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QUALITY OF CARE
Quality health care can be defined as the degree to which health 

services increase the likelihood of desired health outcomes for indi-
viduals and populations and which are consistent with current profes-
sional knowledge.1 Quality is reflected in numerous program aspects, 
including access to services, clinical effectiveness, comprehensive-
ness, and integration of services. High quality care can play a signif-
icant role in improving health care outcomes and decreasing overall 
health care costs, while impacting consumer information and choice.1 
Quality of care can be measured in a number of ways, including re-
ceipt of appropriate treatment for infections and weight counseling.2

An upper respiratory infection (URI), also referred to as the common 
cold, is a type of acute respiratory tract infection (ARTI)—an infection 
of the lining in the nose and throat that can cause symptoms including 
coughing, congestion, and fever that last for 1–2 weeks. Though most 
URIs are viral in nature, antibiotics are often inappropriately prescribed 
for children despite no evidence that they are helpful against viral in-
fections.3 

In 2012, children had 12.7 million outpatient visits for URIs, 4.7 
million of which involved children under the age of 2 years, and 8.1 
million for children aged 2–17 years. None of the children presenting at 
these visits were expected to have a bacterial pathogen; however, 3.1 
million children were prescribed a “potentially preventable” antibiotic. 
Of these prescriptions, 871,000 were for children under the age of 
2, and more than 2.2 million were for children aged 2–17 years (fig-

ure 1). This is equivalent to 11.4 million potentially avoidable antibiotic 
prescriptions for all ARTIs in children. This number has not decreased 
notably in the past decade.4

While the number of infection-related hospitalizations from antibiot-
ic resistance have increased in all age groups, the greatest increase 
has been in children under 18 years of age (395 percent between 
1997 and 2006). Antibiotic-resistant infections often lead to prolonged 
treatments or hospital stays and greater rates of disability and death. 
The use of antibiotics is the most important element leading to antibi-
otic resistance.5 Greater awareness of the dangers of antibiotic-resis-
tant bacteria and better communication between patients and provid-
ers could improve treatment and reduce unnecessary antibiotic use.3

Since the 1980s, childhood obesity has increased more than two-
fold in children and threefold in adolescents (see pages on childhood 
and adolescent overweight and obesity). Obesity has negative effects 
on children’s health including high blood pressure and cholesterol, in-
sulin resistance, type 2 diabetes, and breathing problems, although 
early intervention and nutrition counseling can improve children’s 
overall health and lifestyle. For the second consecutive year, clinical 
assessments of childhood weight status have improved. 

In 2012, 51.6 percent of children aged 3–17 years in commercial 
health maintenance organizations (HMOs), 31.2 percent of children 
in commercial preferred provider organizations (PPOs), and 51.8 
percent of children in Medicaid HMOs had an outpatient visit with a 

Figure 1. Number of Annual Visits and Visits With Potentially
Preventable Antibiotic Prescriptions for Children With Upper
Respiratory Infections, by Age Group, 2012

Source: Kronman MP, Zhou C, Mangione-Smith R. Bacterial prevalence and antimicrobial prescribing trends for
acute respiratory tract infections. Pediatrics. September 15, 2014;134(4):e956–e965.
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primary care practitioner during the year when BMI percentile was 
documented (figure 2). This translates to increases from 2011 of 15.4 
percent in commercial HMOs, 26.8 percent in commercial PPOs, and 
12.6 percent in Medicaid HMOs. 

The percentage of providers counseling children on proper nutri-
tion and/or physical activity also showed improvement. From 2011 to 
2012, rates for counseling children on nutrition increased in commer-

cial HMOs from 46.4 to 54.3 percent, in commercial PPOs from 28.4 
to 35.4 percent, and in Medicaid HMOs from 50.1 to 55.0 percent. 
For the same period, rates for counseling children on physical activity 
increased in commercial HMOs from 43.0 to 50.4 percent, in com-
mercial PPOs from 25.7 to 32.6 percent, and in Medicaid HMOs from 
40.6 to 44.2 percent.3

Figure 2. Receipt of Body Mass Index (BMI) Assessment and
Counseling for Nutrition and Physical Activity Among Children
Aged 3–17 Years, 2012

Source: National Committee for Quality Assurance. Improving Quality and Patient Experience: The State of
Health Care Quality 2013. Available at:
http://www.ncqa.org/Portals/0/Newsroom/SOHC/2013/SOHC-web_version_report.pdf.
Accessed September 15, 2014. 
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