
Core Quality and Outcome Measures
for Pediatric Health

Overview
We call for a national effort to develop a parsimonious
set of quality and outcome measures for children. The
target users are health care organizations that are ac-
countable for large pediatric populations. These orga-
nizations need an efficient set of measures that will di-
rect them toward meaningful health improvement
efforts and that capture the health care needs of their
communities.

Currently, measure sets are primarily derived from
administrative data and aimed at addressing disorders
or processes rather than child well-being and out-
comes. Claims-based measures have their place, but they
only look at what clinicians get paid for and lack suffi-
cient clinical detail. Measures focused on specific con-
ditions and related processes are, likewise, essential. But
the proliferation of these measures has created large re-
porting burdens with limited benefits. To that end, we
discuss: (1) why we need a parsimonious set of quality
and outcome measures, (2) why a distinctively pediat-
ric solution is needed, (3) why community health mea-
sures are needed, and (4) how to move toward identi-
fying this measure set.

A Parsimonious Measure Set
We need to identify a core measure set because there
are important shortfalls in the quality of children’s
health and the care that they receive.1,2 Although
safety measures in large pediatric systems are improv-
ing, other measures of health care quality have shown
less progress.

There are seemingly infinite indicators, but we need
a compact set of measures with a widespread consen-
sus so that organizations can focus on a discrete set of
goals. Relatedly, clinicians and organizations are bur-
dened by too much reporting on often redundant mea-
sures. Finally, comparative studies across organiza-
tions are not possible without common, standardized
measures.3

These concerns prompted the National Academy of
Medicine to write their report.4 It identified high prior-
ity, standardized measures that reflect the health of in-
dividuals and communities and the costs and engage-
ment of families and patients with health care systems.
We plan to take the conceptual framework developed
by the National Academy of Medicine and adapt it to
identify a core measure set that captures the most im-
portant aspects of pediatric health.

Why Do We Need a Distinctively Pediatric
Measure Set?
We need a measure set for children because the goals
of children’s health care are different from that of adults,

children face different health risks, and the context of
children’s health care is different.

The goal of health care—well-being—has a differ-
ent meaning across the life span. For children, it is build-
ing the physical, cognitive, and social foundations for
adult capabilities in addition to enhancing their current
state.5 The specific health needs of children can change
rapidly as they pass through developmental stages. Thus,
a pediatric measure set must find a careful compro-
mise that is sensitive to development without exces-
sively expanding the number of measures.

Similarly, children face different health risks. Be-
cause children are mostly healthy, subclinical precursor
states of adult health problems get insufficient atten-
tion. Preventive care is therefore underemphasized,
leading to health problems in adulthood. For example,
adolescents being overweight and obese is strongly as-
sociated with adult cardiovascular mortality.6

Finally, children’s risks are different because many
of the diseases and risks for children are environmental
or neighborhood-influenced. Children are more sensi-
tive to socioenvironmental factors and depend more on
support for their health and care than adults. Thus, de-
tailed measures that capture the socioenvironmental cir-
cumstances in the community are essential.7

From Community Health Measurement
to Health Improvement
Population health measures have been important for de-
veloping health policies but less relevant for health im-
provement. The Pediatric Vital Signs project combines
a focus on community outcomes with an orientation to-
ward health improvement. However, individual health
care clinicians and small practices can, acting alone, have
little effect on community-wide social determinants of
health. Therefore, the proposed healthy social circum-
stances measures are meant to be applied to health care
organizations that have a community-wide scope, such
as regional health care systems or accountable care or-
ganizations that are likely to become increasingly ac-
countable for community health outcomes.

The Figure illustrates this idea by looking at the Cel-
ebrate One initiative that was developed in Franklin
County, Ohio. Celebrate One seeks to reduce infant mor-
tality, a key community health measure in the Pediatric
Vital Signs core set. To reduce infant mortality, Cel-
ebrate One identified 5 key drivers of infant deaths (for
example, that many mothers did not get adequate pre-
natal care) and corresponding initiatives or programs to
address the drivers (such as expanded and improved pre-
natal services, especially in high-risk communities). The
collaborative element is tracking performance levels on
the initiatives, outcome measures for each driver, and

VIEWPOINT

William Gardner, PhD
Children’s Hospital of
Eastern Ontario,
Ottawa, Ontario,
Canada.

Kelly J. Kelleher, MD,
MPH
Nationwide Children’s
Hospital, Columbus,
Ohio.

Corresponding
Author: Kelly J.
Kelleher, MD, MPH,
Department of
Pediatrics, Nationwide
Children’s Hospital,
700 Children’s Dr,
FB3145, Columbus, OH
43205 (kelly.kelleher
@nationwidechildrens
.org).

Opinion

jamapediatrics.com (Reprinted) JAMA Pediatrics Published online July 10, 2017 E1

© 2017 American Medical Association. All rights reserved.

Downloaded From: http://jamanetwork.com/ by a University of California - Los Angeles User  on 08/21/2017

mailto:kelly.kelleher@nationwidechildrens.org
mailto:kelly.kelleher@nationwidechildrens.org
mailto:kelly.kelleher@nationwidechildrens.org
http://www.jamapediatrics.com/?utm_campaign=articlePDF%26utm_medium=articlePDFlink%26utm_source=articlePDF%26utm_content=jamapediatrics.2017.1685


monitoring infant mortality rates in the whole community. Related
efforts on addressing kindergarten readiness and high school gradu-
ation are also being developed.

Successful efforts to move community measures (like infant
mortality) forward will only be achieved by health care clinicians
working with social services agencies, schools, and local govern-
ments to change the social determinants of health. This includes part-
nering on services but also on governance, shared savings, and rel-
evant data. Data from other agencies serving children are currently
stored in nonhealth silos. Linking data across different organiza-
tional contexts will be a significant political and technical chal-
lenge. Likewise, a system of community measures must not create
perverse incentives to avoid serving high-risk communities. Thus,
risk adjustment and/or accountability for improvement in commu-
nity measures, rather than the absolute values of those measures,
should be considered in incentive design.

Process to Develop a Set of Child Quality
and Outcome Measures
Several important measurement efforts are helping to guide the field,
but we call for a national effort to develop, test, and implement a
parsimonious measure set that addresses community health care
and financial cuts across all child populations. Much of the effort will
be invested in constructing measures that capture whether chil-
dren are on healthy life course trajectories.

We have convened a group to begin this effort, in cooperation
with the Vital Directions project of the National Academy of Medi-
cine, whose Vital Signs project helped stimulate this effort.4 This
group is reaching out to engage other stakeholders, including fami-
lies. The larger group will refine the current draft measure set for a
discussion with the pediatric community, scientific vetting, and em-
pirical testing.
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Figure. Initiatives to Improve a Community Health Measure
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