.50% of the children spent more time on screen is attributed to having more
freetime and not having games to play, 46.10% due to the remote learning and school tasks
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given online, 30.20% because they want to spend time on screen, and 12.20% due to

unavailability of caregiver to take care of them.

Frequency |Percent
More free time and no games to play 228 46.50%
Remote learning and school tasks given online 226 46.10%
They want to spend time on screen 148 30.20%
No caregiver available to take care of them 60 12.20%
Other 5 1.00%

Table 26 Reasons for the increased screen time consumption

The results demonstrate that 33.78% of the parents said that the screen sometimes
affected in a negative way the mood and the behaviors of their kids, 24.90% never, 21.60%
frequently, 15.48% don’t know, while 4.24% of the parents answered always.

35%
30%

23% 21.60%

15.48%

20%
15%
10%
4.24%
5%
o |

33.78%

24.90%

Always Fregquently

Don't know  Sometimes

Never

Figure 26. Screen affect in a negative way the mood and behaviors of the kids

For 62.20% of the parents, the content is supervised by them, 22.00% only setting the
screen time limit, 19.20% don’t supervise the content, while 9.30% don’t know if the access

and screen activities are supervised or not.

Frequency |Percent
Yes, the content is supervised 792 62.20%
Only setting the screen time limit {280 22.00%
No supervision 245 19.20%
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| don't know 119 9.30%

Table 27 Parents or caregiver supervise the access and screen activities

Information about the kids’ play

The results indicate that 34.56% of the kids are some of the times playing alone, 32.29%
most of the time, 11.23% less than half of the time, 10.76% more than half of the time, 7.07%
at no time, while 4.08% of the parents said that their kids are playing alone all the total
playing time.

However, 36.37% of the kids are most of the time playing with their peers or siblings, 28.52%
some of the time, 16.10% more than half of the time, 8.48% less than half of the time, 6.91%
all the time, while 3.61% of the kids are not playing with their peers or siblings.

W Play alone W Play with peers/siblings
40% 36.37%
34.56%

35% 32.29%
30% 28.52%
25%
20% 16.10%
15% 10.76% 11.23%
10% 5.91% B.48% 7.07%

5o | 4-08% 3.61%

0%

All of the time Most of the Morethan half Less than half Some ofthe At no time
time of the time of the time time

Figure 27. The time kids are playing alone or with peers and siblings.

For 41.79% of the kids, the outdoor play time was decreased comparing to before the crisis,
it remained the same for 38.41% of the kids, while it was increased for 19.80% of the kids
comparing to before the crisis.
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45% 41.79%
a0% 38.41%

35%

25%

19.80%

20%

15%

10%

5%

Itwas reduced It remained the same Itincreased

Figure 28. The outdoor play time of kids after the crisis

The results show that 67.01% of the kids have toys to play with, whereas 32.99% don’t have.

EY¥es ®No

Figure 29. Kids have toys to play with

27.10% of the kids aged 1 year and above didn’t receive a new toy since more than 1 year
ago, 19.87% never received a new toy, 12.33% since the last three months, 11.78% last
month, 10.21% since 3 to 6 months, also 10.21% since 6 to 12 months ago, while 8.48% of
the kids have received new toy the last week.

Frequency |Percent
Last week 108 8.48%
Last month 150 11.78%
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Within the last three months ago |157 12.33%
3to 6 months ago 130 10.21%
6 to 12 months ago 130 10.21%
More than a year ago 345 27.10%
Never 253 19.87%
Total 1273 100.00%

Table 28 The last time the kids have received a new toy

45.33% of the parents are playing between 0 and 1 hours with their kids per day, 23.88%
don’t play with them, 27.34% between 2 and 3 hours, 2.99% between 4 and 6 hours, while
0.47% of the parents play with their kids for more than 6 hours per day.

30%
45%

35%
30%
25%
20%
15%
10%

5%

45.33%

27.34%

23.88%
2.99%
- 0.47%

| don't play  0-1 hour per 2-3 hours per 4-6 hours per Maorethan &
day day day hours per day

Figure 30. Time play with kids per day

33.54% of the parents said that due to the crisis in the last year, they are spending now less
time playing with their kids, 28.20% partially less, the play time with kids was not affected
by the crisis for26.39% of the parents, while 11.86% of the parents are spending more play
time with their kids after the crisis.
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35% 33.54%
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10%
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Yes, less time ¥es, more time Partially Mo

Figure 31. Play time with kids was affected in the last year due to the crisis

The results reveal that in the past month, 28.59% of the kids were spending between 15
minutes and hour per day to read books or stories, 12.25% between 2 and 3 hours, 1.89%
between 4 and 6 hours, 0.31% more than 6 hours a day, while 56.95% of the kids doesn’t
read.

B60% 56.95%

28.59%

20%
12.25%

10%:
1.89% 0.31%
0% I

Doesn't read 15 minutes- 2-3hoursa 4-6hoursa Morethan6
an hour a day day day hours a day

Figure 32. Time spent on reading books and stories in the last month

Section 7: Information about the changes brought by the pandemic/economic crisis

123



@ Situational assessment of young children and their families during the multidimensional crisis in Lebanon

The results demonstrate that for 80.28% of the respondents the household income has
decreased comparing to one year earlier, 16.53% answered no, while 3.19% of the
respondents don’t know whether the household income has decreased or not comparing
to one year earlier.

B0.28%

20% 16.53%

10% 3.19%

0% ]
Yes Mo Don't know

Figure 33. Household income undergone any decrease compared to one year earlier

The results also reveal that 66.72% of the respondents confirmed that the household lose
one or more of the jobs since the outbreak of COVID 19 and the economic crisis, 28.86%
answered no, while 4.42% of the respondents don’t know whether the household lose one
or more of the jobs since the outbreak of COVID 19 and the economic crisis or not.

B80%

70% 66.72%

28.86%

20%

10% 4.42%

Yes Mo Don't know

Figure 34. Household lose one or more of the jobs since the outbreak of COVID 19 and the
economic crisis
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64.97% of the respondents said that their households take debt in the past 30 days to cover
basic needs, 28.57% answered no, while 6.45% preferred not to answer.

0% 64.97%

60%

28.57%

20%

10% 6.45%

o ]

Yes Mo Prefer not to answer

Figure 35. The household take debt in the past 30 days to cover basic needs

The results indicate that 52.43% of the respondents didn’t have to sell a family inheritance
or property over the past year, 38.94% had to, while 8.63% of the respondents preferred not
to answer.

52.43%

38.94%

20%

B.B3%
10%

O% -

Mo Yes Prefer not to answer

Figure 36. The family had to sell inheritance or property over the past year

80.30% of the respondents answered that no child stopped going to school to support their
families, 14.40% to lower the costs of the school, 2.00% to take care of their brothers, and
1.80% to take care of their parents.

Frequency |Percent
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No child stopped going to school for these reasons 1107 80.30%
Lower costs 199 14.40%
Other 51 3.70%
Taking care of his brothers 27 2.00%
Taking care of his parents 25 1.80%

Table 29 Children under the age of eight stopped going to school this year to support the
family

86.80% of the participants answered that their household location didn’t undergo any
changes in the last year, 10.80% said yes, while 2.39% don’t know whether their household
location undergone any changes in the last year or not.

1008
Q0% 86.80%
80%
705
60%
50%
403
30%

20% 10.80%

g m
0% I

Mo Yes Don't know

Figure 37. The household location undergone any changes in the last year

Out of the 10.80% of the respondents who answered yes, 45.60% have changed their
households’ location because therentis too high, 22.10% they were forced to move, 13.40%
to upgrade, 10.70% need more space, 8.10% because the contract was end, 8.10% were
moved to other location close to job or school.

Frequency |Percent
Rent is too high 68 45.60%
Forced to move 33 22.10%
Upgrade 20 13.40%
Need more space 16 10.70%
End of contract 12 8.10%
Closer to job or school 12 8.10%
Other 4 2.70%

Table 30 Reasons for changing the location of the household
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The results show that 66.21% of the respondents agreed that the household reduced the
expenses on Education/Food/Transportation during the last year, 27.99% answered no,
while 5.80% of the respondents don’t know whether these expenses were reduced or not.

T0% 66.21%

60%

27.99%

20%

10% 5.80%

Yes Mo Don't know / No answer

Figure 38. The household reduce the expenses on Education/Food/Transportation during the
last year

85.58% of the respondents confirmed that the provision of clothes for the family members
reduced during the last year, 10.44% answered no, while 2.97% don’t know or preferred not
to answer.

86.58%

10.44%

o 1] —
0% |

Yes Mo Don'tknow / No
answer

Figure 39. The provision of clothes for the family members reduced during the last year

The results also demonstrate that 80.49% of the respondents have access to sanitary items
and hygiene material, 15.16% answered no, while 4.35% of the respondents don’t know or
preferred not to answer.
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Figure 40. Families have access to sanitary items and hygiene material

80.78% of the respondents agreed that their ability to provide a heating or cooling system
declined during cold and hot weather, 15.16% answered no, while 4.06% don’t know or
preferred not to answer.

B80.78%

200 15.16%

10% 4.06%
0% I

Yes Mo Don't know f No answer

Figure 41. Family's ability to provide a heating or cooling system declined during cold or hot
weather

The results reveal that 60.04% of the respondents didn’t have to leave their kids alone at
home or somewhere else to be able to attend work, 35.32% answered yes, while 4.64% of
the respondents don’t know or preferred not to answer.
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Figure 42. Participants had to leave their kids alone at home or somewhere else to be able to
attend work

43.07% of the parents have used sometimes in the past year methods like shouting, hitting,
spanking, or similar forms of disciplinary methods more than before when their kids
misbehaved, 27.63% never used them, 16.82% said often, while 12.47% of the respondents
believed that their kids didn’t misbehave in the past year more than before.

50%
45% 43.07%
40%%
35%
30% 27.63%
25%
20% 16.82%
15% 12.47%
10%:
: i
0%
Yes, sometimes MNeverused them Yes, often Mo, same as
before

Figure 43. Parents used with their kids methods like shouting, hitting, spanking, or similar
forms of disciplinary methods more than before

Section 8: Information about the child’s mental health
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The results in table 31 demonstrate the following:

54.92% of the kids above 2 years sometimes start asking more questions about the
crisis in the past 6 months, 34.43% said never, while 10.66% of the participants
answered often.

56.07% of the kids sometimes express more distress and nagging in the past 6
months in comparison to before, 32.54% said never, while 11.39% of the
participants answered often.

52.21% of the participants sometimes notice that the kid’s personality and behavior
being affected by the crisis, 35.66% said never, while 12.13% of the participants
answered often.

55.25% of the kids sometimes feel sad, unhappy, tearful in the past 6 months in
comparison to before, 32.62% said never, while 12.13% of the participants answered
often.

48.03% of the kids sometimes seem worried in the past 6 months in comparison to
before, 38.61% said never, while 13.36% of the participants answered often.
49.92% of the kids sometimes seem to have less interest or pleasure in doing things
in the past 6 months in comparison to before, 38.03% said never, while 12.05% of
the participants answered often.

46.15% of the kids never seem to daydream more in the past 6 months in
comparison to before, 44.51% said sometimes, while 9.34% of the participants
answered often.

47.62% of the participants never noticed any changes in the kid’s sleep in the past 6
months in comparison to before, 44.75% said sometimes, while 7.62% of the
participants answered often.

55.25% of the participants never noticed any changes in the kid’s sleep in the past 6
months in comparison to before, 37.70% said sometimes, while 7.05% of the
participants answered often.

50.25% of the kids never seemed to feel tired or to have little energy in the past 6
months in comparison to before, 43.44% said sometimes, while 6.31% of the
participants answered often.

53.61% of the kids never express feelings of insecurity and is easily scared in the past
6 months in comparison to before, 40.00% said sometimes, while 6.39% of the
participants answered often. For the participants who answered sometimes or
often, 73.50% attributed this to the economic crises, 57.20% to the covid-19's
pandemic, 28.10% to the family situation, 15.70% because of 4th of August's Beirut's
blast, and 5.50% to the abuse of the kids.

74.10% of the kids never have enuresis in the past 6 months in comparison to before,
21.39% said sometimes, while 4.51% of the participants answered often.

47.38% of the participants never noticed any change in the kid’s appetite in the past
6 months in comparison to before, 44.84% said sometimes, while 7.79% of the
participants answered often.

54.84% of the kids never have trouble with separation from their parents or any
other caregiver in the past 6 months in comparison to before, 38.61% said
sometimes, while 6.56% of the participants answered often.
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49.10% of the kids’ ability to regulate their emotions in a new situation never
changed in the past 6 months in comparison to before, 44.92% said sometimes,

while 5.98% of the participants answered often.

Never | Sometimes | Often

Pld the kid start asking more questions about the crisis 34.43% | 54.920% 10.66%
in the past 6 months?
Did the klo! express more distress and naggingin the past 39.54% | 56.07% 11.39%
6 months in comparison to before?
Di e the kid’ : havi :

id you notice t (.e. id’s personality and behavior being 35.66% | 52.91% 19.13%
affected by the crisis?
How much dld.the kid fe_el sad, unhappy, tearful in the 39.62% | 55.25% 19.13%
past 6 months in comparison to before?
!—Iow much did the kid seem worried in the past 6 months 38.61% | 48.03% 13.36%
in comparison to before?
Did the kid seem to have less interest or pleasure in
doing things in the past 6 months in comparison to | 38.03% | 49.92% 12.05%
before?
Did the ki inth h
_ id the |d.seem to daydream more in the past 6 months 46.15% | 44.51% 9.34%
in comparison to before?
Have you notlc.ed any ch_anges in the kid’s sleep in the 47.62% | 44.75% 7 62%
past 6 months in comparison to before?
Have you noticed an increase of nightmares or scary
stories in the kid in the past 6 months in comparison to | 55.25% | 37.70% 7.05%
before?
!—Ias the kid seemed t.o feel twec;l or to have little energy 50.25% | 43.44% 6.31%
in the past 6 months in comparison to before?
Does the kid express feellngs of mseCt.mty and is easily 53.61% | 40.00% 6.39%
scared in the past 6 months in comparison to before
Did the. kid have enuresis in the past 6 months in 22.10% | 21.39% 451%
comparison to before?
Have you notlc.ed any che?nge in the kid’s appetite in the 47.38% | 44.84% 7 79%
past 6 months in comparison to before?
Did the kid have trouble with separation from you or any
other caregiver in the past 6 months in comparison to | 54.84% | 38.61% 6.56%
before?
Has the kid ability to regulate her/his emotionsin a new
situation changed in the past 6 months in comparisonto | 49.10% | 44.92% 5.98%

before?

Table 31 Information about the child’s mental health
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The results in table 32 indicate the following:

46.63% of the participants sometimes have experienced more difficulty going to
work in the past 6 months in comparison to before the crisis, 29.44% said often,
while 23.93% of the participants answered never.

51.20% of the participants sometimes have experienced more difficulty taking care
of things at home in the past 6 months in comparison to before, 32.92% said often,
while 15.88% of the participants answered never.

51.05% of the participants sometimes have had trouble getting along with other
people in the past 6 months after the crisis, 26.90% said often, while 22.04% of the
participants answered never.

48.30% of the participants sometimes have felt less interest or no pleasure in doing
activities in the past 6 months in comparison to before, 30.46% said often, while
21.25% of the participants answered never.

47.64% of the participants sometimes have felt down or depressed in the past 6
months in comparison to before, 38.07% said often, while 14.29% of the participants
answered never.

46.63% of the participants sometimes have felt hopeless in the past 6 months in
comparison to before, 39.38% said often, while 14.00% of the participants answered
never.

48.73% of the participants sometimes have felt nervous in the past 6 months in
comparison to before, 39.01% said often, while 12.26% of the participants answered
never.

46.56% of the participants sometimes have felt anxious about daily life in the past 6
months after the crisis, 43.44% said often, while 10.01% of the participants
answered never.

50.04% of the participants sometimes had changes in their sleep in the past 6
months in comparison to before, 26.98% said often, while 22.99% of the participants
answered never.

50.62% of the participants sometimes have felt tired or have little energy in the past
6 months in comparison to before, 35.32% said often, while 14.07% of the
participants answered never.

50.18% of the participants sometimes have experienced poor appetite or overeating
in the past 6 months in comparison to before, 25.24% said never, while 24.58% of
the participants answered often.

48.15% of the participants sometimes have felt that they are a failure or that they
let themselves or their families down in the past 6 months in comparison to before,
29.15% said never, while 22.70% of the participants answered often.

53.01% of the participants sometimes had trouble concentrating on things in the
past 6 months in comparison to before, 23.57% said often, while 23.42% of the
participants answered never.

45.32% of the participants sometimes have experienced being slow in moving or
speaking in the past 6 months in comparison to before, 35.75% said never, while
18.93% of the participants answered often.
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48.59% of the participants sometimes have experienced being fidgety or restless in
the past 6 months in comparison to before, 29.59% said never, while 21.83% of the
participants answered often.

74.69% of the participants never have experienced harmful or suicidal thoughts in
the past 6 months after the crisis, 18.42% said sometimes, while 6.89% of the
participants answered often.

51.99% of the participants sometimes have taken less care of their hygiene and
appearance in the past 6 months in comparison to before, 28.93% said never, while
19.07% of the participants answered often.

52.15% of the participants sometimes have felt less tolerant or communicative with
their spouse in the past 6 months after the crisis, 29.79% said never, while 18.06%
of the participants answered often.

48.63% of the participants sometimes have felt that the support they were receiving
from their spouse was not enough in the past 6 months after the crisis, 35.81% said
never, while 15.56% of the participants answered often.

Never | Sometimes | Often
Did you.experlenc.e more difficulty gglpg to work in the past 6 23.93% | 46.63% 20.44%
months in comparison to before the crisis?
Did you experience more dlffl.culty taking care of things athome in 15.88% | 51.20% 39,9204
the past 6 months in comparison to before?
Did you have troubl'e.gettmg along with other people in the past 6 29.04% | 51.05% 26.90%
months after the crisis?
Did you feel le.ss mterest.or no pleasure in doing activities in the 21.25% | 48.30% 30.46%
past 6 months in comparison to before?
Did yog feel down or depressed in the past 6 months in 14.99% | 47 64% 38.07%
comparison to before?
Did you feel hopeless in the past 6 months in comparison to 14.00% | 46.63% 39.38%
before?
Did you feel nervous in the past 6 months in comparison to before? | 12.26% | 48.73% 39.01%
Di f i ily life in th hs after th
Crliciizgu eel anxious about daily life in the past 6 months after the 10.01% | 46.56% 43.44%
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Have you had changes in your sleep in the past 6 months in
comparison to before? (Trouble sleeping, difficulty waking up, | 22.99% | 50.04% 26.98%
sleeping too much, or interrupted sleep, nightmares)?
Did you. feel tired or have little energy in the past 6 months in 14.07% | 50.62% 35,3204
comparison to before?
Did you.experlenc.e poor appetite or overeating in the past 6 2524% | 50.18% 24.58%
months in comparison to before?
Did }/ou feel Fhat you are a fallure.or that yqu let yourself or your 29.15% | 48.15% 99.70%
family down in the past 6 months in comparison to before?
Pld you ha.ve trouble concentrating on things in the past 6 months 23.42% | 53.01% 23,570
in comparison to before?
Did you experience being slow in moving or speaking in the past 6

. . 35.75% | 45.32% 18.93%
months in comparison to before?
Pld you ex.perlence being fidgety or restless in the past 6 months 29.59% | 48.59% 21.83%
in comparison to before?
Did you experlenccf.' .harmful or suicidal thoughts in the past 6 24.69% | 18.42% 6.89%
months after the crisis?
Did you ta.ke less car.e of your hygiene and appearance in the past 28.93% | 51.99% 19.07%
6 months in comparison to before?
Did you feel less tolerant or go_mmunicative with your spouse in 29.79% | 52.15% 18.06%
the past 6 months after the crisis?
Did you feel that the support you were receiving from your spouse

. .. 35.81% | 48.63% 15.56%

was not enough in the past 6 months after the crisis?

Table 32 Information about the respondent’s mental health

Calculation of the scores

Early Childhood development

This component contains specific number according to each age category. If a participant
answered Yes on 1 item, his score will be 1, while it will be zero when the participant
answered “No” or “I don’t know.” The below table explains the scores for each age

category.

Age category | Numberofitems | Minscore | Maxscore | Mean Mean %
0to3 months |11 0 11 6.14 55.82%
4-6 months 10 0 10 6.77 67.70%
7-9 months 13 0 13 9.81 75.46%
10-12 months | 14 0 14 7.38 52.71%
1to 2 years 10 0 10 5.74 57.40%
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2to 3years 15 0 15 6.08 40.53%
3to4years 19 0 19 11.34 59.68%
4 to 5years 19 0 19 13.35 70.26%
5to 8 years 14 0 14 10.92 78.00%

Mean % = Mean / Number of items

Table 33 Scores of ECD levels

The below table will be used for the interpretation:

Percentage Interpretation
0-50 % Very poor
51-60 % Poor

61-70 % Fair

71-80 % Good

81-100 % Very good

The mean in percentage was used to unify the mean since each age category has different
number of items. The results show the following:

0 to 3 months: The mean equal 6.14 (Mean % = 55.82%), which indicates that the
ECD level for this age category is poor.

4 to 6 months: The mean equal 6.77 (Mean % = 67.70%), which indicates that the
ECD level for this age category is fair.

7 to 9 months: The mean equal 9.81 (Mean % = 75.46%), which indicates that the
ECD level for this age category is good.

10 to 12 months: The mean equal 7.38 (Mean % = 52.71%), which indicates that the
ECD level for this age category is poor.

1to 2 years: The mean equal 5.74 (Mean % = 57.40%), which indicates that the ECD
level for this age category is poor.

2 to 3 years: The mean equal 6.08 (Mean % = 40.53%), which indicates that the ECD
level for this age category is very poor.

3to 4 years: The mean equal 11.34 (Mean % = 59.68%), which indicates that the ECD
level for this age category is poor.

4 to 5 years: The mean equal 13.35 (Mean % = 70.26%), which indicates that the ECD
level for this age category is good.

5to 8 years: The mean equal 10.92 (Mean % = 78.00%), which indicates that the ECD
level for this age category is good.
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In this part the aim is to study the effect of the independent items or variables of the
demographics and variables in other sections on the scores of ECD. Therefore, Independent
sample t-test and ANOVA test are used to compare the ECD scores according to the

independent items.

Normally, we compare Sig or P-value with Alpha which is the error rate, where Sig is a
probability between 0 and 1, and Alpha (a) is a constant value equal to 0.05.

The results in below table indicate that nationality has significant effect on the
following ECD scores:

ECD for the category 4 to 6 months: The level of ECD for the Lebanese babies
73.46% is higher than the level of ECD for the Syrian babies 51.11%, F =4.194, Sig
=0.049 < 5%.

ECD for the category 1 to 2 years: The level of ECD for the Palestinian toddlers
73.33% is higher than the level of ECD for the Lebanese toddlers 67.59% and the
Syrian toddlers 40.95%, F = 5.422, Sig = 0.007 < 1%.

ECD for the category 2 to 3 years: The level of ECD for the Lebanese toddlers
52.75% is higher than the level of ECD for the Syrian toddlers 32.00% and the
Palestinian toddlers 22.67%, F = 12.365, Sig = 0.000 < 1%.

ECD for the category 3 to 4 years: The level of ECD for the Lebanese kids 68.22%
is higher than the level of ECD for the Syrian kids 45.90% and the Palestinian kids
36.84%, F =18.194, Sig = 0.000 < 1%.

ECD for the category 4 to 5 years: The level of ECD for the Lebanese kids 74.17%
is higher than the level of ECD for the Palestinian kids 71.35% and the Palestinian
kids 61.50%, F = 14.978, Sig = 0.000 < 1%.

ECD for the category 5 to 8 years: The level of ECD for the Lebanese kids 84.12%
is higher than the level of ECD for the Palestinian kids 81.00% and the Palestinian
kids 61.86%, F = 61.427, Sig = 0.000 < 1%.

Mean ECD % .
- - F Sig
Age category | Lebanese | Syrian Palestinian
0 to 3 months | 59.85% 59.50% 38.18% 1.129 0.339
4-6 months 73.46% 51.11% 4,194 0.049*
7-9 months 76.41% 80.00% 46.15% 3.038 0.067
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10-12 months | 59.74% 37.14% 2.779 0.118

1to 2 years 67.59% 40.95% | 73.33% 5.422 0.007**
2 to 3 years 52.75% 32.00% 22.67% 12.365 0.000**
3to 4 years 68.22% 45.90% 36.84% 18.194 0.000**
4to 5years 74.17% 61.50% | 71.35% 14.978 0.000**
5to 8 years 84.12% 61.86% 81.00% 61.427 0.000**

* Significant at level 5%, ** Significant at level 1%

Table 34. Scores of ECD levels according to Nationality

The results in table 35 indicate that marital status has significant effect on
the following ECD score:

- ECD for the category 5 to 8 years: The level of ECD for the kids who their
parents are married 79.12% is higher than the levels of ECD for the other kids
(48.98% Single, 78.25% other), F=18.543, Sig = 0.000 < 1%.

Mean ECD %

Age category | Married | Single Other F Sig

0 to 3 months | 57.34% 36.36% 0.961 0.336
4-6 months 68.82% | 30.00% 1.716 0.199
7-9 months 75.96% 84.62% 65.38% 0.378 0.689
10-12 months | 55.24% 14.29% 2.438 0.141
1to 2 years 59.39% | 43.33% | 0.00% 2.085 0.135

2 to 3years 40.14% | 48.57% | 20.00% 0.666 0.516
3to4years 60.50% | 31.58% | 52.63% 1.760 0.176
4to 5years 70.25% | 68.11% | 74.09% 0.275 0.760
5to 8 years 79.12% | 48.98% | 78.25% 18.543 0.000**

* Significant at level 5%, ** Significant at level 1%

Table 35 Scores of ECD levels according to Marital status

The results in below table indicate that education level has significant effect
on the following ECD scores:

- ECD for the category 2 to 3 years: The level of ECD for the toddlers where the
respondents have university degree was the highest (60.74%), while it was
the lowest for the toddlers where the respondents can read and write
(23.08%), F=8.588, Sig = 0.000 < 1%.

- ECD for the category 3 to 4 years: The level of ECD for the kids where the
respondents have secondary degree was the highest (71.58%), while it was
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the lowest for the kids where the respondents can read and write (39.07%),
F=8.970, Sig = 0.000 < 1%.

ECD for the category 4 to 5 years: The level of ECD for the kids where the
respondents have university degree was the highest (83.00%), while it was
the lowest for the kids where the respondents are illiterate (53.72%), F =
13.588, Sig = 0.000 < 1%.

ECD for the category 5 to 8 years: The level of ECD for the kids where the
respondents have university degree was the highest (89.13%), while it was
the lowest for the kids where the respondents can read and write (65.41%),
F=24.032, Sig =0.000 < 1%.

Mean ECD %

f:and Secondary F Sig

Age category | llliterate and Elementary | Complementary | or University
. equivalent

write
0 to 3 months | 75.00% | 43.18% | 57.58% 47.27% 66.67% 51.52% 0.652 0.663
4-6 months 55.00% | 55.00% | 80.00% 80.00% 70.00% 62.86% 0.809 0.553
7-9 months 71.79% | 63.74% | 82.05% 92.31% 89.74% 66.67% 2.556 0.059
10-12 months 39.29% 67.86% 50.00% 52.86% 0.342 0.796
1to 2 years 61.11% | 42.78% | 60.00% 46.00% 62.00% 75.71% 2.035 0.091
2 to 3 years 31.11% | 23.08% | 42.35% 43.59% 32.22% 60.74% 8.588 0.000**
3to4years 54.25% | 39.07% | 56.29% 65.55% 71.58% 70.99% 8.970 0.000**
4 to 5years 53.72% | 63.39% | 68.98% 69.62% 72.86% 83.00% 13.588 | 0.000**
5to 8 years 66.71% | 65.41% | 72.81% 77.59% 87.46% 89.13% 24.032 | 0.000**

* Significant at level 5%, ** Significant at level 1%

Table 36. Scores of ECD levels according to Education level

The results in below table indicate that governorate of residence has
significant effect on the following ECD scores:

ECD for the category 4 to 5 years: The level of ECD for the kids who live in
Nabatieh was the highest (79.88%), while it was the lowest for the kids who
live in Mount Lebanon (63.16%), F = 4.344, Sig = 0.000 < 1%.

ECD for the category 5 to 8 years: The level of ECD for the kids who live in Beirut
was the highest (86.02%), while it was the lowest for the kids who live in Mount
Lebanon (72.12%), F = 4.344, Sig = 0.000 < 1%.
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Mean ECD %

Beirut t/leobuanr;con North Beqaa Nabatieh | South F Slg
57.34% 81.82% | 50.00% | 69.70% 45.45% 9.09% 1.125 0.376
64.44% 45.00% | 90.00% | 65.83% 100.00% 2.660 0.052
66.15% 70.19% | 92.31% | 78.85% 73.08% 92.31% 1.033 0.424
60.20% 50.00% 7.14% 35.71% 78.57% 2.187 0.137
47.22% 58.89% | 40.00% | 66.36% 70.00% 73.33% 0.802 0.554
36.25% 37.71% | 39.49% | 52.82% 56.00% 44.44% 1.249 0.292
59.92% 53.91% |63.71% | 66.80% 61.70% 36.84% 1.998 0.084
74.48% 63.16% | 69.65% | 68.09% 79.88% 67.22% 4.344 0.001**
86.02% 72.12% | 77.20% | 73.59% 89.48% 77.89% 8.551 0.000**

* Significant at level 5%, ** Significant at level 1%

Table 37. Scores of ECD levels according to Governorate of residence

The results in below table indicate that governorate of residence has
significant effect on the following ECD scores:

ECD for the category 0 to 3 months: The level of ECD for the babies who live
in shared room was the highest (81.82%), while it was the lowest for the
babies who live in other types of households (9.09%), F = 3.567, Sig = 0.021 <
1%.

ECD for the category 4 to 5 years: The level of ECD for the kids who live in
apartments was the highest (78.61%), while it was the lowest for the kids
who live in other types of households (50.00%), F = 12.840, Sig = 0.000 < 1%.
ECD for the category 5 to 8 years: The level of ECD for the kids who live in
apartments was the highest (83.00%), while it was the lowest for the kids
who live in tents (52.92%), F = 18.520, Sig = 0.000 < 1%.

Mean ECD %
Apartment | House Shared Tent Other F Slg
room
65.15% 37.50% | 81.82% 48.48% | 9.09% | 3.567 0.021*
72.50% 68.24% 40.00% | 73.33% | 1.027 0.394
78.63% 75.82% | 73.08% 61.54% 0.414 0.745
53.57% 52.14% 0.010 0.921
60.38% 60.45% | 28.00% 2.464 0.095
44.21% 41.45% | 29.23% 15.56% | 80.00% | 2.236 0.071
63.27% 60.53% | 44.50% 40.35% 2.652 0.052
78.61% 69.31% | 53.57% 51.93% | 50.00% | 12.840 0.000**
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83.00% | 79.17% [55.80% |52.92% |71.43% |18.520 | 0.000**

* Significant at level 5%, ** Significant at level 1%

Table 38. Scores of ECD levels according to types of households

For the relation between the scores and the number of people who live in the
household, Spearman rho correlation test is used to study these
relationships. In the correlation, we recall that a Sig value less than 0.05
connotes a significant relationship between two variables and vice versa.

Correlation coefficients range in value from -1 (a perfect negative
relationship) and +1 (a perfect positive relationship). A value of 0 indicates
no linear relationship.

Correlation below 0.4 is considered Weak
Correlation between 0.4 and 0.6 is considered Moderate

Correlation above 0.6 is considered Strong

The results in below table indicate that number of people who live in the
household has significant correlation with the following ECD scores:

ECD for the category 10 to 12 months: The level of ECD for this age category
is strongly and negatively correlated with the number people who live in the
household, which indicates that the level of ECD decreases when the number
of people who live in the household increases, Correlation rho = -0.632, Sig =
0.009 < 1%.

ECD for the category 1 to 2 years: The level of ECD for this age category is
weakly and negatively correlated with the number people who live in the
household, which indicates that the level of ECD decreases when the number
of people who live in the household increases, Correlation rho = -0.375, Sig =
0.006 < 1%.

ECD for the category 3 to 4 years: The level of ECD for this age category is
weakly and negatively correlated with the number people who live in the
household, which indicates that the level of ECD decreases when the number
of people who live in the household increases, Correlation rho = -0.252, Sig =
0.004 < 1%.

ECD for the category 4 to 5 years: The level of ECD for this age category is
weakly and negatively correlated with the number people who live in the
household, which indicates that the level of ECD decreases when the number
of people who live in the household increases, Correlation rho = -0.165, Sig =
0.001 < 1%.
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ECD for the category 5 to 8 years: The level of ECD for this age category is
weakly and negatively correlated with the number people who live in the
household, which indicates that the level of ECD decreases when the number
of people who live in the household increases, Correlation rho =-0.215, Sig =
0.000 < 1%.

Correlation Coefficient |Sig
0.160 0.417
0.072 0.680
-0.119 0.556
-0.632 0.009**
-0.375 0.006**
-0.165 0.099
-0.252 0.004**
-0.165 0.001**
-0.215 0.000**

* Significant at level 5%, ** Significant at level 1%

Table 39 Correlation between Scores of ECD levels and number people who live in the

household

The results in below table indicate that number of people under 8 years’ old who
live in the household has significant correlation with the following ECD scores:

ECD for the category 1 to 2 years: The level of ECD for this age category is
weakly and negatively correlated with the number people under 8 years’ old
who live in the household, which indicates that the level of ECD decreases
when the number of people who live in the household increases, Correlation
rho =-0.325, Sig = 0.017 < 1%.

ECD for the category 4 to 5 years: The level of ECD for this age category is
weakly and negatively correlated with the number people under 8 years’ old
who live in the household, which indicates that the level of ECD decreases
when the number of people who live in the household increases, Correlation
rho =-0.146, Sig = 0.003 < 1%.

ECD for the category 5 to 8 years: The level of ECD for this age category is
weakly and negatively correlated with the number people under 8 years’ old
who live in the household, which indicates that the level of ECD decreases
when the number of people who live in the household increases, Correlation
rho =-0.218, Sig =0.000 < 1%.

Correlation
Coefficient
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0.569
0.398
0.628
0.804
0.017*
0.711
0.142
0.003**
0.000**

* Significant at level 5%, ** Significant at level 1%

Table 40. Correlation between Scores of ECD levels and number people under 8 years’ old
who live in the household

H. Disability

The results in below table indicate that disability has significant effect on the
following ECD scores:

- ECD for the category 4 to 5 years: The level of ECD for the kids with disability
73.12% is higher than the level of ECD for the other kids (Kids with no
disability = 71.38%, 54.33% for the kids who their parents preferred not to
answer), F=9.170, Sig = 0.000 < 1%.

- ECD for the category 5 to 8 years: The level of ECD for the kids with no
disability 80.06% is higher than the level of ECD for the other kids (Kids with
disability = 70.15%, 52.46% for the kids who their parents preferred not to
answer), F=24.131, Sig = 0.000 < 1%.

Mean ECD %

Age category RS No No answer
Ohiercinennidgis | 100.00% | 54.18% | 54.55% 1.209 0.315
4-6 months 85.00% | 69.62% | 44.00% 2.572 0.092
7-9 months 76.92% | 76.22% | 65.38% 0.285 0.755
10-12 months 56.63% | 25.00% 2.771 0.118
1to 2 years 74.00% | 56.17% | 30.00% 1.082 0.347

2 to 3 years 46.67% | 40.15% | 37.33% 0.272 0.763
3to4years 46.71% | 60.74% | 57.89% 1.336 0.267

4 to 5 years 73.12% | 71.38% | 54.33% 9.170 0.000**
5to 8 years 70.15% | 80.06% | 52.46% 24.131 0.000**

* Significant at level 5%, ** Significant at level 1%

Table 41 Scores of ECD levels according to Disability
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The results demonstrate that kids between 4 and 5 years with sensory disability have lower
score of ECD 51.32%, comparing with kids with no sensory disability (ECD = 75.76%), t =
2.184, Sig=0.036 < 5%.

The results in below table indicate that chronic disease of the kids has significant
effect on the following ECD scores:

- ECD for the category 10 to 12 months: The level of ECD for the babies with no
chronic disease 58.67% is higher than the level of ECD for the kids who their
parents preferred not to answer 10.71%, F=8.572, Sig =0.011 < 5%.

- ECD for the category 5 to 8 years: The level of ECD for the kids with no chronic
disease 79.35% is higher than the level of ECD for the other kids (Kids with
chronic disease = 71.75%, 57.14% for the kids who their parents preferred not to
answer), F=11.226, Sig = 0.000 < 1%.

Mean ECD %

Yes No No answer
95.45% | 54.91% 4,714 0.058
85.00% | 67.67% 56.67% 0.538 0.589
73.08% | 74.83% 100.00% 0.849 0.440
58.67% 10.71% 8.572 0.011*
46.67% | 58.00% 0.352 0.556
48.00% | 40.44% 34.67% 0.337 0.715
55.56% | 59.96% 60.53% 0.146 0.865
70.24% | 70.68% 64.91% 0.857 0.425
71.75% | 79.35% 57.14% 11.226 0.000**

F Sig

* Significant at level 5%, ** Significant at level 1%

Table 42 Scores of ECD levels according to chronic disease of the kids

The results in below table indicate that receiving appropriate medical follow-up has
significant effect on the following ECD scores:

- ECD for the category 4 to 6 months: The level of ECD for the babies who are
receiving easily appropriate medical follow-up was the highest 94.00%, while it
was the lowest for the kids who are not receiving appropriate medical follow-up
(49.00%), F = 3.596, Sig = 0.024 < 5%.

- ECD for the category 3 to 4 years: The level of ECD for the kids who are receiving
easily appropriate medical follow-up was the highest 71.17%, while it was the
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lowest for the kids who their parents preferred not to answer (42.11%), F = 3.276,

Sig = 0.023 < 5%.

ECD for the category 5 to 8 years: The level of ECD for the kids who are receiving
easily appropriate medical follow-up was the highest 85.85%, while it was the
lowest for the kids who their parents preferred not to answer (64.84%), F = 8.035,

Sig =0.000 < 1%.

Mean ECD %
Yes, Yes, with Prefer not | F Sig

. i No
easily difficulty to say
43.43% 62.73% 60.61% 1.237 0.308
94.00% 72.22% 49.00% | 55.00% 3.596 0.024*
77.88% 78.21% 68.13% 0.679 0.517
64.29% 62.24% 42.86% 1.111 0.359
62.00% 57.92% 55.00% | 40.00% 0.195 0.900
56.19% 41.09% 34.41% | 32.38% 2.685 0.051
71.17% 58.83% 56.73% | 42.11% 3.276 0.023*
76.83% 69.59% 67.87% | 71.68% 2.397 0.068
85.85% 77.68% 75.28% | 64.84% 8.035 0.000**

* Significant at level 5%, ** Significant at level 1%

Table 43 Scores of ECD levels according to receiving appropriate medical follow-up

The results in below table indicate that difficulty accessing medication has

significant effect on the following ECD scores:

ECD for the category 3 to 4 years: The level of ECD was the highest for the kids
who didn’t need any medicine 69.92%, while it was the lowest for the kids who
their parents preferred not to answer (27.63%), F = 4.260, Sig = 0.007 < 1%.
ECD for the category 4 to 5 years: The level of ECD was the highest for the kids
who didn’t need any medicine 79.33%, while it was the lowest for the kids who
their parents preferred not to answer (65.33%), F = 6.857, Sig = 0.000 < 1%.
ECD for the category 5 to 8 years: The level of ECD was the highest for the kids
who didn’t need any medicine 86.70%, while it was the lowest for the kids who
their parents preferred not to answer (53.57%), F = 11.893, Sig = 0.000 < 1%.

Mean ECD %

Didn't Prefer not | F Sig
Yes No need any
. to say
medicine
56.64% 69.70% 40.91% 81.82% 1.499 0.240
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72.86% | 50.00% | 50.00% | 43.33% 1.511 0.231
74.77% 84.62% 0.477 0.496
54.76% | 71.43% | 28.57% 14.29% 1.443 0.279
58.16% | 58.57% | 55.00% | 45.00% 0.116 0.950
40.46% | 45.00% | 45.19% 27.62% 0.802 0.496
58.13% | 66.67% | 69.92% 27.63% 4.260 0.007**
67.75% | 77.94% | 79.33% 65.33% 6.857 0.000**
76.56% | 79.93% | 86.70% | 53.57% 11.893 0.000**

* Significant at level 5%, ** Significant at level 1%

Table 44 Scores of ECD levels according to difficulty accessing medication

The results in below table indicate that receiving the mandatory vaccine shots has

significant effect on the following ECD scores:

- ECDforthe category 4 to 5 years: The level of ECD for the kids who received their
mandatory vaccine shots 71.83% is higher than the level of ECD for the other kids
(Kids who didn’t receive it = 64.68%, 67.37% for the kids where the respondents
don’t know if they did take it or not), F =3.492, Sig =0.031 < 5%.

- ECDforthe category 5 to 8 years: The level of ECD for the kids who received their
mandatory vaccine shots 80.72% is higher than the level of ECD for the other kids
(Kids who didn’t receive it = 73.60%, 47.52% for the kids where the respondents
don’t know if they did take it or not), F=27.872, Sig =0.000 < 1%.

Mean ECD %

Don’t F Sig
Yes No know
51.87% | 60.00% | 81.82% 0.639 0.536
69.58% | 65.00% | 50.00% 0.259 0.774
77.73% | 72.53% | 53.85% 0.837 0.445
58.44% | 46.43% | 14.29% 1.508 0.258
64.05% | 41.54% | 43.33% 2.894 0.065
43.79% | 33.33% |39.17% 1.651 0.197
61.89% | 50.69% | 44.74% 2.678 0.073
71.83% | 64.68% | 67.37% 3.492 0.031*
80.72% | 73.60% | 47.52% 27.872 0.000**

* Significant at level 5%, ** Significant at level 1%

Table 45 Scores of ECD levels according to receiving the mandatory vaccine shots
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Results of this report are aligned with previous research work done in Lebanon by academic
researchers and international non-governmental organizations. In the next section, an
overview analysis of the FGD and families’ interview is presented.

On the national level (5 governorates) the 5 FDG tendency was a major decline of
educational ECD. Teachers found that the “online experience” was oppressive for
students, parents, and the instructors while reducing mental and psychological
performances of all parties. Parents and caregivers focused on the big regression of
their economic power and income making it hard to meet the basic needs. Healthcare
providers mentioned the resurfacing of medical cases that were considered quite rare
like meningitis, along with gastroenteritis and medicine and baby milk shortages.

On governate level, the FDG inputs of parents, teachers, and healthcare givers, showed
that none of the five governorates seems to be spared from the impacts of the dual
crisis. All governorates are witnessing a rising deprivation in the areas of health care,
medicines, services, education, employment, housing, and assets. The situation is
similarly desperate on children in all governorates, and impacts are harsher on the
poorest ones which are Bekaa and the North and where refugees’ camps are numerous.
Based on the discussions of the FDGs, even relatively richer governorates such as Beirut
are affected by social and mental instability attacking adults and children. All
governorates are experiencing interruptions that sometimes exceed 22 to 23 hours per
day. The deteriorating economic and living conditions and increased poverty have
exacerbated the brain drain of professionals, including healthcare providers and
teachers.

Front of this situation, children of all regions are consciencely and unconsciously
changing their behavior and temperament and stress management methods by being
non interactive socially and prefer more screen time while reducing outdoor activities
as reported by the FGDs.

The main results of the descriptive part of the 1379 interviews are analyzed according
to the following sections: Demographics, early childhood development milestones,
early childhood education, early childhood health, early childhood nutrition, early
childhood social and emotional development, changes brought by the
pandemic/economic crisis, child’s mental health, and respondent’s mental health.
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The nationalities mix of the families’ sample represents an idea of the actual repartition
of these nationalities across the nation. While Lebanese were the highest percentage
(62%), the presence of Syrian (30%) and Palestinian refugees (8%) is not to be ignored
when tackling ECD policies or action on the national level of Lebanon.

As mentioned in the literature review, the educational level of the parents or caregivers
has a direct influence on children and the ECD. While 39% have had secondary and
higher education, the majority 61% are of a complementary level education or below,
of which 9% are illiterate.

The results in Table 1 demonstrate that 47.93% of the participants are the mothers,
46.34% are the fathers, 3.77% are the relatives, while 1.96% of the participants are the
caregivers. For the gender of the participants, 52.14% are females, 47.28% are males,
however, 0.58% of the participants preferred not to give information about their
gender.

Regarding the nationality, the results show that 62.07% of the participants are
Lebanese, 30.31% are Syrian, 7.54% are Palestinian, while one of the participants are
from Jordan.

For the age, 39.16% of the participants are aged between 36 and 45 years, 29.44%
between 31 and 35 years, 17.33% between 23 and 30 years, 8.27% between 46 and 55
years, 2.32% between 19 and 22 years, 1.96% between 15 and 18 years, while 1.52% of
the participants are aged 56 years and above.

Concerning the marital status, the results reveal that most of the participants are
married (92.75%), 3.84% are single, 1.96% are divorced or separated, 1.31% are
widowed, though, 0.15% (2 participants) are missing their partners.

For the education level, 24.66% of the participants have university degree, 21.17% can
read and write, 15.66% have finished the elementary level, 14.79% the complementary
level, and 14.36% the secondary level, while 9.35% of the participants are illiterate.

The results in Table 2 indicate that 22.26% of the families are living in Mount Lebanon,
20.96% in Bekaa, 18.85% in North, 18.78% in Beirut, 11.24% in Nabatieh, while 7.90% of
the families are living in South. 55.98% of these families are living in houses, 32.63% in
apartments, 6.89% in shared rooms, 3.70% in tents, 0.44% in studio, while 0.36% of the
families are living in other places.

For the number of people who are living in the household, the results indicate that
30.96% of the households are consisting of 4 peoples, 25.67% 5 peoples, 15.74% 7
peoples and more, 14.94% 6 peoples, 12.04% 3 peoples, and 0.96% of the households
are consisting of 2 peoples. Concerning the number of children under 8 years, 40.90%
of the households have 2 children under 8 years, 31.54% one child, 17.33% 3 children,
5.80% 4 children, 2.54% 7 children and more, 1.02% 5 children, whereas 0.87% of the
households have 6 children under 8 years.

The results in Table 3 demonstrate that 32.34% of the respondents are not employed,
28.79% are full time employees, 16.24% are part time employees, 15.74% are self-
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employed, 4.28% are temporary employees, while 2.61% of the participants are
seasonal employees. The results also show that 67.08% of the participants didn’t have
to separate from the family because of work, 21.75% the father, 4.86% preferred not to
answer, 3.26% the mother, 2.47% the father and the mother at the same time, while
0.58% of the participants indicate that the caregivers must separate from the family
because of work.

Concerning the family income last month, 30.75% of the families have earned between
1'000'000 - 2'000'000 LBP, 27.92% between 2'000'000 - 4'000'000 LBP, 16.17% between
500'000 - 1'000'000 LBP, 11.09% between 4'000'000 - 7'800'000 LBP, 7.98% between 0 -
500'000 LBP, while 6.09% of the families have earned more than 7'800'000 LBP last
month.

The results reveal that 69.54% of the participants didn’t receive any monetary
contributions or gifts that included rent or utility payments from someone who does
not live with them, 27.48% have received this kind of help, while 2.97% of the
participants preferred not to answer.

A common traitin the answers of this section is that there is a relatively high percentage
of “Don’t know” answers which reached on some questions related to the attention of
the caregiver to the child more than, 14% for the 0-3 months stage, 17% for the 4-6
months stage, 11% for the 7-9 months stage, 31% in for the 10-12 months stage, 9% for
the 1-2 years stage, 12% for the 2-3 years stage, 18% for the 3-4 years stage, 14% for the
4-5 years stage, and 9% for the 5-8 years stage. This is a delicate part of childhood when
children need a lot of the care and nurturing of their caregivers. It was noticeable that
the percentages of this answer are lower in the age groups of 4 to 5 years and 5 to 8 years.
Despite few clear-cut answers (yes or no) over all the age groups, lack of knowledge and
not paying enough attention among the sample (Do not know) reflects gaps in adult
education and awareness on ECD.

Not all the children have access to education, especially because their families didn’t
have the ability to cover the tuition and the transportation fees, and most do not receive
any external support to cover the fees. More than 50% of the families were paying more
than 300 000 LBP as transportation fees to the day care/kindergarten/school per month.

Most of the families couldn’t ensure appropriate medical follow-up for their kids due to
high fees of the visits and the transportation.

The ability to have enough to eat daily has changed for half of the families, also the
quality of meals that the family consumes has been adjusted for most of them. Most kids
of all age groups didn’t receive any new toy for more than 3 months.

For most of the families, the household income has decreased comparing to one year
earlier as most of the participants confirmed that the household lost one or more of the
jobs since the outbreak of COVID 19 and the economic crisis; and more than half took
debts to cover their basic needs in the last 30 days from data collection, or reduced the
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expenses on Education, Food, and Transportation during the last year. Most of the
respondents confirmed that the provision of clothes for the family members reduced
during the last year.

An alarming 53% of children, of all age groups of the sample, had access to face to face
or remote learning leaving a big gap to reach the target of quality education for all. In
terms of advancing ECD on the national more effort is to be deployed to increase this
percentage under multi-crisis environments.

The role of family structure and solidarity is essential in ECD as the highest percentage
of educational fees aid comes from relatives followed by NGOs. In the coming academic
year, things will get worse as fewer families reported being unable to cover the fees in
full.

In the case of inability to cover the fees, an alarming 23% are ready to drop their kid out
of school. This indicator is alarming and has a negative significance on the development
of healthy ECD in education which leads to low expectations in all ECD domains.

Half of the kids of the sample had negative learning performance relatively to previous
years. Different factors such as having multiple interruption and school closures, rushing
to finish the curriculum, lack of proper follow-up from the school's side and decrease in
the teachers' performance, were reported by the families leading to a difficulty of
information assimilation and a general lack of interest in school.

In early childhood, poor health, is associated in general with poorer cognitive
development and negative long-term schooling outcomes. Following up with medical
check-ups has become more difficult recently with the exacerbation of the economic
crisis and the COVID-19 pandemic. Around 60% of the sample was late to the regular
child medical check-ups or did not go on any checkup, suggesting a certain degree of
indifference and low awareness of the caregivers despite the high fees of consultation
and transportation. A child health should not be compromised due to financial
incapability. On the other hand, a double barrier of price and accessibility to
medicaments is being faced in Lebanon where more than 71% are facing difficulties
accessing the right medication for their kids. More people are relying on extra national
sources for their medication which may compromise the quality of the treatment.

The gap between fully vaccinated kids which represent 75% of the total and non-fully
vaccinated ones show a poor performance of the health sector stakeholders on the
national level such as the Ministry of Health, health related NGOs, local communities,
etc....
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While it was proved that breastfeeding in infancy reduces children’s risk for childhood
obesity also points to the importance of early environmental experiences in physical
development (the advancements and refinements of motor skills, or, in other words,
children's abilities to use and control their bodies), 55% of babies under 2 years are not
being breastfed compensating the nutritional values of mothers’ milk by fortified or
special pharmaceutical milks which are becoming rare and expensive.

Access to safe drinking water is a natural human right that must be met everywhere.
Despite that, 78% believe that their children are drinking clean water, mainly from
bottled water or local sources, while the rest are aware that this is not the case.
Recently, in north Lebanon, massive water pollution has been reported and led to
numerous child poisoning and death.

The results show a clear shift in the food regime accessibility, quantity, and quality. A
major adjustment of meals quality has been noticed exposing children to higher risks of
malnutrition, obesity or poisoning while the quantity and frequency of meals has been
reduced in more than 50% of the families, especially that only a quarter of the families
received food assistance recently.

Research has shown that longer hours of screen time are negatively associated with
children's healthy development. For instance, too much screen time inhibits young
children's ability to read faces and learn social skills. The children in the sample are
moderately using technology screens. Although there are 16% of children of all ages of
the sample who does not spend time on screen, and 41% who are in the limit of 2 hours
daily (but prone to increase in 38% of the cases) a 15% exceeds daily limits and even
reaches extremes such as 11 hours of screen time or more. The main two reasons for
screen time increase are the remote learning tools and the availability of extra free time
due to discontinuity of classes and decrease of outdoor activities due to financial crisis.

Another related danger on ECD is the quality of the material presented during these
screen times, where only 62% of the content is monitored by caregivers, leaving the rest,
vulnerable to various kinds of uncontrolled exposition of contents.

In comparison, the outdoor play time has been reduced (42%) in two folds the sample
than it has increased (20%) and it has been noted that playtime can be variably
distributed with friends (with an average of 1 hour and a half per day) or alone.
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An alarming 57% of the children does not read which can have a serious repercussion
on their cognitive abilities. Although heritable in a substantial proportion, promoting
reading and learning is an important support of cognitive development, and an
important indicator of parenting practices, despite their educational level.

The economic crisis coupled by the pandemic has been fatal on more than 80% of the
sample who undergone a major income decrease or purchasing power compared to
the previous year, especially with losing jobs in 67% of the cases and relying on credits
and depts in 65% of the cases to cover their basic needs.

Although not sustainable, 39% were obliged to sell inheritance or property to fill the
financial gap caused by the economic collapse, which appears to be worsening day
after another putting more pressure of the financial capabilities of families and limiting
educational, nutritional, and recreational budgets, thus jeopardizing children
development under such conditions.

Often, families adapt to such situations by finding a second job or being far from home
for a longer time due to more remuneration which pushed 8% of the sample to change
their home location to be closer to work. All of this affects the ECD process and deprive
the child from quality time with one or both of his parents at the expense of a higher
purchasing power of essential needs.

In general, economic stressors affect parents, and children are affected by their
parents. Children are not considered active in the model. Economical parental stress
is exteriorized by an increase of 43% in violent behavior in their disciplinary methods
used with their children and which involve shouting, hitting, spanking and other
similar actions.

If not mitigated, chronic stressful situations can become instantiated in parenting and
child developmental trajectories that are maladaptive. Parenting stress transpires
within parent-child dyads. The study focused on both sides to be able to assess
specifically the consequences of stress on the developing child.

According to the interviews with parents and caregivers, the results reflect a general
increase of 9% in the children’s external stress behavior which reflected a change in
the stability of their emotions and mental health. Although this percentage may
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appear meagre, the researcher believes that all the crisis consequences and impacts
are affecting much more than this proportion of children.

54.92% of the kids above 2 years sometimes start asking more questions about the
crisis in the past 6 months, 56.07% sometimes express more distress and nagging in
the past 6 months in comparison to before, 52.21% notice that the kid’s personality
and behavior being affected by the crisis, 55.25% sometimes felt sad, unhappy, tearful
in the past 6 months in comparison to before. 49.92% sometimes seem to have less
interest or pleasure in doing things, 50.25% never seemed to feel tired or to have little
energy, 49.10% of the kids’ ability to regulate their emotions in a new situation never
changed in the past 6 months in comparison to before, 44.92% said sometimes, while
5.98% of the participants answered often.

Direct interviews with concerned children must be undertaken in future studies to be
able to assess tangibly their mental and behavioral situation since a large part of the
caregivers tend to hide their children’s weaknesses and negative behavioral changes.
Whether admitted or not by the parents, the current national situation of economic
crisis and pandemic is affected child mental health and endangering a descent ECD
path. Future studies can validate or dismiss this hypothesis.

The sociocultural and physical environment in which the parent and child are
embedded sets the stage for many aspects of the stress and coping parents will
experience. The current report shows clearly that the parents’ level of change in
stressful behavior is three times (27%) in comparison with the change expressed in
children. This reveal the internal stress management that the parents and care
providers are trying to do by creating a buffering gap between the stressor and their
children. Anxiousness was reported as the behavioral change that was most in
increase, directly affecting child development care, personal health, work life, sleep
time, energy, appetite, concentration, and social life.

For instance, comparing the past 6 months period to the period before the crisis the
research reached the following findings:

46.63% of the participants have experienced more difficulty going to work, 51.20%
have experienced more difficulty taking care of things at home, 51.05% have had
trouble getting along with other people, 48.30% have felt less interest or no pleasure
in doing activities, 47.64% have felt down or depressed in the past 6 months in
comparison to before, 46.63% have felt hopeless, 48.73% have felt, 50.04% had
changes in their sleep habits, 50.62% have felt tired or have little energy, 48.15% have
felt that they are a failure or that they let themselves or their families down, 53.01%
had trouble concentrating on things, 74.69% of the participants never have
experienced harmful or suicidal thoughts, 51.99% have took less care of their hygiene
and appearance, 52.15% have felt less tolerant or communicative with their spouse,
48.63% have felt that the support they were receiving from their spouse.
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On the educational level, the results of the different data collection tools showed that the
impacts on families are harder to take in crisis times than in normal ones. The increase of
unemployment in the sampled population along with family ongoing decrease of purchase
power combined with weak distance learning practices and habits, led to a much less child
interaction and learning potential than in normal times and conditions. Although many kids
coped with this change and adapted suitably, others faced difficulties to follow on due to
long screen concentration problems and technical issues. This also affected parents, were
the aggravated situation at the household was translated through struggles in paying
schools tuition or the day care center fees. Although teachers’ performance in the distance
learning experience varied depending on the grade and the techniques used, it was also a
subject of criticism of ability to convey the quality and quantity of required information to
the kids under crisis conditions.

As short-term health impacts of the multi-crisis situation, kids have been late for some of
their mandatory vaccinations due to COVID19 confinement. In some cases, the
immunization agenda can be adjusted when things get back to normal, unless the child
caught the contaminating agent which vaccination was skipped or postponed. Health
services degraded on the national level, putting all the population, mainly the most
vulnerable ones (children and elderly), under critical situations. For technical and financial
reasons, focus was on COVID19 treatment and other health subjects were not as prioritized
unless it is extremely urgent. To uncover any health-related impacts on the long term,
monitoring stress signs of children must be done by following their physical biometrics
(overweight, sleep time, appetite, etc....) learning abilities, their personality change, their
self-blame, and other indicators.

Despite the high mobilization of food helps in the different regions and communities, the
quantity and quality of food that children were receiving undertook a major change. This
was reported by more than half of the families, despite that some were still receiving food
donations and nutritional aids. Local water quality stays questionable even though it was
bottled water, because not all companies have good standards in testing and filling. While
most prefer to give their kids bottled water which is a safe choice, other (16%) are aware
that the water they give to their kids is not clean but are obliged to compromise due to lack
of accessibility to clean water or to its high price.

Regarding screen time where remote education techniques were applied, it was normal
that it increased. On the other hand, some associated the reason of the increase not only
to education but also to the fact that kids had more free time and no games to play other
than on screen or watch television due to lockdown. This limited the human-to-human
social interaction of the young kids and exposed them to increased digital environments.
The impact of the screen on kids was reported to be negative in general with behavioral
change as low hearing and attention levels. In general, since the outdoor play time was
reduced because of the pandemic, many kids were forced to play alone coupled with less
play time spent with parents.

Kids mental status is influenced by a crisis depending on their age and on the nature of the
crisis. The level of worry has slightly increase in the last 6 months among kids, while asking
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more question about the crisis increased more. This may be since kids at low age don’t
realize completely the full aspects of the consequences of the crisis. They expressed their
feelings by an increase of distress, nagging and sadness, and lose of interest or pleasure in
doing things. Enuresis rate during the previous 6 months of the survey was mainly reported
as usual with no change. The observed mental health impacts can be temporary and
reversable to a considerable extent but, depending on the duration of the actual crisis,
monitoring kids’ mental performance, personality and behavior can reveal other impacts
resulting from the current national crisis.

The report embraced many limitations presented as follows:

First, schools from the five Governorates closed their doors when the data collection
process started. This made it hard to reach out more participants.

Second, online centers did not reach out the targeted number for a reliable filled out
online questionnaires.

Third, the 0-3 years old age group was hard to reach out since we were not able to
set agreements with day care centers.

Recommendations for future research to avoid the limitations.

Collect data before the end of the academic year,

Reach out more day care centers to have more samples from the 0-3 age group,
Sign agreements with online centers for specifying the targeted number of online
questionnaires.

The findings of the current assessment report lead to several conclusions.

Concerning the first and third research questions in relation to the challenges facing
families of children under eight during the multidimensional crisis in Lebanon and the
related issues that may affect young children under eight and their families during crisis.

Not all the children have access to education, especially because their families didn’t
have the ability to cover the tuition and the transportation fees.

The majority of the families who can’t cover the fees or partially can are not receiving
any external support to cover the fees

The majority of the families won't be able to cover the fees at all or partially next year
More than 50% of the families were paying more than 300 000 LBP as transportation
fees to the day care/kindergarten/school per month

The majority of the families didn’t have the ability for their kids to receive appropriate
medical follow-up
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The families weren’t able to ensure appropriate medical follow-up for their kids due to
high fees of the visits and the transportation

The majority of the families had difficulties accessing medication to their kids because
of the high prices and the lack of medication in Lebanon

The ability to eat enough have changed on a daily basis for half of the families, also the
quality of meals that the family consumes have been adjusted for the majority of them
The majority of kids didn’t receive any new toy since more than 3 months.

For the majority of the families, the household income has decreased comparing to one
year earlier

More than half of the participants confirmed that the household lose one or more of the
jobs since the outbreak of COVID 19 and the economic crisis

More than half of the participants said that their households take debt in the past 30
days to cover basic needs

More than half of the households reduced the expenses on
Education/Food/Transportation during the last year

The majority of the respondents confirmed that the provision of clothes for the family
members reduced during the last year

As for the second research question concerning the status of young children under eight in
Lebanon in each ECD domain,

The kids aged between 2 and 3 years had very poor level of ECD

The kids aged between 0 to 3 months, 10 to 12 months, 1 to 2 years, and 3 to 4 years
had poor level of ECD

The kids aged between 4 and 6 months had fair level of ECD

The kids aged between 7 to 9 months, 4 to 5 years, and 5 to 8 years had good level
of ECD

Thus, several recommendations are suggested and will be discussed in section 9 under
policy suggestions.

This study suggests the following policy recommendations to advance building a
comprehensive response to the growing population of local young children living in crisis
and conflict.

National unified strategy: There is an urgent need of a unified early childhood
development national strategy for emergencies and disasters rather than scattered local
and international NGOs initiatives.

Social support mechanism: Living conditions are primary in ECD. An operational social
support system is a crucial tool during crisis time, in advancing the livelihood of families
while increasing the chances of opportunities for ECD.

Crisis ready services: The national strategy can include building ECD-focused emergency
services into existing ones, such as nurseries, schools, health centers, community groups,
and food distribution centers, and integrate young children and families into community
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services wherever possible and with access to services and benefits that comply with not
only basic needs, but also human rights.

Health awareness stimulation: During crisis times when normal alignment of priorities
fails, health awareness related to regular follow ups should be largely stimulated to limit
spread of diseases and illnesses which peaks during disasters. For instance, awareness on
vaccination should be raised in kindergarten, schools, hospitals, clinics, municipalities, and
other public places to ensure a maximum of fully vaccinated children.

Crisis behavioral training: Increase access to specialized trainings and workshops for
early childhood educators, health workers, caregivers and emergency practitioners in
different sectors working with 0 to 8 years age group to be trained on how to deal with the
kids under crisis situations. Also, building on existing delivery platforms to support parents’
capacity to provide responsive stimulation.

Filling baseline data gaps: to fulfil missing data gaps, additional and more frequent data
collection on children’s development in Lebanon plays a crucial role in assessing other
areas where children’s development is threatened and tracking progress in addressing
these gaps.

ECD research center: Establish a national ECD research center involving all ECD related
entities, that promotes ongoing research to better inform early childhood practices
affecting children and families and normalize the collection of data on both child
development and quality of implemented services in normal and crisis settings.

Promote family cohesion: Give priority to establishing family-centered early childhood
programs for all young children affected by crisis and disaster appropriate to each context
through initiatives that prevent family separation and promote family cohesion.

Home visiting programs: Home visiting programs, led by social professionals, may be set,
and conducted during the different stages of crisis and focused on integrated stimulation,
learning, health, nutrition, and mental health for those families experiencing the highest
levels of adversity or trauma enabling them to achieve positive parenting and child
development outcomes. This comprehensive and coordinated assessment of the needs of
young children and their families may be subject of referrals across sectors to available
services, with follow-up.

Equal opportunities: Any foreign non-Lebanese children (0 - 8 years) should have early
development rights in health, nutrition, and education, like Lebanese children of the same
age. Concrete efforts from the state, INGO, and policymakers must be made to give children
equal opportunities for healthy development.

ECD crisis fund: Establish, outside emergency times, an alliance composed of private and
public stakeholders (World Bank, UNICEF, and other INGO, as well as bilateral assistance,
and others) to finance solutions for early childhood development under emergency
situations. ECD crisis fund can help to rapidly have an emergency ECD budget or increase
funding for an explicit and targeted inclusion of early childhood development in
humanitarian, fragile and crisis settings.
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Applicable for all participants
1.1. Information about the caregiver/respondent:

1.1.1. You area:

o} Father

0 Mother

o} Relative (Brother/ Sister/ Aunt/Uncle/ Grandmother/Grandfather/Cousin)
o Others caregivers (ex: Neighbor/ Childminder)

1.1.2. Youarea

o Male

0 Female

0 Other

o Prefer not to say

1.1.3. Whatis your nationality?

o Lebanese
o Syrian

o Palestinian
o Other

1.1.4. Whatis your age?
o] 15-18 years
o] 19-22 years
o] 23-30 years
o] 31-35years
o] 36-45 years
o] 46-55 years

o] 56 and above

1.1.5. Whatis your marital Status?
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o] Married

o] Widowed

o Single

o} Separated

0 Divorced

o Missing partner

1.1.6. Whatis your educational level?

o Illiterate

o} Literate

o} Finished primary school

o} Finished elementary school

o} Finished secondary school or technical school
0 Finished university

0 Other

1.2 Information about the family:

1.2.1. Inwhich Governorate do you reside in Lebanon?

o} Beirut
0 Mount Lebanon
0 North
o] Beqgaa

o} Nabatiyeh
o} South

1.2.2. Select the type of household you currently live in:

o Apartment
o House

0 Studio

o Shared room
o Tent

o) Other
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1.2.3. How many people live in the household?
- 1

2
- 3
- 4
5
6
- more than 6

1.2.4. How many children under 8 years old live in the household?
1
2
3
- 4
5
6

- more than 6

1.3 Financial Information of the family

(In the following questions, we mean by caregiver anyone who takes care of the child other
than his/her parents or one of his/her parents and is fully responsible for the upbringing
and care of the child.)

1.3.1. Whatis your employment status?

o} Full time employee

o} Part time employee

o} Fixed term employee/ Seasonal employee

o} Commission and piece rate employee / temporary employee
o Self employed

o Not employed

1.3.2. Have any of the parents had to leave the family because of work? (Travel or work in
aremote area...)
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o} Yes, the mother.

o Yes, the father.

o Father and mother together.

o The Child’s caregiver (alternative to mother or father)
o No

o Prefer not to say

1.3.3. What was your family’s total income last month?
o] 0-500'000 LBP

o] 500'000 - 1'000'000 LBP

o] 1'000'000 - 2'000'000 LBP

o] 2'000'000 - 4'000'000 LBP

o] 4’000°000 - 7°800°000LBP

o More than 7°800°000 LBP

1.3.4. Haveyou received any monetary contributions or gifts that included rent or benefits
payments from someone who does not live with you?

o] Yes
o] No
o Prefer not to say

1.4 Information about the child in question

Choose one of the children who is under 8 years old and fill this questionnaire on their
behalf. Choose the most affected child by the crisis that Lebanon is going through if this
applies to one of your children.

[ filled my questionnaire on behalf of my child:

1.4.1. Name of the child (please write the name in Arabic)

1.4.2. Sex of (hame)
- Male

- Female
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- Other

1.4.3. Nationality of (name)
- Lebanese

- Syrian

- Palestinian

- Other, please specify

1.4.4. Date of birth DD/MM/YYYY.

Applicable for age group

Applicable for all age groups

3.1. Information about the child’s access to learning

3.1.1. Has(name) had access to education (remote or face to face) this year (2021-2022)?
- Yes

- No

- Partially

- Not applicable

3.1.1.1.(If yes or partially), how is the attendance of (name) to the day
care/kindergarten/school, (name) is attending on:

o Daily basis

o} 2-3 times per week

o A couple of times per month

o} Based on attendance requirements
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3.1.1.2.If No or Partially, why? Select all that applies. (multiple selection)

(First, we listen to the participant's answer, and then we give choices.)

- The family did not have the ability to cover the transportation fees

- The family did not have the ability to cover the tuition fees

- The school closed

- Increase in COVID-19 cases or other infectious diseases

- Inability to access the internet and electricity for online learning

- Inability to access tools (laptop-phone-tablet, etc.) for online learning
- Inability to buy books and material to support the learning

- Lack of basic logistical means in schools (electricity, heating)

- Protests of teachers and educators

- In order to support the family and enter the labor market

- Other - Please specify

3.1.2. Who is the caregiver responsible for following up on the learning process
(duties/understanding of learning goals) for (name)? (Multiple choices)

- Father

- Mother

- Grandfather
- Grandmother
- Brothers

- other, please specify

3.2.  Information about the child’s learning facility

3.2.1. Concerningthe day care/kindergarten/school, what is the type of the facility

o Private

0 Public

0 Semi-free

o Other, please specify.

3.2.2. Areyou able to cover the fees of the daycare/kindergarten/school
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o Yes, fully able to cover the fees
o Yes, partially able to cover the fees

o] Not able to cover the fees at all

3.2.2.1.(Condition if partially or not able), are you receiving any external support to cover
the fees?

- Yes

- No

3.2.2.2.If yes, from who?

- Organization (NGO - local organization - etc.)

- Religious entities

- Political parties

- Relatives

- The association (school) itself - (for ex scholarship)

- Others

3.2.3. Do you think you will be able to cover the fees of the daycare/kindergarten/school
next year?

o Yes, will fully be able to cover the fees
o} Yes, will partially be able to cover the fees
o Won’t be able to cover the fees at all

3.2.3.1.If Not, will you:

- Move (name) to a public school

- Move (name) to a less expensive private school
- Move (name) to a semi-free school

- Drop (name) out of school

- Other, please specify

3.2.4. About the transportation fees to the day care/kindergarten/school, what is the cost
per month?
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o] 0LBP

o] 0 LBP to 300,000 LBP
o] 300 000 to 600 000 LBP
o] 600,000to 900,000 LBP
0 Above 1 million LBP

3.3. Information about the child’s learning performance

3.3.1. Has (name)’s performance changed positively or negatively in comparison to
classroom learning after the crisis?

(conditioning if they answer yes or partially in question 3.1.1)
- Yes

- No

- Partially

3.3.1.1.If yes, why? Please select all that applies: (multiple answers)

(First, we listen to the participant's answer, and then we give the choices)

- Decrease in the teachers’ performance

- Lack of proper follow-up from the school’s side

- Bullying or discrimination

- (Name) not having all the needed educational tools (books, etc.)

- Change (name)’s educational institution

- Change in (name)’s educational institution norms

- Having multiple interruption and school closures

- Failure to detect learning difficulties and needs

- Restricted interaction with friends

- Rushing to give the curriculum or putting a lot of pressure on finishing it

- Negative feelings experienced by the child recently (separation or grief- increased
anxiety - fear - etc.)

- Other, please specify

3.3.1.2.If yes the performance changed, how? Please select all that applies: (multiple
answers)
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Difficulty in assimilating the information
Lack of interest in school

Regressing grades

Failure of (name) to adapt and accommodate or other students to social norms
Difficulty to adhere to school norms (toilet breaks - snacks - talking - etc.)

Difficulty to assimilate to classroom and peers rhythm

Other, please specify

Applicable for all age groups

4.1.

4.1.1.

Information about the medical checkups:

Does (name) have any disability?
Yes
No

Prefer not to say

4.1.1.1.1f yes, please specify: (multiple choice)

Physical
Sensory
Neurological
Cognitive

Prefer not to say

Does (name) suffer from any chronic diseases?
No
Yes, please specify

Prefer not to say

4.1.3. Following the Lebanese crisis, was (name) able to receive appropriate medical
follow-up?

203



- Yes, easily
- Yes, with difficulty
- No

- Prefer not to say

4.1.3.1.When did you visit the pediatrician?
- On the specified time depending on the child's age
- We were late

- We didn't go on any date

4.1.3.2.Kindly specify the difficulties faced ensuring the proper follow-up to (Name):
- High fees

- Lack of professionals, due to their immigration

- Can’t afford the transportation fees

- Covid-19’s restrictions

- Covid-19’s anxiety and fear

- Political situation

- Waiting lists in organizations and health care centers

- Other, please specify

4.1.4. Following the crisis, did you have difficulty accessing medication for (name)?
- Yes

- No

- Didn't need any medicine.

- Prefer not to say

4.1.4.1. If yes, kindly specify the difficulties faced in order to insure the medication?
(Multiple choices)

- Lack of medication in Lebanon
- High prices
- Electricity cuts affecting the storage of medication

- Other, please specify

204



4.1.4.2. If yes, Kindly select solutions applied in order to insure the medication (multiple
choices)

- Buying the medication from outside Lebanon

- Buying them from black market

- Waiting for donation

- Receiving the medication from abroad relatives and friends
- Nothing

- Other, please specify

4.1.5. Has (name) received their mandatory vaccine shots?
- Yes
- No

- | don’t know

4.1.5.1.1f not, why?

- Inability to pay for the shots

- Unavailability of shots in the nearest facility
- Inability to reach the nearest medical facility
- Cultural or religious reasons

- Other

4.2. Information about the Medical Team

4.2.1. Who provides the medical checkups and shots for (name): (multiple answers)

o} Doctor at private clinic = nh sabe

o} Clinics of ministries of health and/or social affairs e sl
0 Clinics of local actors or NGOs

o} Public Hospital clinic

o Private Hospital clinic

o) Community practitioner 4

o Other, please specify

4.2.2. Does your child need specialized follow-up from:

- Doctor/medical specialist
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- Nurse

- Psychologist

- Child and adolescent psychiatrist
- Dental practitioner/Dentist
- Nutritionist

- Physical therapist

- Psychomotor therapist

- Speech therapist

- Special Education Teacher
- Social Worker

- Other, please specify

- Doesn't need any specialist help.

4.2.2.1. If the answer is yes, has (name) been followed up by specialists:
- Yes

- No

Yes  How many times per week No Don’t Know/No response
Applicable for under 2 years
5.1. Is(....) being breastfed?
5.2. Did(...) receive any fortified or special milk?
Applicable for more than 6 months

5.3.  Does (name) drink clean water?

5.3.1. Specify the source of the water (name) drinks? o Bottled
o} From the tap with filter

o From the tap without filter

o From the local water source Lzl - (2ll

o Don’t know

5.4. Hasthe ability to eat enough changed on a daily basis in the past year?
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5.5. Have the number of daily meals been reduced over the past year?

5.6. Has the quality of meals that the family consumes been adjusted over the past year?
(e.g. in terms of meat use)

5.7. Has the household received food assistance during the last 3 months?

° Yes, once.
° Yes, more than once.
° All of it

Applicable for above 1 year

6.1 Information about the Screen Time of (name)

6.1.1. Inthe past month, approximately how many hours per day has (name) spent using
a screen? (Includes computer, game consoles, cell phone, or TV)

- Didn’t spend time on screens
- 0-1 hours per day

- 2-3 hours per day

- 4-6 hours per day

- 7- 10 hours per day

- 11 or more hours per day

6.1.2. Did the time (name) spent on screen increase or decrease in the past three months?
- Yes, increased
- Yes, decreased

- No, stayed the same

6.1.2.1. Ifitincreased, why?

- Remote learning and school tasks given online
- More free time and no games to play

- No caregiver available to take care of them

- They want to spend time on screen
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- Other, please specify

6.1.3. Does the time spent by (name) on the screen negatively affect his mood and
behaviors?

- Always

- Frequently
- Don’t know
- Sometimes

- Never

6.1.4. Do you or another caregiver supervise the access and screen activities of (name)?
(ex: watch the videos, games, pictures, conversations, limit the accessibility through the
settings)?

- No supervision

- Yes, the content is supervised

- Only setting the screen time limit
- | don’t know

6.2 Information about (name)’s play

6.2.1. How much time of his total playing time did (name) spend in playing alone following
the crisis?

0 All of the time

0 Most of the time

o More than half of the time
o Less than half of the time
o Some of the time

o At no time

6.2.2. How much time of his total playing time did (name) spend in playing with his
peers/siblings following the crisis?

o All of the time

o Most of the time

o More than half of the time
o Less than half of the time
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o Some of the time

o) At no time

6.2.3. In comparison to before the crisis, how was the outdoor play time of (name)
affected?

- It was reduced
- It remained the same

- It increased

6.2.4. Does (name) have toys to play with?
- Yes

- No

6.2.5. When was the last time, (name) received a new toy?
o Last week
o Last month

o Within the last three month ago

o 3to 6 months ago

0 6 to 12 months ago
0 More than a year ago
o Never

6.2.6. How much time do you spend playing with (name)?
o | don’t play with (name)

o} 0-1 hour per day

o} 2-3 hours per day

o} 4-6 hours per day

o} More than 6 hours per day

6.2.7. Wasyour play time with (name) affected in the last year due to the crisis? (Having to
work extra - caregiver away from home - child away from home- etc.)

- Yes, less time

- Yes, more time
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- Partially
- No

6.2.8. In the past month, approximately how many hours per day has (name) spent using
books/stories?

- Doesn't read.

- 15 minutes- an hour a day
- 2-3 hours a day

- 4-6 hours a day

- More than 6 hours a day

Yes No Don’t Know/no response

7.1.  Has the household income undergone any decrease compared to one year earlier?

7.2.  Did the household lose one or more of the jobs since the outbreak of COVID 19 and
the economic crisis?

7.3. Did the household take debt in the past 30 days to cover basic needs
(food/health/shelter)?

7.4. Haveyou had to sell afamily inheritance or property over the past year?

° Yes
° No
° I'd rather not answer.

7.5.  Hasafamily child under the age of eight stopped going to school this year to support
the family for:

Applies to age 4 and above

° No child stopped going to school for these reasons.
° Taking care of his brothers

° Taking care of his parents.

° Lower costs

° Otherwise, please specify
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7.6.  Hasthe household location undergone any changes in the last year?

7.6.1. If yes, precise the reason - Need more space
- Upgrade

- End of contract

- Forced to move

- Rent is too high

- Closer to job or school

- Other, please specify

7.7.  Did the household reduce the expenses on Education/Food/Transportation during
the last year?

7.8.  Was the provision of clothes for the family members reduced during the last year?

7.9. Has access to sanitary items and hygiene material such as masks, disinfectants,
wipes, diapers, soap, etc., declined?

7.10. Has the family's ability to provide a heating or cooling system declined during cold
or hot weather?

7.11. Didyou have to leave (name) alone at home or somewhere else to be able to attend
work?

7.12. When (name) misbehaved in the past year, did you find yourself using methods like
shouting, hitting, spanking, or similar forms of disciplinary methods more than before?

- Yes, often
- Yes, sometimes
- Never used them

- No, same as before

Applicable for 2 years and above

Please reflect on (name)’s behaviors, feelings, attitude within the past six months following
the crisis in comparison to before. Never Sometimes Often

8.1.  Did (name) start asking more questions about the crisis in the past 6 months?
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8.2.  Did (name) express more distress and nagging in the past 6 months in comparison
to before?

8.3.  Didyou notice (name)’s personality and behavior being affected by the crisis?

8.4. How much did (name) feel sad, unhappy, tearful in the past 6 months in comparison
to before?

8.5.  How much did (name) seem worried in the past 6 months in comparison to before?

8.6.  Did (name) seem to have less interest or pleasure in doing things in the past 6
months in comparison to before?

8.7.  Did (name) seem to daydream more in the past 6 months in comparison to before?

8.8.  Haveyou noticed any changesin (name)’s sleep in the past 6 months in comparison
to before? (trouble sleeping, difficulty waking up, sleeping too much, or interrupted sleep)?

8.9.  Have you noticed an increase of nightmares or scary stories in (name) in the past 6
months in comparison to before?

8.10. Has (name) seemed to feel tired or to have little energy in the past 6 months in
comparison to before?

8.11. Does (name) express feelings of insecurity and is easily scared in the past 6 months
in comparison to before?

8.11.1. What are the reasons, please select all that applies:
- Economic Crises

- Covid-19’s pandemic

- 4th of August’s Beirut’s blast

- Abuse

- Family situation, please specify

- Other:

8.12. Did (name) have enuresis in the past 6 months in comparison to before?

8.13. Have you noticed any change in (name)’s appetite in the past 6 months in
comparison to before?

8.14. Did (name) have trouble with separation from you or any other caregiver in the past
6 months in comparison to before? (e.g. cries out, feels anxious, etc.)

8.15. Has (name) ability to regulate her/his emotions in a new situation changed in the
past 6 months in comparison to before?
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Please reflect on your own behaviors, feelings, and attitudes within the past six months in
comparison to before Never Sometimes Often

9.1. Didyou experience more difficulty going to work in the past 6 monthsin comparison
to before the crisis?

9.2.  Didyou experience more difficulty taking care of things at home in the past 6 months
in comparison to before?

9.3. Did you experience difficulty getting along with other people in the past 6 months
after the crisis?

9.4. Did you feel less interest or no pleasure in doing activities in the past 6 months in
comparison to before?

9.5. Didyou feel down or depressed in the past 6 months in comparison to before?

9.6. Didyou feel hopeless in the past 6 months in comparison to before?

9.7. Didyou feel nervous in the past 6 months in comparison to before?

9.8. Didyou feel anxious about daily life in the past 6 months after the crisis?

9.9. Have you had changes in your sleep in the past 6 months in comparison to before?
(trouble sleeping, difficulty waking up, sleeping too much, or interrupted sleep,
nightmares)?

9.10. Didyou feeltired or have little energy in the past 6 months in comparison to before?

9.11. Didyou experience poor appetite or overeating in the past 6 months in comparison
to before?

9.12. Didyou feel that you are a failure or that you let yourself or your family down in the
past 6 months in comparison to before?

9.13. Didyou have trouble concentrating on things in the past 6 months in comparison to
before?

9.14. Did you experience being slow in moving or speaking in the past 6 months in
comparison to before?

9.15. Did you experience being fidgety or restless in the past 6 months in comparison to
before?

9.16. Didyou experience harmful or suicidal thoughtsin the past 6 months after the crisis?

9.17. Did you take less care of your hygiene and appearance in the past 6 months in
comparison to before?
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9.18. Did you feel less tolerant or communicative with your spouse in the past 6 months
after the crisis?

(condition based on answer in question 1.1.5)

9.19. Did you feel that the support you were receiving from your spouse was not enough
in the past 6 months after the crisis?

(condition based on answer in question 1.1.5)
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Did you face changes in your teaching modality during the last three years? If yes,
what was the hard part for the students about this change? What was the challenge
for the students in this switch?

How did the changes affect the students’ access to Education/attendance,
motivation to learning and engagement in the learning process?

Can you describe the impact of the latest crisis on the wellbeing of the students?
Give examples on changed behaviors.

What are the biggest concerns in Education in the ECD context in the actual
situation?

Do you think Education is still an important supported component in the ECD in
Lebanon? If not, why?

What is the support you might suggest in order to enhance the quality of Education?

How do you define the children healthcare provision and access to medical services
during the last two years?

Are there any challenges in accessing the needed resources, devices and care tools
needed for medical services (checks ups/shots...) for children in the last years? How
these challenges are being handled? What were the intervention plans
implemented?

What are the fundamental impact of these challenges on the children health and
development?

Can you describe the impact of the latest crisis (exposure, crisis peak, long term
effects) on the children wellbeing?

What are the main medical cases that raised in the domain of children healthcare in
the last two years?

Did you experience changes in children access to healthcare services? What were
these changes? Do you think it has an impact on their medical being? If yes, how?
What is the support needed in order to enhance the children access to medical
services?

In the last two years, did your household undergo any changes on socioeconomic
status (occupation, education, income, wealth and where your family lives)? If yes,
on which level and how these changes impacted your child’s life in general?
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2- Which of these changes had the most impact on your child(ren) wellbeing? Give
examples about the changes in your child(ren) behaviors.

3- Did you face barriers to enroll your child(ren) or one of your children in education
setting/remote education? If yes, what are these barriers? How did you overcome it?

4- Did you face barriers to provide regular daily meals for your child(ren)? What is the
reason behind these barriers? What are the changes in food provision? Could you
mitigate these challenges?

5- How did the household cope with the increase in prices of primary medical
services/medicines needed for children?

6- Do you think your household is in need for external financial support to guarantee a
quality life for your child? If yes, on which level the financial support might be
needed the most?
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@ Situational assessment of young children and their families during the multidimensional crisis in Lebanon

Appendix 4: Approval letter from MEHE
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@ Situational assessment of young children and their families during the multidimensional crisis in Lebanon
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Bekaa|Beirut|Mount Lebanon|South|North
CSE* / / / / /
ccr / / /
FH** / / /
CSEWB**** / / / / /
PACH***** / [/ [
*changes in Socio Economics
**Cope with the Changes
***Factors Helped
****Childs Social and Economical Well being
*****Barriers to Enroll Child
******Crisis affecting Food and Water
**x***Prices affecting your Child Health

Bekaa|Beirut|Mount Lebanon|South|North
co* / / / / /
ccer / / / / /
FH** / / / / /
SAT / / / / /
StM** / / / / /
|G wwrk / / / / /
CCrrmwnnn / / / / /
GRF*r ARk / / / / /
*Challenges Online
**Cope with the Changes/Challenges
***Factors Helped
****School Activities
*****Students Motivation
¥ Impact on Student
*rrxxx*Common Challenges
FrxexrExSupport Received

Bekaa|Beirut|Mount Lebanon|South|North
CH* / / / / /
CF** / / / / /
p*** / / / / /
I / / / / /
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MC***** / /

SN****** / /

*Challenges Healthcare
**Challenges Faced
***Plans
****Fundamental Impact
*****Medical Cases
*rrEx*Support Needed
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