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Capitalizing on Advances in Science to Reduce
the Health Consequences of Early Childhood Adversity
Jack P. Shonkoff, MD

E xtensive research indicates that responsive relationships and
health-promoting environments in the early years provide a
strong foundation for a lifetime of effective learning, adap-

tive behavior, and good health.1 In contrast, chronic stress without the
buffering protection of supportive caregiving can produce patterns
of adaptation and physiological disruptions that become embedded
biologically and increase risk for multiple impairments, including car-
diovascular disease, type 2 diabetes, addictions, and depression.2

Abundant evidence also indicates that the longer we wait to inter-
vene the more difficult it becomes to achieve healthy outcomes.3

Decades of evaluation research reveal that effective interven-
tions for disadvantaged, young children can produce short-term
developmental gains, higher rates of high school graduation, in-
creased adult employment, and reduced incarceration. However, the
average magnitude of effect is typically modest, and few studies
have assessed health outcomes.4 In this context, 21st-century biology
offers an opportunity to gain greater understanding of why some
interventions work better than others both inside the brain and
throughout the body. Leveraging that knowledge could inform more
effective strategies for reducing disease by mitigating the effects of
adversity early in life.5,6

Mobilizing Diverse Frameworks
and Converging Knowledge
Three complementary bodies of work have generated growing
attention to stress-related illness. These include the reported asso-

ciation between adverse childhood experiences and adult disease,
the concept of toxic stress, and the notion of trauma-informed care.

The Adverse Childhood Experiences Study7 collected retro-
spective data on 10 types of childhood maltreatment or household
dysfunction from more than 9000 middle-class respondents in
1995-1996 and found a linear correlation between the number of
reported adversities and multiple health impairments in adult-
hood, including heart disease, obesity, cancer, alcoholism, and de-
pression. Although retrospective data have limitations, more than
50 reports from the Adverse Childhood Experiences Study8 over the
past 20 years have confirmed this linkage.

In 2005, the National Scientific Council on the Developing Child,
working in collaboration with the FrameWorks Institute, intro-
duced the term toxic stress to describe excessive or prolonged
activation of stress response systems in the absence of buffering
protection from adult caregivers.2,9 The precipitants in early child-
hood include extreme poverty, child maltreatment, maternal de-
pression, parental substance abuse, and family violence. Potential
consequences include the disruption of developing brain architec-
ture, other maturing organs, and metabolic functions, as well as a
lowered threshold for stress system activation that can lead to
greater risk of chronic disease. This differentiates toxic from posi-
tive and tolerable stress responses, which do not produce lasting
biological consequences.9

Although many questions remain about the pathogenic nature
of stress, broad agreement exists on several key concepts. McEwen10

conceptualized the consequences of excessive stress activation
(including the effects on the hypothalamic-pituitary-adrenal axis and

Advances in biology are providing deeper insights into how early experiences are built into the
body with lasting effects on learning, behavior, and health. Numerous evaluations of
interventions for young children facing adversity have demonstrated multiple, positive effects
but they have been highly variable and difficult to sustain or scale. New research on plasticity
and critical periods in development, increasing understanding of how gene-environment
interaction affects variation in stress susceptibility and resilience, and the emerging availability
of measures of toxic stress effects that are sensitive to intervention provide much-needed fuel
for science-informed innovation in the early childhood arena. This growing knowledge base
suggests 4 shifts in thinking about policy and practice: (1) early experiences affect lifelong
health, not just learning; (2) healthy brain development requires protection from toxic stress,
not just enrichment; (3) achieving breakthrough outcomes for young children facing adversity
requires supporting the adults who care for them to transform their own lives; and (4) more
effective interventions are needed in the prenatal period and first 3 years after birth for the
most disadvantaged children and families. The time has come to leverage 21st-century science
to catalyze the design, testing, and scaling of more powerful approaches for reducing lifelong
disease by mitigating the effects of early adversity.
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autonomic, metabolic, and inflammatory systems) and the vulner-
ability of neural circuits that mediate cognitive, social, and emo-
tional development as the dysregulation of mediators of adapta-
tion (allostasis). These mediators operate interactively and
nonlinearly. When persistently activated or dysregulated in asso-
ciation with risky behaviors precipitated by adversity, they lead to
increased allostatic load or overload.11,12 When disease follows, it re-
flects the physiological, epigenetic, and structural price that the brain
and body pay for adapting to significant challenges.13

Excessive stress activation during early childhood shifts men-
tal and physiological resources from long-term development to im-
mediate survival, increases vigilance at the cost of focused atten-
tion, stimulates impulsivity at the cost of behavioral regulation, and
limits long-term biological investment in the brain and other organ
systems to the detriment of later health and capacity. Over time,
chronic stress can alter biological functions associated with immu-
nity, growth, cardiovascular function, metabolism, and sleep.14

Trauma-informed care is an approach to the design, organiza-
tion, and delivery of behavioral health services based on an under-
standing of the distinctive nature of impairments that are caused (or
exacerbated) by significant exposure to violence, loss, or other emo-
tionally traumatic experiences. In 2014, the Substance Abuse and
Mental Health Services Administration15 published a report to
advance the integration of trauma-focused research, practice-
generated knowledge, and the perspectives of trauma survivors.
That report presents the following 6 principles to guide effective
practice: safety; trustworthiness and transparency; peer support;
collaboration and mutuality; empowerment, voice, and choice; and
cultural, historical, and gender issues.15 Some treatment models (eg,
cognitive behavioral therapy and child-parent psychotherapy) have
been modified to incorporate these principles, and positive out-
comes have been reported.15-18 However, variability in definitions
and gaps between research and practice have led some experts
to question whether trauma-informed care produces greater
benefits than conventional, evidence-based treatments.19

In summary, adverse childhood experience (ACE) scores quan-
tify increased risk (but not a diagnosis) of later health problems, toxic
stress focuses on causal mechanisms that link adversity to impair-
ment, and trauma-informed care provides guidelines for treat-
ment. Building on their diverse origins in epidemiology, biology, and
clinical practice, these 3 bodies of work present an opportunity to
construct an integrated approach to the prevention and manage-
ment of stress-related disorders beginning in the earliest years.

Moving From Proof of Concept
to Larger Effects at Scale
The diverse landscape of programs for young children and families fac-
ing adversity has produced many positive effects, but the variable qual-
ity of the data on services received and outcomes achieved makes it
difficult to determine which interventions are effective for different
populations in different contexts. This difficulty is particularly true for
children who face threats to healthy development (eg, maltreat-
ment and maternal depression) that require specialized services ex-
ceeding the capabilities of most community-based programs. The chal-
lenge is especially urgent during the prenatal period and first 3 years
after birth, when neuroscience tells us that the stakes are high.

The most rigorous data from programs that begin before age 3
years are from the Carolina Abecedarian Project,20 a 1970s inter-
vention for children living in poverty that provided center-based
services by trained staff from early infancy to age 5 years. Although
its short- and long-term effects on multiple developmental out-
comes have been well documented, its scalability has been limited.
A report of treatment-control differences in blood pressure and
metabolic syndrome 30 years after enrollment in the project pro-
vides a rare example of an adult health effect from an early child-
hood intervention, but the absence of a causal explanation limits
its replicability.21

The largest system of services for infants and toddlers living in
poverty—Early Head Start—offers a promising infrastructure for
population-level effect, but the data on its implementation and ef-
fectiveness are problematic. The initial evaluation launched in 1996
(based on random assignment of 3001 families at 17 sites) showed
small mean effects at age 3 years on multiple child outcomes
(effect size range, 0.10-0.20) and some aspects of parenting.22 Sub-
group analyses focused on race/ethnicity, demographic risk, and non-
specific program features found differences in multiple child and
family outcomes over time but no identified patterns to guide tar-
geted replication. The variable types and amount of services re-
ceived by both treatment and control groups also make it difficult
to draw valid inferences about the program effects.23

The more systematized approach to service definition and imple-
mentation used by the Nurse-Family Partnership from the prenatal
period to age 2 years provides an alternative example of program
development and evaluation.24 As this intervention is being scaled,
challenges serving less responsive subgroups (eg, women experi-
encing depression or family violence) are being addressed through
“model improvement research,” which involves pilot testing, evalu-
ation, and translation of promising findings into practice.25

Understanding variability in response to adversity is essential for
prescribing effective interventions. This variation—often labeled vul-
nerability or resilience—can be influenced by differences in children,
caregivers, families, or communities. This distinction is particularly
important for children who exhibit increased biological sensitivity
to context, resulting in high rates of psychiatric disorders under ad-
verse conditions yet high levels of adaptive behavior in nurturing
environments.26,27 Greater focus on heterogeneity of needs and dif-
ferential response to services calls for a more active role for parents
in the development and evaluation of new interventions for young chil-
dren facing adversity. This approach is aligned with the mission of the
Patient-Centered Outcomes Research Institute,28 which was estab-
lished by the Patient Protection and Affordable Care Act of 2010 to
fund clinical effectiveness research responsive to the concerns and
outcomes that are most salient for patients.

Looking forward, population-level reductions in stress-related dis-
ease will depend on the formulation of science-based theories of
change to drive the design of explicit strategies targeted toward
identified subgroups focused on specific causal mechanisms to pro-
duce important outcomes. Statistically significant, average program
effects without causal explanations have limited value because suc-
cessful replication demands adaptations for different populations.
Greater focus on mediating variables that are amenable to interven-
tion (eg, self-regulation in children or interactional skills of parents)
suggests a more promising strategy than subgrouping by maternal
education. Services matched to key moderators (eg, family strengths
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and cultural values) are likely to be more effective than categorical as-
signments based on race/ethnicity. Beyond the need for greater speci-
ficity in program design and impact evaluation, advances in imple-
mentation science are essential for producing greater effects at
scale.29,30 Demonstration projects that produce positive outcomes
forsmallnumbersofchildrenillustratewhatispossible,butpopulation-
level effects require expertise in implementation to assure model
fidelity and adaptation to context.

Building a More Robust Science Engine
to Catalyze Breakthrough Outcomes
Discoveries in neuroscience and epigenetics indicate that children
must be protected from the biological disruptions of toxic stress and
not just provided with enriched learning opportunities. Therefore,
new policies to promote health and prevent disease must begin with
more effective strategies for reducing poverty, maltreatment, com-
munity violence, racism, and other threats to child well-being, as well
as strengthening neighborhood-level supports to reduce the pre-
cipitants of toxic stress.31 However, addressing these challenges is
far beyond the capacity of the health care system alone. Neverthe-
less, given the critical role of caregivers in protecting young chil-
dren, pediatricians must move beyond simply providing informa-
tion and focus greater attention on capacity building for parents
raising young children under adverse conditions.

Evidence-based approaches to strengthening adult capabili-
ties through mentoring and coaching offer a powerful strategy for
supporting parents whose adaptive skills are constrained by the con-
sequences of their own adverse childhood experiences. Interven-
tions that strengthen executive functioning, self-regulation, and
mental health increase caregivers’ ability to buffer their children from
stressors and scaffold the early development of resilience.32 These
core capabilities also enhance a parent’s employability and the like-
lihood of greater family economic security, which further improves
a child’s life prospects. In short, if we want to achieve break-
through outcomes for children facing adversity, we have to sup-
port the adults who care for them to transform their own lives.5

As new interventions are developed, valid and reliable mea-
sures of toxic stress effects will be essential for assessing their im-
pacts. These measures (both biological and biobehavioral) must be
sensitive to short-term changes in mediators of long-term health out-
comes and feasible, affordable, and acceptable in practice set-
tings. Assessing their predictive validity requires mining of extant
longitudinal databases and new cohort studies using state-of-
the-art measurement batteries. Equally important, given the ethi-
cal and political sensitivities of collecting biological information
from disadvantaged children (particularly children of color), prog-
ress will require trusting collaboration among scientists, clinicians,
community leaders, and parents.

The biological basis of heightened responsiveness to environ-
mental influences (ie, plasticity) represents another fertile area of
investigation. This work includes research on the role of excitatory-
inhibitory circuit balance as triggers of critical periods in brain de-
velopment, pruning of synaptic connections as mediators, and mo-
lecular “brakes” as stabilizers that limit adult brain plasticity but also
provide potential mechanisms for reopening critical periods previ-
ously considered to be irreversible.33 Sensitive periods in the

developing circuitry of advanced executive function skills in early
adulthood as well as evidence from animal studies that excessive
stress can accelerate the opening and closing of some critical peri-
ods in infant brain development are 2 examples of findings with im-
plications for optimal timing of both child- and parent-focused
interventions.34

The biology of variation in vulnerability and resilience presents
another rapidly moving research frontier that is ripe for applica-
tion. Epigenetic discoveries could inform targeted interventions
matched to differences in how children and families respond to dif-
ferent adversities and alternative services.35 Drawing on lessons
learned from the prevention and treatment of infectious disease,
progress in combatting the consequences of toxic stress could be
achieved by a multitiered strategy guided by insights about its
underlying pathophysiology.

Beginning with the example of smallpox, which was eradicated
by removing the causal agent, eliminating poverty, violence, and racial/
ethnic discrimination in the lives of children would have massive, ben-
eficial effects. While others address these social determinants of health
at a societal level, pediatricians must devise more effective strate-
gies for protecting developing brains and other biological systems from
the socioeconomic pathogens that threaten child well-being.

The next tier of intervention includes strengthening the body’s
defenses in a comparable fashion to what is achieved by individual
immunizations and community (“herd”) immunity. To that end, re-
silience in the face of adversity can be enhanced by building social
capital at the neighborhood level, stress-buffering capacities at the
caregiver level, and coping skills in young children themselves,
beginning as early as possible.

The final line of defense against infection uses effective drugs
matched to specific microorganisms and alternative therapeutics for
pathogens that are resistant to conventional treatment. In a com-
parable fashion, effective intervention for a child facing adversity can-
not be determined by asking “what is the most effective program?”
but rather “how can we match effective services to specific causal
factors and differential responses to intervention?”

Implications for the Future of Clinical Practice,
Training, and Policy
Most articles on this topic typically conclude with a call for in-
creased funding for existing services, improved screening and re-
ferral, a broader perspective on health that extends beyond the medi-
cal system, and recognition of the complex causes of disparities in
health outcomes. The scientific advances described in this article
provide a platform for greater specificity and aiming higher.

In 2012, the American Academy of Pediatrics issued a technical
report36 and policy statement37 endorsing a leadership role for the
pediatric community “to catalyze fundamental change in early
childhood policy and services”37(pe224) and “to inform the develop-
ment of innovative strategies to reduce the precipitants of toxic
stress in young children and to mitigate their negative effects on
the course of development and health across the life span.”37(pe224)

The frontiers of the biological, behavioral, and clinical sciences offer
opportunities to galvanize these new strategies, but success will
require a more rigorous approach than conventional practice to
designing, testing, evaluating, and scaling services.

Reducing The Health Consequences of Early Adversity Special Communication Clinical Review & Education

jamapediatrics.com (Reprinted) JAMA Pediatrics Published online August 22, 2016 E3

Copyright 2016 American Medical Association. All rights reserved.

Downloaded From: http://archpedi.jamanetwork.com/ by a Bay of Plenty District Health Board User  on 08/31/2016

http://www.jamapediatrics.com/?utm_campaign=articlePDF%26utm_medium=articlePDFlink%26utm_source=articlePDF%26utm_content=jamapediatrics.2016.1559


Copyright 2016 American Medical Association. All rights reserved.

Although the pathophysiology of many stress-related diseases
is understood at a general level, existing knowledge could be mined
far more productively to catalyze new approaches in clinical practice
and public health.2,5,38 Medical students, residents, trainees in re-
lated professions, and practicing clinicians should be learning about
the biology of adversity and its application both for and beyond indi-
vidual medical care. Innovative approaches to health promotion and
disease prevention should be breaking down the walls that separate
pediatrics, internal medicine, obstetrics, and public health.

The complementary lenses of adverse childhood experiences,
toxic stress, and trauma-informed care underscore the potential power
of a 3-pronged strategy. Increasing public awareness of the lifelong
consequences of adversity in childhood builds broad-based support
for addressing problems that affect all social classes. Greater under-
standing of toxic stress creates a sense of urgency by explaining how
early hardship can cause lifelong illness. Expanding knowledge about
developmental plasticity and variation in susceptibility to adversity
offers new insights that can improve trauma-informed care.

Policy makers and practitioners often invoke science to gener-
ate support for existing programs, yet few are using that knowl-
edge to develop new strategies. This missed opportunity is espe-
cially problematic for young children and families whose needs are
not being met by existing efforts. While most leaders are focused
on delivering state-of-the-art services today, a pioneering group
should be developing breakthrough solutions for tomorrow. The
value of a balance between advocating for best practices and driv-
ing a dynamic research and development agenda is illustrated by the
comparative 50-year histories of early childhood intervention for
children living in poverty and the treatment of children with acute
lymphoblastic leukemia.

When Head Start was launched in 1965, the 5-year survival rate
for acute lymphoblastic leukemia was less than 5%.39 Ten years later,
that number had increased to 57%, and it exceeded 90% some 4
decades afterward.40 Today, the treatment of acute lymphoblastic
leukemia begins with baseline data that determine the most effec-
tive treatment plan among alternative options while basic and clini-
cal researchers are striving to push survival rates even higher and
reduce the undesirable effects of existing therapies.41

During this same half century, the short-term effects of early
childhood programs on cognitive and achievement scores have con-
tinued to average a small (approximately 0.2) effect size.42 This con-
trast is not presented to equate the adverse effects of poverty with
a diagnosis of cancer. It is designed to illustrate lessons that early
childhood policy makers and practitioners could learn from the battle
to cure acute lymphoblastic leukemia.

The first lesson is the need for simultaneous investment in both
the provision of evidence-based care and a robust research and de-
velopment effort to create more effective interventions. The sec-
ond lesson is the role of basic science in elucidating causal mecha-
nisms and informing the design and evaluation of targeted
interventions for identified subgroups. The third lesson is the im-
portance of continuous experimentation with informed consent,
learning from failure and success, and an unwavering commitment
to greater effects until the problem is fully solved.

The evolving concept of “precision medicine” reflects a similar
approach to greater understanding of how environmental effects
on gene expression influence disease risk, pathogenic mecha-
nisms, and differential response to treatments. That same scien-
tific thinking is waiting to be leveraged to drive a comparable trans-
formation in how we address the biological consequences of
significant adversity in the lives of young children—and how we
determine what works best for whom and why.43

In an early childhood policy environment concerned primarily
with school readiness and educational outcomes, equal attention
must be directed to the prevention of lifelong disease. At a time when
most investments in young children are directed toward preschool
for 4-year-olds, there is a compelling need for more effective inter-
ventions during the prenatal period and first 3 years after birth for
children and families experiencing significant adversity. In a field
guided largely by competing interpretations of program evaluation
data, advances in neuroscience and epigenetics offer promising cata-
lysts for fresh thinking. The time has come to launch a new era in
early childhood policy and pediatric practice driven by 21st-
century science and a research and development platform that
tests new ideas, learns from failure, and settles for nothing less than
breakthrough outcomes at scale.44

ARTICLE INFORMATION

Accepted for Publication: May 10, 2016.

Published Online: August 22, 2016.
doi:10.1001/jamapediatrics.2016.1559.

Conflict of Interest Disclosures: None reported.

Funding/Support: This work was supported by
funding from the Buffett Early Childhood Fund,
Bezos Family Foundation, The JPB Foundation, and
Palix Foundation. The preparation of this article was
supported by The Child and Adolescent Health
Measurement Initiative at Oregon Health & Science
University (now at the Johns Hopkins University
Bloomberg School of Public Health) and through a
contract with AcademyHealth.

Role of the Funder/Sponsor: The funders had no
role in the design and conduct of the study;
collection, management, analysis, and
interpretation of the data; preparation, review, or
approval of the manuscript; and decision to submit
the manuscript for publication.

Additional Contributions: Members of the
National Scientific Council on the Developing Child,
The JPB Research Network on Toxic Stress, and the
Frontiers of Innovation provided helpful comments
on an early draft of the manuscript, and Christina
Bethell, PhD, and Michele Solloway, PhD (on behalf
of The Child and Adolescent Health Measurement
Initiative), and Lisa Simpson, BCh, MPH, and
Michele Solloway, PhD (on behalf of
AcademyHealth), assisted with manuscript review.
None received compensation.

REFERENCES

1. Shonkoff JP, Phillips DA, eds. From Neurons to
Neighborhoods: The Science of Early Childhood
Development. Washington, DC: National Academy
Press; 2000.

2. Shonkoff JP, Boyce WT, McEwen BS.
Neuroscience, molecular biology, and the childhood
roots of health disparities: building a new
framework for health promotion and disease
prevention. JAMA. 2009;301(21):2252-2259.

3. Fox SE, Levitt P, Nelson CA III. How the timing
and quality of early experiences influence the
development of brain architecture. Child Dev. 2010;
81(1):28-40.

4. Karoly L, Kilburn M, Cannon J. Early Childhood
Interventions: Proven Results, Future Promise. Santa
Monica, CA: RAND; 2005.

5. Shonkoff JP, Fisher PA. Rethinking
evidence-based practice and two-generation
programs to create the future of early childhood
policy. Dev Psychopathol. 2013;25(4, pt 2):1635-1653.

6. Shonkoff JP. Leveraging the biology of adversity
to address the roots of disparities in health and
development. Proc Natl Acad Sci U S A. 2012;109
(suppl 2):17302-17307.

7. Felitti VJ, Anda RF, Nordenberg D, et al.
Relationship of childhood abuse and household
dysfunction to many of the leading causes of death
in adults: the Adverse Childhood Experiences (ACE)
Study. Am J Prev Med. 1998;14(4):245-258.

Clinical Review & Education Special Communication Reducing The Health Consequences of Early Adversity

E4 JAMA Pediatrics Published online August 22, 2016 (Reprinted) jamapediatrics.com

Copyright 2016 American Medical Association. All rights reserved.

Downloaded From: http://archpedi.jamanetwork.com/ by a Bay of Plenty District Health Board User  on 08/31/2016

http://jama.jamanetwork.com/article.aspx?doi=10.1001/jamapediatrics.2016.1559&utm_campaign=articlePDF%26utm_medium=articlePDFlink%26utm_source=articlePDF%26utm_content=jamapediatrics.2016.1559
http://www.ncbi.nlm.nih.gov/pubmed/19491187
http://www.ncbi.nlm.nih.gov/pubmed/20331653
http://www.ncbi.nlm.nih.gov/pubmed/20331653
http://www.ncbi.nlm.nih.gov/pubmed/24342860
http://www.ncbi.nlm.nih.gov/pubmed/23045654
http://www.ncbi.nlm.nih.gov/pubmed/23045654
http://www.ncbi.nlm.nih.gov/pubmed/9635069
http://www.jamapediatrics.com/?utm_campaign=articlePDF%26utm_medium=articlePDFlink%26utm_source=articlePDF%26utm_content=jamapediatrics.2016.1559


Copyright 2016 American Medical Association. All rights reserved.

8. Centers for Disease Control and Prevention.
Adverse Childhood Experiences (ACE). http://www
.cdc.gov/violenceprevention/acestudy/index.html.
Accessed July 29, 2016.

9. National Scientific Council on the Developing
Child. Excessive Stress Disrupts the Architecture of
the Developing Brain: Working Paper No. 3.
http://developingchild.harvard.edu/resources
/wp3/. Updated 2014. Accessed July 8, 2016.

10. McEwen BS. Protective and damaging effects
of stress mediators. N Engl J Med. 1998;338(3):171-
179.

11. McEwen BS, Morrison JH. The brain on stress:
vulnerability and plasticity of the prefrontal cortex
over the life course. Neuron. 2013;79(1):16-29.

12. McEwen BS, Gianaros PJ. Stress- and
allostasis-induced brain plasticity. Annu Rev Med.
2011;62:431-445.

13. Miller GE, Chen E, Parker KJ. Psychological
stress in childhood and susceptibility to the chronic
diseases of aging: moving toward a model of
behavioral and biological mechanisms. Psychol Bull.
2011;137(6):959-997.

14. Lupien SJ, McEwen BS, Gunnar MR, Heim C.
Effects of stress throughout the lifespan on the
brain, behaviour and cognition. Nat Rev Neurosci.
2009;10(6):434-445.

15. Substance Abuse and Mental Health Services
Administration. SAMHSA’s Concept of Trauma and
Guidance for a Trauma-Informed Approach. Rockville,
MD: Substance Abuse and Mental Health Services
Administration; 2014.

16. Ghosh Ippen C, Harris WW, Van Horn P,
Lieberman AF. Traumatic and stressful events in
early childhood: can treatment help those at
highest risk? Child Abuse Negl. 2011;35(7):504-513.

17. Toth SL, Rogosch FA, Manly JT, Cicchetti D. The
efficacy of toddler-parent psychotherapy to
reorganize attachment in the young offspring of
mothers with major depressive disorder:
a randomized preventive trial. J Consult Clin Psychol.
2006;74(6):1006-1016.

18. Cohen JA, Mannarino AP, Knudsen K. Treating
sexually abused children: 1 year follow-up of a
randomized controlled trial. Child Abuse Negl.
2005;29(2):135-145.

19. Hanson RF, Lang J. A critical look at
trauma-informed care among agencies and systems
serving maltreated youth and their families. Child
Maltreat. 2016;21(2):95-100.

20. Ramey CT, Campbell FA. Preventive education
for high-risk children: cognitive consequences of
the Carolina Abecedarian Project. Am J Ment Defic.
1984;88(5):515-523.

21. Campbell F, Conti G, Heckman JJ, et al. Early
childhood investments substantially boost adult
health. Science. 2014;343(6178):1478-1485.

22. Love JM, Kisker EE, Ross C, et al. The
effectiveness of Early Head Start for 3-year-old
children and their parents: lessons for policy and
programs. Dev Psychol. 2005;41(6):885-901.

23. Love JM, Chazen-Cohen R, Raikes H,
Brooks-Gunn J. What makes a difference: Early
Head Start evaluation findings in a developmental
context. Monogr Soc Res Child Dev. 2013;78(1):vii-viii,
1-173.

24. Olds DL. Prenatal and infancy home visiting by
nurses: from randomized trials to community
replication. Prev Sci. 2002;3(3):153-172.

25. Olds D, Donelan-McCall N, O’Brien R, et al.
Improving the Nurse-Family Partnership in
community practice. Pediatrics. 2013;132(suppl 2):
S110-S117.

26. Ellis BJ, Boyce WT. Differential susceptibility to
the environment: toward an understanding of
sensitivity to developmental experiences and
context. Dev Psychopathol. 2011;23(1):1-5.

27. Obradović J, Bush NR, Stamperdahl J, Adler NE,
Boyce WT. Biological sensitivity to context: the
interactive effects of stress reactivity and family
adversity on socioemotional behavior and school
readiness. Child Dev. 2010;81(1):270-289.

28. Frank L, Basch E, Selby JV; Patient-Centered
Outcomes Research Institute. The PCORI
perspective on patient-centered outcomes
research. JAMA. 2014;312(15):1513-1514.

29. Proctor EK, Landsverk J, Aarons G, Chambers
D, Glisson C, Mittman B. Implementation research
in mental health services: an emerging science with
conceptual, methodological, and training
challenges. Adm Policy Ment Health. 2009;36(1):
24-34.

30. Aarons GA, Hurlburt M, Horwitz SM.
Advancing a conceptual model of evidence-based
practice implementation in public service sectors.
Adm Policy Ment Health. 2011;38(1):4-23.

31. Radner J, Shonkoff J. Mobilizing science to
reduce intergenerational poverty. In: Andrews N,
Erickson D, eds. Investing in What Works for
America’s Communities. San Francisco, CA: Federal
Reserve Bank of San Francisco and Low Income
Investment Fund; 2012.

32. Blair C, Raver CC. Child development in the
context of adversity: experiential canalization of
brain and behavior. Am Psychol. 2012;67(4):309-318.

33. Takesian AE, Hensch TK. Balancing
plasticity/stability across brain development. Prog
Brain Res. 2013;207:3-34.

34. Callaghan BL, Sullivan R, Howell B, Tottenham
N. The International Society for Developmental

Psychobiology Sackler Symposium: early adversity
and the maturation of emotion circuits:
a cross-species analysis. Dev Psychobiol. 2014;56
(8):1635-1650.

35. Meaney MJ. Epigenetics and the biological
definition of gene × environment interactions. Child
Dev. 2010;81(1):41-79.

36. Shonkoff JP, Garner AS; Committee on
Psychosocial Aspects of Child and Family Health;
Committee on Early Childhood, Adoption, and
Dependent Care; Section on Developmental and
Behavioral Pediatrics. The lifelong effects of early
childhood adversity and toxic stress. Pediatrics.
2012;129(1):e232-e246. doi:10.1542/peds.2011-2663.

37. Garner AS, Shonkoff JP; Committee on
Psychosocial Aspects of Child and Family Health;
Committee on Early Childhood, Adoption, and
Dependent Care; Section on Developmental and
Behavioral Pediatrics. Early childhood adversity,
toxic stress, and the role of the pediatrician:
translating developmental science into lifelong
health. Pediatrics. 2012;129(1):e224-e231.
doi:10.1542/peds.2011-2662.

38. Shonkoff JP, Levitt P. Neuroscience and the
future of early childhood policy: moving from why
to what and how. Neuron. 2010;67(5):689-691.

39. Zuelzer WW. Implications of long-term survival
in acute stem cell leukemia of childhood treated
with composite cyclic therapy. Blood. 1964;24(5):
477-494.

40. Howlader N, Noone AM, Krapcho M, et al, eds.
SEER Cancer Statistics Review, 1975-2010.
Bethesda, MD: National Cancer Institute.
http://seer.cancer.gov/csr/1975_2010/. Based on
November 2012 SEER data submission, posted to
the SEER website April 2013. Accessed July 13,
2016.

41. Pizzo P, Poplack D, eds. Principles and Practice
of Pediatric Oncology. 6th ed. Philadelphia, PA:
Lippincott Williams & Wilkins; 2010.

42. Duncan GJ, Magnuson K. Investing in preschool
programs. J Econ Perspect. 2013;27(2):109-132.

43. Hays PV. Whence social determinants of
health? effective personalized medicine and the
2010 Patient Protection and Affordable Care Act.
J Clinic Res Bioeth. 2012;S5:002. doi:10.4172
/2155-9627.S5-002.

44. Center on the Developing Child at Harvard
University. From Best Practices to Breakthrough
Impacts: A Science-Based Approach to Building a
More Promising Future for Young Children and
Families. http://developingchild.harvard.edu
/resources/from-best-practices-to-breakthrough
-impacts/. Published 2016. Accessed July 8, 2016.

Reducing The Health Consequences of Early Adversity Special Communication Clinical Review & Education

jamapediatrics.com (Reprinted) JAMA Pediatrics Published online August 22, 2016 E5

Copyright 2016 American Medical Association. All rights reserved.

Downloaded From: http://archpedi.jamanetwork.com/ by a Bay of Plenty District Health Board User  on 08/31/2016

https://urldefense.proofpoint.com/v2/url?u=http-3A__www.cdc.gov_violenceprevention_acestudy_index.html&d=CwMFAg&c=iqeSLYkBTKTEV8nJYtdW_A&r=j7qaqZJT3o0anZl8vR1DXJdOABK1r0NnU769h0lYYaE&m=aTh3HQQrF2WiO5Z3Vp42A-tv92FHBZbPmljz7zfc_hw&s=23cnK0Em8Zez41GadWg0-mNFF5CvAunnFU1mMzQyX7Y&e=
https://urldefense.proofpoint.com/v2/url?u=http-3A__www.cdc.gov_violenceprevention_acestudy_index.html&d=CwMFAg&c=iqeSLYkBTKTEV8nJYtdW_A&r=j7qaqZJT3o0anZl8vR1DXJdOABK1r0NnU769h0lYYaE&m=aTh3HQQrF2WiO5Z3Vp42A-tv92FHBZbPmljz7zfc_hw&s=23cnK0Em8Zez41GadWg0-mNFF5CvAunnFU1mMzQyX7Y&e=
http://developingchild.harvard.edu/resources/wp3/
http://developingchild.harvard.edu/resources/wp3/
http://www.ncbi.nlm.nih.gov/pubmed/9428819
http://www.ncbi.nlm.nih.gov/pubmed/9428819
http://www.ncbi.nlm.nih.gov/pubmed/23849196
http://www.ncbi.nlm.nih.gov/pubmed/20707675
http://www.ncbi.nlm.nih.gov/pubmed/20707675
http://www.ncbi.nlm.nih.gov/pubmed/21787044
http://www.ncbi.nlm.nih.gov/pubmed/21787044
http://www.ncbi.nlm.nih.gov/pubmed/19401723
http://www.ncbi.nlm.nih.gov/pubmed/19401723
http://www.ncbi.nlm.nih.gov/pubmed/21816474
http://www.ncbi.nlm.nih.gov/pubmed/17154731
http://www.ncbi.nlm.nih.gov/pubmed/17154731
http://www.ncbi.nlm.nih.gov/pubmed/15734179
http://www.ncbi.nlm.nih.gov/pubmed/15734179
http://www.ncbi.nlm.nih.gov/pubmed/26951344
http://www.ncbi.nlm.nih.gov/pubmed/26951344
http://www.ncbi.nlm.nih.gov/pubmed/6731489
http://www.ncbi.nlm.nih.gov/pubmed/6731489
http://www.ncbi.nlm.nih.gov/pubmed/24675955
http://www.ncbi.nlm.nih.gov/pubmed/16351335
http://www.ncbi.nlm.nih.gov/pubmed/23425422
http://www.ncbi.nlm.nih.gov/pubmed/23425422
http://www.ncbi.nlm.nih.gov/pubmed/12387552
http://www.ncbi.nlm.nih.gov/pubmed/24187112
http://www.ncbi.nlm.nih.gov/pubmed/24187112
http://www.ncbi.nlm.nih.gov/pubmed/20331667
http://www.ncbi.nlm.nih.gov/pubmed/20331667
http://www.ncbi.nlm.nih.gov/pubmed/25167382
http://www.ncbi.nlm.nih.gov/pubmed/19104929
http://www.ncbi.nlm.nih.gov/pubmed/19104929
http://www.ncbi.nlm.nih.gov/pubmed/21197565
http://www.ncbi.nlm.nih.gov/pubmed/22390355
http://www.ncbi.nlm.nih.gov/pubmed/24309249
http://www.ncbi.nlm.nih.gov/pubmed/24309249
http://www.ncbi.nlm.nih.gov/pubmed/25290865
http://www.ncbi.nlm.nih.gov/pubmed/25290865
http://www.ncbi.nlm.nih.gov/pubmed/20331654
http://www.ncbi.nlm.nih.gov/pubmed/20331654
http://dx.doi.org/10.1542/peds.2011-2663
http://dx.doi.org/10.1542/peds.2011-2662
http://www.ncbi.nlm.nih.gov/pubmed/20826301
http://www.ncbi.nlm.nih.gov/pubmed/14236724
http://www.ncbi.nlm.nih.gov/pubmed/14236724
http://seer.cancer.gov/csr/1975_2010/
http://www.ncbi.nlm.nih.gov/pubmed/25663745
http://dx.doi.org/10.4172/2155-9627.S5-002
http://dx.doi.org/10.4172/2155-9627.S5-002
http://developingchild.harvard.edu/resources/from-best-practices-to-breakthrough-impacts/
http://developingchild.harvard.edu/resources/from-best-practices-to-breakthrough-impacts/
http://developingchild.harvard.edu/resources/from-best-practices-to-breakthrough-impacts/
http://www.jamapediatrics.com/?utm_campaign=articlePDF%26utm_medium=articlePDFlink%26utm_source=articlePDF%26utm_content=jamapediatrics.2016.1559

