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 Introduction

Twenty years ago, the release of the Quality Health Outcomes Model (QHOM) 
(Mitchell et  al. 1998) by the Quality Healthcare Expert Panel of the American 
Academy of Nursing proved incredibly timely. Shortly after the QHOM release, the 
Institute of Medicine [IOM, now the National Academy of Medicine (NAM)] pub-
lished To Err is Human: Building a Better Health System (2000), which revealed 
that healthcare errors were a leading cause of death in the USA. The report esti-
mated up to 98,000 preventable deaths each year and hundreds of thousands of 
nonfatal injuries. Further, the IOM recommended a paradigm shift of making evi-
dence-based changes at the systems level to improve quality and safety. At about the 
same time, the American Nurses Association established the National Database of 
Nursing Quality Indicators® (NDNQI®), which contains nursing-sensitive structure, 
process (intervention), and outcome measures for monitoring how nursing care 
affects outcomes (Press Ganey n.d.). NDNQI quickly became a mechanism for 
nurses to understand and address care delivery problems that endangered hospital-
ized patients’ outcomes. Although progress has been made, today, the healthcare 
industry still faces significant and compelling challenges related to patient safety. In 
a 2016 analysis for the BMJ, Makary and Daniel (2016) found that the mean number 
of deaths from preventable medical errors was about 250,000 per year in the USA 
and, therefore, it was the third leading cause of death.

The healthcare environment in which nurses and other healthcare professionals 
practice is complex and rapidly changing. The need for evidence about which fac-
tors contribute to improved safety and quality has never been greater. Nurses play a 
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significant role in the delivery and coordination of care activities within and across 
healthcare teams. Consequently, few healthcare elements do not pass through 
nurses’ hands and few outcomes are not influenced by nursing care.

The QHOM and its four primary constructs—system, client, interventions, and 
outcomes—organize quality and safety components within a nursing framework. 
Using the QHOM, nurses and other healthcare professionals can conceptualize and 
measure quality and safety components simultaneously at a single level or multiple 
levels, such as individual, family, community, and population levels (Mitchell et al. 
1998; Mitchell and Shortell 1997). The flexibility of the QHOM makes it an ideal 
framework for solving some of today’s compelling quality and safety challenges.

 Background of the Quality Health Outcomes Model

Up to the late 1990s, researchers investigating factors contributing to quality health-
care and better patient outcomes primarily used Donabedian’s (1966, 1988) linear 
structure, process, outcomes (S-P-O) framework. Structures of care were defined as 
setting attributes where patient care takes place, including provider characteristics, 
technology, specialty mix, patient volume, and financing. Processes of care were 
provider-client interactions and how episodes of illness are managed. Outcomes of 
care were the results of care—typically the “Five Ds” of death, disability, dissatis-
faction, disease, and discomfort (Lohr 1988). In the traditional S-P-O framework, 
nursing structure components typically were buried in nonspecific features of orga-
nizational structure. Further, nursing processes were almost nonexistent, which did 
not advance the understanding of the nursing system and process factors that inter-
acted with client factors to achieve optimal client outcomes (Michell et al. 1997a). 
Research that explicitly addressed the interactive effects of organizational and pro-
cess factors in care delivery and client outcomes was lacking.

In the mid-1990s, the American Academy of Nursing’s (AAN) Quality Healthcare 
Expert Panel (QEP) recognized a need for a more interactive conceptual framework 
for nursing and health services research. A taskforce within QEP developed the 
QHOM, incorporating dynamic and reciprocal interactions among system, client, 
process or interventions, and outcomes (Mitchell et  al. 1998; Mitchell and Lang 
2004). Interventions acted on the system or client, which in turn affected outcomes. 
The QHOM was derived from literature, QEP members’ research, and expert 
opinion.

Developers of the QHOM also garnered input by hosting two invitational confer-
ences in 1996 and 2002 sponsored by the Agency for Healthcare Research and 
Quality (AHRQ, formerly the Agency for Health Care Policy and Research), with 
additional support from a variety of other organizations. Both conferences brought 
together nurse scientists, health services researchers, healthcare purchasers, and 
policymakers. The 1996 conference, Outcomes Measures and Care Delivery 
Systems (see Medical Care, 1997, Vol. 35, November NS supplement for complete 
details on the conference and its outcomes), focused on (a) identifying outcome 
indicators shown to be sensitive to elements of nursing care delivery systems, (b) 
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identifying promising indicators for measure development or incorporation into 
studies of care delivery systems, and (c) developing research and policy recommen-
dations regarding measure development for incorporation into existing data sources 
(Michell et al. 1997a). The 2002 conference, Measuring and Improving Healthcare 
Quality (see Medical Care, 2004, Vol. 42, Number 2 supplement for complete 
details on the conference and its outcomes), built on the 1996 conference and 
focused on (a) linkages of nursing processes (interventions) and outcomes; (b) link-
ages of health outcomes, quality of nursing care, and nurse staffing; and (c) meth-
odologies and challenges of quality indicators measured within large databases 
(Lang et  al. 2004). The resultant QHOM was then published in 1998  in Image: 
Journal of Nursing Scholarship (Mitchell et al. 1998) and updated after the 2002 
conference (Mitchell and Lang 2004).

 The Quality Health Outcomes Model

The QHOM (Fig. 1.1) is a nonlinear model depicting interrelationships among the 
nursing metaparadigm constructs of person (client), environment (system), health 
(outcomes), and nursing care (interventions) (Mitchell et  al. 1998; Mitchell and 
Lang 2004). The QHOM reimagines Donabedian’s (1966) long-standing linear 
S-P-O framework to assess the quality of care by realigning the constructs to incor-
porate multiple, dynamic feedback loops among the healthcare delivery system, 
interventions, client, and outcomes, allowing more sensitivity to nursing care. The 

System
Individual, Organization, Group

Outcomes

Client
Individual, Family, Community

Interventions

Fig. 1.1 Quality Health Outcomes Model (source: Mitchell, P.H., Ferketich, S., & Jennings, 
B.M. (1998). Quality Health Outcomes Model. Image: Journal of Nursing Scholarship, 30(1), 
43–46. Reproduced with permission from Wiley)
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QHOM contains no direct link between interventions and outcomes. Instead, an 
intervention’s effect is mediated or moderated by client and system characteristics, 
rather than having independent effects on outcomes (Mitchell and Lang 2004). 
Although the QHOM includes nursing metaparadigm constructs (person, environ-
ment, health, and nursing care), it is intended for use in all health services research 
and quality improvement activities.

 Components of the QHOM

 System
The QHOM includes the S-P-O framework’s traditional structure variables (Mitchell 
et al. 1998). For healthcare organizations these include attributes such as size, own-
ership, technology, population served, case mix index, and location. Additionally, 
specific nurse work environment characteristics (organizational or unit level) can be 
included to determine their effect on outcomes. Examples of nurse work environ-
ment characteristics are transformational leadership, practice autonomy, profes-
sional relationships, empowerment, shared decision-making, patient-centered 
culture, appropriate staffing structures, and professional development (Kramer 
et al. 2010).

 Client
The client can be an individual, a group such as a family, a community, or a popula-
tion. Client characteristics are broad and include differing states of client health, 
demographics (e.g., age, gender, income), disease risk factors, health habits, and 
preferences (Mitchell et al. 1998). The client can also be framed beyond the tradi-
tional patient. Clients can be nurses or other healthcare providers, a single organiza-
tion, or a healthcare system.

 Interventions
Interventions, in general terms, are the activities of care and clinical processes. 
These clinical care processes directly or indirectly target patients, families, and 
communities to achieve desired health outcomes. Interventions are the mechanisms 
through which clinicians impact health; thus, they are the key active ingredients of 
quality healthcare. Nursing surveillance, implementation of prevention protocols, 
and nurse cognitive processes are nursing intervention examples. Mutual exchange 
of time, expertise, and resources among the multiple health professions is an exam-
ple of an interdisciplinary intervention (Mitchell and Shortell 1997).

Interventions can also be targeted at organizations or clinicians as a client. Two 
organizational intervention programs with demonstrated outcomes (e.g., improved 
nurse satisfaction, better retention of nursing staff and nursing leaders, higher qual-
ity interprofessional teamwork and nursing practice, better fiscal outcomes) are the 
Magnet Recognition Program® (ANCC n.d.-a) and the Pathway to Excellence 
(PWE) Recognition Program (ANCC n.d.-b). An example intervention targeted at 
clinicians is a training program to improve interprofessional collaboration.
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 Outcomes
To capture nursing’s effect (individual, unit/group, or organization) on outcomes, 
Mitchell et al. (1998) added five client outcomes to the usual “Five Ds” (death, dis-
ability, dissatisfaction, disease, and discomfort.). These added outcomes incorpo-
rated psychosocial, physical, functional, and physiologic elements thought to be 
more directly related to client functioning in everyday life, capacity for self-care, 
and engagement in health-promoting behaviors, as well as client’ perceptions of 
care. The five added outcomes are achievement of appropriate self-care, demonstra-
tion of health-promoting behaviors, health-related quality of life, client’s perception 
of being well cared for, and symptom management. See Table 1.1 for descriptions of 
QHOM added outcomes.

Just as clients and interventions can be conceptualized beyond the patient, out-
comes can be conceptualized for clinicians and organizations. Examples of clinician 
outcomes are engagement, job satisfaction, burnout, and retention or turnover. 
Examples of organizational outcomes are fiscal and reputational status.

 Theoretical and Analytic Advantages of the QHOM

The four QHOM constructs can be conceptualized and measured simultaneously at 
a single level or multiple levels, such as individual, family, community, and popula-
tion levels (Mitchell et al. 1998; Mitchell and Shortell 1997). Another way to strat-
ify levels is through the lens of micro, meso, and macro factors (Serpa and Ferreira 
2019). Microlevel factors are at the level of the individual (patient, clinician). These 
might include patient chronicity (Chap. 8) and health literacy (Chap. 7). For clini-
cians, microlevel factors might be job satisfaction (Chap. 13). Meso-level factors 

Table 1.1 QHOM outcome definitions

Concept Definition
Achievement of 
appropriate 
self-care

The capacity and performance of self-care appropriate to current health 
status, where both capacity and performance are necessary dimensions 
(Henry and Holzemer 1997). Capacity is the maximum potential for 
actions. Performance is the actual activity. Achievement of appropriate 
self-care is considered the best proxy measure for the effectiveness of 
nursing care (Michell et al. 1997b)

Demonstration of 
health-promoting 
behaviors

A wide-ranging array of behaviors that promote health such as exercise 
and smoking cessation (Mitchell and Lang 2004)

Health-related 
quality of life

An individual or group’s perceived health status, such as physical, 
mental, functional, or social aspects or health or illness, or general 
quality of life (Michell et al. 1997b; Mitchell et al. 1998)

Patient’s 
perception of being 
well cared for

Patient perceptions in assessing healthcare delivery systems—a broader 
construct than patient reports of satisfaction (Michell et al. 1997b)

Symptom 
management

Patient-defined outcomes of managing specific symptoms, for example 
pain or nausea (Mitchell and Lang 2004)
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span from the unit and team level to the organizational level. These might include 
an organization’s nurse work environment (Chap. 4) or the level of interprofessional 
practice (Chap. 10). Macro-level factors work at the regulatory, societal, and politi-
cal levels (Chaps. 2 and 3). Examples include licensure requirements and regula-
tions, accreditation requirements for the Magnet or Pathway to Excellence Programs 
or Joint Commission accreditation, federal hospital payment systems, and staffing 
regulations.

The QHOM allows for research and quality improvement aims to be constructed 
at the appropriate level. For example, because variations exist in organizational 
structures, processes, and outcomes among units in the same hospital, aims may 
need to be addressed at the unit level rather than the hospital as a whole. If aims are 
about primary care, home healthcare, and other out-of-hospital settings, the focus 
unit can be the individual clinic or home healthcare unit, rather than the entire health 
system or corporation. Simultaneously other aims can address the hospital or corpo-
rate level.

The QHOM directs the inclusion of intervention (process) variables in quality 
assessment and improvement initiatives. The QHOM does not, however, define or 
prescribe specific interventions for quality assessment. Instead, the selection of 
intervention variables is purpose driven and context dependent. For example, the 
selection might depend on the aspect of care evaluated (e.g., primary care vs. acute 
care), the discipline evaluated (e.g., nursing vs. pharmacy), and the outcome of care 
evaluated (e.g., patient satisfaction vs. morbidity or mortality). Moreover, the 
QHOM directs the concurrent measurement of relevant variables from all con-
structs. Assessment of any single construct in isolation does not provide a complete 
quality assessment and does not provide direction for improvement. Consequently, 
a measure’s relevance is based on its relationship to other variables in the measure 
set. Characteristics of an ideal measure set for quality assessment and improvement 
initiatives include the following: (1) they provide a complete, evidence-based model 
of the intervention of interest; (2) they address the full continuum of outcomes 
expected to be influenced by the intervention of interest; and (3) they include mea-
sures that are sensitive to change in the care being evaluated (Donabedian 2003; 
Jones 2016; Needleman et al. 2007).

The QHOM also allows for flexibility in the specification of levels included in 
data analysis. One example is accounting for organizational structures common in 
healthcare. Nurses and other clinicians are nested in units or workgroups, units and 
workgroups are nested in organizations, organizations are often nested in corporate 
systems, and so forth. As individual nurses and clinicians in workgroups and orga-
nizations are exposed to common features, events, and processes over time, they 
may develop consensual views of the workgroup and organization through interact-
ing and sharing (Kozlowski and Klein 2000). Consensual views of safety culture 
and morale are examples. Multilevel modeling and data analysis can account for 
these consensual views.

On the other hand, there is variation in individual-level (micro) performance 
by nurses and other healthcare professionals that is to be expected (Yakusheva 
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et  al. 2020). The QHOM allows for linking individual clinicians to individual 
patients under the clinician’s care—and then studying, for example, variations in 
care and patient outcomes. The elegance of the QHOM allows for modeling that 
includes system factors’ (e.g., staffing, professional autonomy) effect on indi-
vidual variations in care and subsequent outcomes.

 Use of the QHOM in the Literature

Since its development in the mid-1990s the QHOM has inspired the development of 
related models and served as a theoretical framework for studies and projects. A 
literature review spanning 1996–2003 (Mitchell and Lang 2004) found that the 
model had guided a handful of studies in different settings from labor and delivery 
to oncology inpatient care. More importantly, the QHOM had served as an impetus 
for developing other models that linked organizational features and outcomes and 
developing measures for the system, client characteristics, interventions, and qual-
ity outcomes, and has been used in national and international datasets.

A review of published literature from 2002 to 2018 was undertaken to determine 
if the QHOM remains valuable as a theoretical guideline for studies and projects. 
PubMed, Web of Science, CINAHL, and other EBSCO databases were searched 
using the keywords “quality health outcomes model.” Also, manual searches of 
critical articles’ references were done. The search revealed 25 citations, where 6 
were reviews or discussion papers, and of the remaining 19, 1 was a DNP project 
and 3 were dissertation studies.

From the six review or discussion papers, some papers discussed frameworks or 
conceptual models. Brewer and colleagues (Brewer et al. 2008) adapted the QHOM 
to develop a System Research Organization Model (SROM) to guide evidence- 
based healthcare design. Another article evaluated frameworks pertinent to research 
on isolation precaution effectiveness and recommended the QHOM because of its 
reciprocal relationships and multilevel analyses (Cohen and Shang 2015). In a third 
paper, the QHOM was used to plan simulations for training aimed at increasing 
patient safety (Lassche and Wilson 2016). Finally, Swan and Boruch (2004) used 
the QHOM to identify gaps in the evidence base in nursing and presented recom-
mendations for practice, research, and policy to increase nursing’s contribution to 
quality healthcare. The last two papers were reviews that focused on acute care 
psychiatric patients and are included in the review of studies below.

Of the 19 studies, reviews, and projects, 1 study used the QHOM to examine 
current issues related to quality measures (Baernholdt et al. 2017) by conducting 
focus groups with developers, regulators/endorsers, data collectors, and consumers. 
The QHOM guided both the questions and later the analyses. Only one study took 
place outside of the USA, namely in China (Shang et al. 2014). The studies and 
projects took place in various healthcare continuum settings, including specific 
patient groups and interventions. Not all studies included all four of the QHOM 
constructs. For example, intervention was the least discussed construct.

1 Overview of the Quality Health Outcomes Model



10

 System

The most common system studied was hospitals or nursing units (Altares 2015; 
Badger 2017; Effken et al. 2005; Gerolamo 2004, 2006; Gilmartin and Sousa 2016; 
Gilmartin et al. 2016; Hilleren-Listerud 2014; Jost 2016.; Lake et al. 2012; Malley 
et al. 2018; Mark and Harless 2009; McAlister et al. 2013; Rowland 2005; Shang 
et al. 2014; Wilson et al. 2010). Specialized nursing units included intensive care 
units (ICU) (Gilmartin and Sousa 2016; Gilmartin et al. 2016), neonatal intensive 
care units (NICU) (Hallowell et al. 2016; Lake et al. 2012), and inpatient psychiatric 
units (Gerolamo 2004, 2006). One study took place in a clinic (Berry et al. 2018), 
another in hospice (both inpatient units and at home) (Baernholdt et al. 2015), while 
two studies occurred in the community (Borglund 2008; Sin et al. 2005).

 Client

There were several client and family groups included across studies. Surgical 
patients were the focus of four studies (Altares 2015; Badger 2017; Hilleren- 
Listerud 2014; Mark and Harless 2009), two studies focused on ICU patients 
(Gilmartin and Sousa 2016; Gilmartin et  al. 2016), and two reviews focused on 
acute care psychiatric patients (Gerolamo 2004, 2006). Pregnant women were 
included in three studies (McAlister et al. 2013; Rowland 2005; Wilson et al. 2010) 
as were low-birth-weight infants (Hallowell et al. 2016; Lake et al. 2012; McAlister 
et  al. 2013). On the other end of clients’ life span, one study included hospice 
patients and their families (Baernholdt et al. 2015). Patients with specific diseases 
or procedures were the focus of two studies: patients with gastrointestinal cancer 
(Berry et al. 2018) and older adults with multiple chronic conditions hospitalized 
for elective hip or knee replacement and their caregivers (Malley et  al. 2018). 
Community-dwelling adults were included in two studies: adults with a disability 
(Borglund 2008) and older Korean American adults (Sin et al. 2005). Finally, staff 
nurses were the client in one study (Jost 2016).

 Interventions

The interventions targeted three broad categories: work environment and processes, 
patient and family, and pregnant women and new mothers. The studied work envi-
ronment categories included hospitals recognized for nursing excellence (Lake 
et al. 2012), registered nurse (RN) skill mix (Altares 2015; Mark and Harless 2009) 
and education (Hallowell et  al. 2016), and use of contract nurses (Shang et  al. 
2014). Three studies described health information technology interventions. One 
implemented a patient acuity software system that generated patient acuity scores, 
which then were used to guide staffing decisions (Badger 2017). The second study 
used virtual units to model fluctuations in patient complexity and staffing, including 

D. K. Boyle and M. Baernholdt



11

education and experience, to educate managers about potential nursing unit inter-
ventions to improve care quality (Effken et al. 2005). The third study described a 
clinical decision support system implementation (Jost 2016). Another four papers 
included processes for improving care such as comparing case management types 
(Borglund 2008), implementing a central line bundle intervention (Gilmartin and 
Sousa 2016; Gilmartin et al. 2016), and a daily delirium screening by RNs (Hilleren- 
Listerud 2014).

Interventions targeting patients and families encompassed information about 
patient’s condition and emotional support (Baernholdt et  al. 2015), an app as an 
adjunct to usual patient education regarding cancer symptoms and medication man-
agement (Berry et al. 2018), and an exercise program (Sin et al. 2005). Four studies 
included interventions targeting pregnant women and new mothers. Preventive and 
supportive services during pregnancy (Rowland 2005), elective induction or cesar-
ean delivery (McAlister et al. 2013), and induction (Wilson et al. 2010) were the 
focus of three studies, whereas breastfeeding support (Hallowell et al. 2016) was 
included in one study.

 Outcomes

As with the previous QHOM constructs, a wide variety of outcomes were included 
in the studies spanning patient safety, organization, patient-reported outcomes, 
pregnancy, and nursing process. Patient safety was the focus of seven studies and 
two reviews. Patient safety outcomes in surgical patients included mortality and 
failure to rescue (Altares 2015), and other complications such as pneumonia, sep-
ticemia, urinary tract infection, thrombophlebitis, fluid overload, and decubitus 
ulcer (Malley et al. 2018; Mark and Harless 2009). NICU mortality and nosoco-
mial infections (Lake et al. 2012) and central line-associated bloodstream infections 
(CLABSIs) (Gilmartin and Sousa 2016; Gilmartin et al. 2016) were specific inten-
sive care outcomes studied. Suicide and self-injury and physical restraint episodes 
in psychiatric units (Gerolamo 2004, 2006) and falls and medication errors across 
populations (Effken et  al. 2005) were studied in other settings. Three organiza-
tional outcomes were addressed. Length of stay and patients’ discharge disposition 
were included in two studies (Badger 2017; Malley et al. 2018) and readmission 
rates in another two (Gerolamo 2004; Malley et  al. 2018). Patient-reported out-
comes were included in six studies. These outcomes included patient satisfaction 
(Baernholdt et  al. 2015; Effken et  al. 2005; Gerolamo 2004; Shang et  al. 2014), 
quality of life (Borglund 2008), and symptom management, including pain and 
functional improvement (i.e., ability for self-care, muscle strength, agility/balance) 
(Baernholdt et al. 2015; Effken et al. 2005; Gerolamo 2004; Sin et al. 2005). One 
study reported patients’ acceptability and utilization rate of an app (Berry et  al. 
2018). Specific pregnancy outcomes included cesarean (Wilson et  al. 2010) and 
early-term birth rates (McAlister et al. 2013). For the newborns, NICU admission 
rate (McAlister et al. 2013) and rate of low-birth-weight infants discharged home 
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on human milk were studied (Hallowell et al. 2016). Three papers included nursing 
practice outcomes. One study examined specific elements of nursing practice such 
as communication, sharing of information, and workflow (Jost 2016); another one 
focused on clinician’s acceptability working with a patient app (Berry et al. 2018); 
and another examined the implementation of multidisciplinary delirium interven-
tion in a surgical unit (Hilleren-Listerud 2014).

The literature review provides evidence that the QHOM model remains relevant 
after more than 20 years. Since the QOM was last reviewed in 2004, the model has 
been used widely to inform theoretical papers, policy and review papers, and studies 
across the care continuum focused on a wide variety of clients, interventions, and 
outcomes. Thus, nurses’ contribution to quality healthcare has been and can con-
tinue to be depicted using the QHOM.

 How This Book Is Organized

This book provides a comprehensive exploration of the QHOM. The four primary 
QHOM constructs—system, client, interventions, and outcomes—are examined 
and expanded using a wide variety of contemporary nursing and healthcare topics. 
The importance of two contextual factors that influence the QHOM—healthcare 
policy and nurse workforce supply and demand—is explored. The topics covered in 
this book are those essential for nurses to be effective practitioners and leaders in 
quality healthcare. Chapter topics can be explored individually or as a whole in con-
nection with all book topics. Topics were assigned to the most germane QHOM 
construct, recognizing that each topic has components of all four QHOM constructs. 
For example, health literacy was once thought only to affect individual clients. 
However, health literacy is also an essential component of the nursing profession 
and healthcare systems. Sections, specific chapters, and chapter content are pro-
vided in Table 1.2.

 Summary

This book provides an outstanding in-depth resource for understanding how to use 
the QHOM in nursing research and quality improvement. The QHOM is a contem-
porary and essential mechanism for organizing quality and safety components 
within a nursing framework. The book is intended for use to guide education, 
research, and practice. The QHOM allows nurses and other healthcare professionals 
to use their best thinking and collaboration to meet the current quality and safety 
challenges. See Chap. 15 for future directions for the QHOM.
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Table 1.2 Chapter contents

Chapters Chapter content
Section I. Introduction
Chapter 1: Overview 
of the QHOM
Diane K. Boyle
Marianne Baernholdt

Chapter 1 describes the constructs of the QHOM: system, client, 
interventions, and outcomes. Theoretic and analytic advantages of the 
QHOM are considered. Uses of the QHOM in previous research are 
reviewed. An overview of the book content is provided

Section II. Context
Chapter 2: Healthcare 
Policy
Lauryn S. Walker 
Deborah E. Trautman

Chapter 2 discusses how healthcare policy influences the constructs of 
the QHOM through legislation, regulation, professional standards of 
care, health insurance policy, or payment mechanisms

Chapter 3: The Nurse 
Workforce
Sean P. Clarke

Chapter 3 focuses on workforce issues within the QHOM. Two forces 
at the heart of workforce analysis, supply and demand, are examined 
in various nursing practice areas. Ongoing and emerging trends 
influencing the nurse workforce are discussed

Section III. System
Chapter 4: The Nurse 
Work Environment
Shelly A. Fischer
Diane K. Boyle

Chapter 4 places the system concept of the nurse work environment 
(NWE) within the context of the QHOM and explores the essential 
structures of NWEs. Four specific components of NWE are discussed: 
joy in work and clinician well-being, safety culture, incivility and 
bullying, and staffing. Two interventions to improve NWEs, the 
Magnet Recognition Program® and the Pathway to Excellence 
Recognition Program, are considered

Chapter 5: Workflow, 
Turbulence, and 
Cognitive Complexity
Bonnie Mowinski 
Jennings

Chapter 5 focuses on the system characteristics of nursing workflow 
and turbulence. Extensive discussion is provided on how poor 
workflow and high turbulence tend to increase nurses’ cognitive 
complexity and how poor workflow, high turbulence, and elevated 
cognitive complexity can contribute to work stress and cognitive 
failure, thereby adversely affecting patient safety and quality care

Chapter 6: Health 
Information 
Technology and 
Electronic Health 
Records
Susan McBride
Mari Tietze

Chapter 6 views health information technology (health IT) through the 
lens of the QHOM. The environmental context that propelled the 
rapid expansion of health IT is reviewed. The impact of health IT 
changes on clinical processes and outcomes is discussed. The QHOM 
model is used to describe methods to address the negatives and 
optimize technology by using fundamental quality improvement tools 
and methods. Advances in health IT competencies needed by 
healthcare professionals are discussed

Section IV. Client
Chapter 7: Health 
Literacy and the 
Social Determinants 
of Health
Terri Ann Parnell

Chapter 7 discusses health literacy’s association with the social 
determinants of health and explores their essential relationship to the 
QHOM. Although health literacy was once thought only to affect 
individuals, the chapter depicts how health literacy is essential to the 
nursing profession and healthcare systems. Health literacy 
interventions are also reviewed

(continued)
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Table 1.2 (continued)

Chapters Chapter content
Chapter 8: Chronicity
Amy J. Barton

Chapter 8 places the concept of client chronicity within the context of 
the QHOM and explores its relevance to nursing care and research. 
Four evidence-based models are described within the context of the 
QHOM: The Chronic Care Model, Innovative Care for Chronic 
Conditions, The Chronic Disease Self-Management Program, and The 
Transitional Care Model. Also, the co-occurrence of multiple chronic 
conditions or multimorbidity is discussed within the context of 
complex adaptive care

Section V. Interventions
Chapter 9: Nursing 
Care Processes/
Interventions
Terry L. Jones

Chapter 9 examines the complex nature of nursing processes known 
as nursing care interventions in the QHOM. Specifically, nursing 
interventions at the client and the system level are addressed, and two 
specific nursing interventions, nurse surveillance and symptom 
management, are examined as exemplars

Chapter 10: 
Interprofessional 
Practice and 
Education
Alan W. Dow
Deborah 
DiazGranados
Marianne Baernholdt

Chapter 10 discusses how the QHOM helps understand the 
phenomenon of interprofessional practice (IPP) and interprofessional 
education (IPE) as interventions to improve outcomes in healthcare’s 
complex environment. The chapter discusses what characteristics are 
essential for IPP at the micro, meso, and macro levels, focusing on 
organizational culture. IPP interventions are described, followed by an 
example of an IPP intervention in one healthcare system

Chapter 11: Care 
Coordination
Beth Ann Swan

Chapter 11 explores the essential relationship of care coordination 
within the QHOM. Specifically, one key component is the significant 
role of registered nurses (RNs) in providing care coordination as an 
intervention for individuals, families, communities, and populations

Section VI. Outcomes
Chapter 12: Client 
and Family Outcomes: 
Experiences of Care
Stefanie Bachnick
Michael Simon

Chapter 12 examines client and family experiences of care, i.e., 
person-centered care (PCC). By embedding PCC into the QHOM, 
characteristics and interventions influencing PCC outcomes are 
explored at the micro and macro levels. How client and family 
characteristics, as well as system characteristics, influence and affect 
outcomes are described. Finally, the chapter provides suggestions for 
tackling measurement and methodological challenges to improve PCC 
as one key element of quality of care

Chapter 13: Nurse 
Outcomes: Burnout, 
Engagement, and Job 
Satisfaction
Peter Van Bogaert
Erik Franck

Chapter 13 uses the QHOM to explain how nurses can be empowered 
to deal with the continuous challenges and healthcare organization 
changes. Empowerment interventions aimed at the system and the 
individual nurse levels are described. Nurse outcomes, such as 
engagement and job satisfaction, are discussed

Chapter 14: 
Organizational 
Outcomes: Financial 
and Quality Measures
Nancy Dunton
Amenda Fisher

Chapter 14 examines organizational outcomes through the lens of the 
QHOM. Financial and quality measures outcomes are discussed. 
Elements influencing organizational outcomes are considered, such as 
the healthcare environment, characteristics of the healthcare 
organization, and interventions designed to promote healthcare quality
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Section VII. Closing
Chapter 15: The Way 
Forward
Marianne Baernholdt 
Diane K. Boyle

The quality and safety reports guiding healthcare policy and practice 
since the late 1990s when the Quality Health Outcomes Model 
(QHOM) was developed are revisited, including reports focused on 
nurses. Aspects of these reports covered in this book’s chapters, 
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context, are highlighted. Finally, future directions are discussed
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