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The Association of Directors of Public Health  

Science and Technology Committee Inquiry: 

Evidence-Based Early-Years Intervention 

The Association of Directors of Public Health (ADPH) is the representative body for Directors of Public 

Health (DPH) in the UK. It seeks to improve and protect the health of the population through collating 

and presenting the views of DsPH; advising on public health policy and legislation at a local, regional, 

national and international level; facilitating a support network for DsPH; and providing opportunities 

for DsPH to develop professional practice.  

The Association has a rich heritage, its origins dating back 160 years. It is a collaborative organisation 

working in partnership with others to maximise the voice for public health.   

Introduction 

Adverse Childhood Experiences (ACEs) are stressful experiences occurring during childhood that 

directly harm a child (e.g. sexual or physical abuse) or affect the environment in which the grow up 

(e.g. growing up in a house with domestic violence, parental separation or incarceration of a 

parent/guardian). Recent evidence demonstrates that chronic traumatic stress in early life can alter a 

child’s brain development, and can fundamentally alter the development of their nervous, hormonal 

and immunological system.12  

ACEs can set a child on a health-harming life course by increasing their risk of adopting health-harming 

behaviours such as smoking, problem drinking, poor diet, low levels of exercise and risky sexual 

behaviours.3 Such behaviours can lead to premature ill health through increasing risks of developing 

non-communicable diseases such as cancer, health disease and diabetes.4 There is also a strong 

association between ACEs and premature mortality. A recent study reported that men and women 

who have had two or more childhood adversities are at increased risk of early death by 57% and 80% 

respectively.5 Furthermore, experiencing ACEs can have a long-term impact on mental health, 

increasing the risk of depression, anxiety and psychosis, and can negatively impact educational 

attainment, employment and involvement with the criminal justice system. 678  

With such widespread impacts ACEs represent an important public health issue that needs to be 

addressed and prioritised in research and in policy. 

1) The evidence-base for the link between adverse childhood experiences and long-term negative 

outcomes, and any gaps in that evidence base, as well as data on which specific adverse childhood 

experiences produce greatest adverse impact 

The main research we are aware of is that conducted in Wales, Blackburn with Darwen, and through 

the Routine Enquiry of Adversity in Childhood programme (REACh). There is an increasing body of 

research evidencing a proportionate (dose relationship) between ACEs and negative long-term 

outcomes. There is also good evidence for the impact of ACEs. However, it would be beneficial to know 

more about which specific ACEs are more harmful, and those we should prioritise our efforts on 

preventing or mitigating.  
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Further research should therefore be conducted to determine the weighting of each 

ACE in terms of their adverse impact. There is also limited research examining the 

magnitude of the impact in those at the lower end of the spectrum, who have 

experienced a small number of ACEs (less than four). 

Other potential gaps in the evidence also include research establishing causality; it is important to 

distinguish association from cause and effect. It is also important that we build a more comprehensive 

understanding of the factors that promote resilience in children with ACEs. This will help to inform 

interventions that focus on strengthening individual and community resilience. Further research on 

the intergenerational risk of ACE would also be beneficial. 

2) The quality of the existing evidence-base for specific early-years interventions that aim to address 

adverse childhood experiences and minimise their effects in later life.  

The evidence base for specific interventions is limited and the quality often varies. There is strong 

evidence for programmes such as the Family Nurse Partnership (FNP). There is also good evidence for 

interventions targeting specific ACEs, such as domestic abuse, and for programmes aimed at building 

resilience (e.g. through improving attachments). These have been evaluated by the Early Intervention 

Foundation (EIF). 

Other programmes have yet to mature and better evaluation of these programmes is needed. There 

are few programmes supporting those exposed to inter-parental conflict or separation, and only one 

of these programmes is designed to include child outcome measures. There is also a lack of 

interventions demonstrating long-term impact.  

The public health system would benefit from a closer look at the evidence around access and effective 

engagement in early years interventions. This could include more detailed evaluation in areas where 

REACh has been in place for some time.  Identifying vulnerability in pregnancy is a particular area of 

challenge that would benefit from more research to identify effective models of delivery. It may also 

be beneficial to review the research that has been conducted in the US.9  

Finally, it should be noted that even if we have evidenced based programmes e.g. The incredible years 

parenting programme, they are expensive, and therefore cannot be run, or can only be run for a few 

families. Therefore, the challenge is to have evidence based universal and targeted services that we 

can afford. 

3) The extent to which local and national government policies for early-years intervention reflect 

that evidence-base, and the challenges involved in disseminating, accessing and using the latest 

evidence, as well as the opportunities for intervention suggested by the evidence but not currently 

being implemented; 

Early intervention has been a confused public policy approach with varying definitions across different 

policy areas related to different approaches and different age groups. Early-years intervention has, to 

some extent, got lost in this at the national and local policy level. While local and national policies do 

recognise the impact of neglect and abuse, ACEs are not always recognised in their entirety.  

The work of the EIF has been used locally to influence evidence based practice. This agenda requires 

a wide range of interventions to improve child poverty, prevention, detection and therapeutic support 

services across agencies. While, the EIF has been excellent in promoting the evidence base, there is 
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further work needed to ensure  that learning from the pilot studies is appropriately 

disseminated and discussed. It remains unclear how much evidence there is of the 

effectiveness of different operational models.  

On a national level, the first reference to ACE study findings in a government report was in the All 

Party Parliamentary Group’s report ‘Building Great Britons’, but this has not had a mention in policy 

to date. Currently, there is no specific national commitment to tackling ACEs in England as there is in 

Wales.  

When it comes to assessing and using the latest evidence, the main challenge is taking a whole systems 

approach to the ACE agenda and not treating it as an isolated project. Successful use of the latest 

evidence requires engagement from services across the life course, and potential changes to how 

needs are identified. While the evidence is there in terms of the ‘dose response’ relationship between 

ACE and poor physical health, mental health and social outcomes, the evidence on how to respond 

most effectively is less clear.  Existing work and interventions that fit well with evidence from the ACE 

studies needs to also be acknowledged and joined up into the wider system.  

Progressing this long-term preventative agenda with no additional funding will be a challenge. In 

Bradford, there is a Big Lottery funded project called ‘Better Start Bradford’, which helps fund the 

piloting of new projects and approaches. However, not all areas have this support locally. We need to 

make sure the evidence is oriented to value for money interventions that are affordable. The cost-

benefit ratio should be clear in demonstrating the savings that will be realised because of the reduced 

need for services for older children and adults. We need to make the case nationally that this is 

essential to making savings in later life and enabling children to reach their potential.  

Opportunities for intervention include improved access to mental health support for women with mild 

to moderate perinatal mental health problems. It is also important that the relationship between the 

mother and the developing baby is assessed during pregnancy, so that we can identify those in need 

of additional support.  

4) The support and oversight of research into adverse childhood experiences and relevant 

interventions, including how research priorities are identified and funded, and the extent to which 

current interventions are reviewed and contribute to the evidence-base. 

ACEs have been identified as an area in which baseline information is lacking. It is a relatively new area 

that influences the breath of public health outcomes and, as such, should be a priority for research.  

We need to ensure that research is oriented to approaches and interventions that are likely to be 

possible to implement, and have the highest impact in improving outcomes for children focused on 

pregnancy and early years.  

5) Mechanisms for bringing together the collection, communication, application and review of 

evidence to ensure interventions are evidence-based. 

Collecting evidence on local programmes in a systematic and rigorous way is very difficult. 

Mechanisms that could be beneficial include using EIF and regional PHE networks.   
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