
The national service framework for children
Is about making maternal and child health a priority, not a luxury

The national service framework for children,
young people, and maternity services is the cul-
mination of a process started three years ago

and has been heavily influenced by the Kennedy and
Laming reports.1–3 That it responds to two of the most
critical reports on child health service adds to its
importance. It provides the NHS with measures to
assess the quality of service provided for children and
mothers.

Children have been invisible in the NHS. Until now
they have been regarded as an addendum to adult
services. In the NHS Plan children were largely
ignored.4 Recent reforms have focused on adult
services, with targets set by government to achieve
them. One can argue that, as patients, pregnant women
and children benefited from these reforms in terms of
quantitative measures such as waiting times. However,
the care of children requires a clearer vision in the
more difficult qualitative areas. The national service
framework emphasises that the majority of service
needs for children are in the community and can only
be provided by the NHS in partnership with education
and social services as envisaged in Every Child Matters
and the Children’s Bill.5

The national service framework provides the
opportunity for service developments that allow the
holistic needs of children and pregnant mothers to be
met. Key to this is the recognition that children and
young people are different and individuals in their own
right, with specific requirements which can be met only
by reorganisation of service delivery. This requires a
change in how health professionals and managers view
maternal and child health and a reassessment of how
parents, children, and young people participate in and
are consulted in planning services.

The national service framework sets out a compre-
hensive, long term (10 year) agenda for change and a
framework for healthcare provision in the broadest
context. Its 11 standards for care, applying to children
(defined as under 19 years) and their families, cover all
aspects of NHS care including maternal health and
primary care. It is encouraging that mental health is a
constant strand, and that maternal health is seen as
part of the continuum of health care. Key features
include better consultation with children and families;
changes towards care focused on children and women;
and facilities designed for children with input from
children and parents. A central concept is of services
designed around the child’s journey, to meet children’s
needs, with emphasis on holistic and integrated

approaches including proper engagement with the
voluntary sector.

The earlier framework for hospital services implied
that NHS trusts needed to critically examine services
for children.6 It inferred that reallocation of resources
was needed, along with reconfiguration of service pro-
vision and incorporation of the overriding principles
in all new hospital design and development. Change in
how children are currently seen within adult services is
also required. Children must be seen as important
users, and their needs given similar weight to those of
adults.

The impact of the national service framework on
out of hospital services will be huge, especially with the
emerging public health agenda.7 Primary care trusts
have a central role in ensuring that the needs of moth-
ers and children are addressed. Community based
services must look at how they are organised and relate
to other non-health services, including social care and
education. Recent high profile cases around child
abuse and child deaths highlight the needs of the most
vulnerable in our society, and this is emphasised in the
framework. Current concerns about the future of com-
munity child health should be noted.8 The national
service framework suggests strengthening of out of
hospital services, and commissioners must consider
how they can use and develop current services. The
challenge for general practice is also clear. Despite the
absence of specifics in their new contract, the role of
primary care in the development of better services for
children is critical, and the national service framework
sets out this agenda.

Development of tool kits to help organisations
assess their current status against the national service
framework and to measure progress is a priority. The
lack of set targets and a clear budget stream is a
criticism that can be levied at the document. Like all
documents it is a compromise, a balance between the
desired and the possible. However, the message is
clear—we need a radical shift in our mindset towards
children and we must develop a society where
maternal and child health is a priority and not a luxury.

The vision of the national service framework is
huge and implies considerable cultural change in the
NHS, and beyond. The aim is child and family centred
services, designed and delivered around their needs
rather than those of organisations. The NHS must
grasp this opportunity. The national service framework
is government policy, strengthened by concurrent
reports, and signals a higher priority for children and
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maternity services across all areas of government.9 10 If
the service and all clinicians working with women and
children do not respond, children will be the losers.
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Back pain and physiotherapy
NHS treatment is of little value

My next patient: looking hopeful, hobbling in.
Six weeks of pain and no respite. Referral to
physiotherapy was the obvious option for

such patients, but now I know from a paper in this issue
that providing routine physiotherapy in the NHS is no
better than advice to remain active (p 708).1 Six weeks is
a long time to be in pain, unable to work, and relatively
immobile. Most patients will still be experiencing low
back pain and related disability one year after their first
consultation, and unfortunately we can do little about
it.w1 Although in this study patients felt better, objective
outcomes did not improve—and, in a resource limited
health service, can we make referral decisions based on
subjective measures?1

What are the implications for physiotherapy? Not
all interventions can stand up to critical appraisal,2 and
this paper shows that our traditional model of
physiotherapy for back pain is ineffective. But let us
look more closely at this study.1 The control group had
a physical examination and was given general advice to
remain active, in a session that lasted one hour. This is
not a “no treatment” option, and what this study shows
is that the additional treatment or usual treatment
available in typical physiotherapy departments in the
NHS was ineffective. The treatment strategy itself, how-
ever, was dependent on the physiotherapist. Each
therapist chose a treatment based on his or her
findings. But the study had 76 physiotherapists—a het-
erogeneous group, each with different training and
background. Patients in the intervention arm had
various treatments, including interventions that are
inherently very different, such as mobility and
strengthening, heat and cold, and combinations of
treatment in no particular order. An optimistic
interpretation of the study may be that this strategy of
ad hoc treatment is ineffective, although some compo-
nent interventions could still be effective. This study
confirms only that physiotherapy given in an NHS
department adds little to the management of back

pain, and we need to look more closely at individual
treatment options before deciding that all physiotherapy
for back pain is ineffective. Progressive exercise classes
run by a physiotherapist have been shown to help, but
spinal manipulative therapy seems not to produce
clinically worthwhile changes in pain or function.3–5

What are the options for the general practitioner?
Pain relief, anti-inflammatory drugs, and reassurance
that the pain is self limiting, looks fine in writing. But
the annual consultation rate for acute low back pain is
at least 35 per 1000 adults.6 That we have no answers
for a common condition comes as a surprise to a frus-
trated patient with high expectations of medical inter-
vention. The Royal College of General Practitioners
has issued guidelines for the management of acute
back pain, and advice is available from the Clinical
Standards Advisory Group. Although management by
general practitioners does not always match the guide-
lines, physiotherapy has always been an important
component.7 8 w2 Radiography is not recommended,
except in particular circumstances where serious
illness is suspected (known as red flag indications) and
helps little, and orthopaedic surgeons don’t wish to see
patients with low back pain where surgery is not an
option.9 w3 General practitioners have few alternatives,
which leads to frustration on all sides, unsatisfactory
consultations, and unhappy patients.

What are the alternatives for the patient? The best
option is to follow an advice sheet and remain active. If
the best outcomes are from exercise then perhaps we
need a new model of health care for patients with back
pain.10 Perhaps we should attempt to demedicalise
back pain and refer patients to specially trained fitness
instructors at a gym. Patients may have other ideas and
are often anxious about physical activity with back
pain.11 In the study by Frost et al, although the validated

Additional references w1-w3 are on bmj.com
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