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Problem Identification and Description using PICOT Format
Background
Hypothyroidism is a condition that results from inadequate production of thyroid hormone by the thyroid gland. Thyroid hormone is responsible for regulating metabolism, i.e., the way the body generates and utilizes energy. It is also involved in brain development, heart and nervous system functions, body temperature regulation, breathing, muscle strength, moderation of cholesterol levels, menstrual cycle, and weight. Therefore, underproduction of this hormone will cause many body functions to slow down due to lack of energy required for vitality.
Hypothyroidism has several causes, which include: chronic lymphocytic thyroiditis (also known as the Hashimoto’s disease), thyroiditis (i.e., leakage of thyroid hormone from the thyroid gland due to inflammation/enlargement), congenital hypothyroidism (referring to hypothyroidism present at birth), surgical removal of the thyroid gland, radiation treatment of the thyroid, and certain medications that interfere with thyroid hormone production. According to the National Institute of Diabetes and Digestive and Kidney Diseases (NIDDK), hypothyroidism affects 5 out of every 100 Americans aged 12 years and older.
Problem Identification
Hypothyroidism is represented among the most common conditions in the population served by the community clinic I am currently placed in for my clinical rotation. The population affected by this condition and served by the clinic is mostly composed of people aged 24 and above. Most of those cases are attributable to defects in the thyroid gland (primary hypothyroidism). The pressing health problem in the clinical microsystem regarding treatment and management of hypothyroidism among patients served by the clinic is non-adherence to medication and poor diet. Majority of patients attending clinic services for management of hypothyroidism are of Mexican descent – a social factor that is considered pertinent and causal to the compliance problem. Of the patients diagnosed with the condition and of Mexican descent and reported as somewhat non-compliant with dietary and medication advice, a common factor between them is that they come from economically disadvantaged communities.
Issue
As noted above, the overarching health issue among patients with hypothyroidism in my clinical site is non-compliance with dietary and medication directives issued by the health and care team. While people of all races and sex are represented in the statistics for hypothyroidism in the population served, non-compliance is especially a problem among Latino females. This representation creates room for generalization, particularly supporting the supposition that economic and social factors tied to race and gender, play a role in compliance behavior in treatment of this condition.
The demographic trends witnessed in hypothyroidism in the population my clinical site serves, when generalized to reflect the outlook on a much broader scope, can be understood through the Critical Race Theory (CRT). The theory asserts that social institutions in the U.S. (e.g., the labor market, the criminal justice system, education system, healthcare system, and the housing market) are laced with racism embedded in rules, regulations, laws, and procedures, which then leads to differences in outcomes between races (Ray & Gibbons, 2021). Using the CRT as the background on which the health problem in this project is set up, we begin to suspect that while hypothyroidism indiscriminately affects Americans of all races and other social classifications, the greater representation of Latino females as compared to other races hints the existence of inequalities in America’s social institutions.
The second theory to make sense of the problem and issue in the change project is the Systems Model by Neuman. This nursing theory considers four metaparadigms of nursing – the environment, person, health, and nursing. In this model, the individual is viewed as a composite of variables, which include physiological, psychological, developmental, sociocultural, and spiritual components (Hannoodee & Dhamoon, 2021). Therefore, an individual’s level of health and wellness is determined by how well they develop defenses in these areas to prevent potential stressors. Hypothyroidism itself is a stressor on the individual’s physiological being and potentially stretches over to their developmental, psychological, and sociocultural domains as they contend with the health and social implications of a diagnosis.
The CRT and Systems Model offer guidance to understand and develop solutions to issues surrounding a hypothyroidism diagnosis and management. Their pertinence to the health issue described above is a compelling reason to complete this health promoting project to provide assistance to people affected by the condition and who are vulnerable to social and economic stressors dealt by race as well as the disease itself.
Significance of the Evidence-Based Project
The evidence-based project to be implemented here is a change project designed to offer education to patients to improve their compliance behaviors when managing hypothyroidism. From observation, non-compliance with dietary and medication directives is the most significant issue among patients served in the community clinic. Several studies have reported similar observations among patients on levothyroxine replacement therapy (Vaidya & Pearce, 2008). In most cases of non-compliance, culprit patients miss dosage because they do not feel different despite taking medication. In some, patients reportedly take a double dose on the day following a missed dose.
Based on preliminary research on this topic, the sparseness of research articles and other literary materials on hypothyroidism indicates limited thyroid research. According to Castillo-Gonzalez et al., (2020), most clinical recommendations on hypothyroidism are based on observational studies. Moreover, recent evidence shows that thyroid research remains generally underfunded when compared to other diseases with more prevalence and higher impact on morbidity and mortality. Because of this misfortune, randomized clinical trials (RCTs) are far and scarce in hypothyroidism research, which then limits the availability and utility of best scientific evidence to develop clinical guidelines. Due to a trickle-down effect, the knowledge gaps in research lead to inefficiencies in knowledge transmission to patients; potentially explaining why non-compliance remain a huge problem in management of the condition.
Despite the gaps in knowledge present in thyroid research, observational studies and techniques are by no means an indication of low-quality evidence. The current evidence-based project itself relies on an observational research methodology and obtains its validity from the fact that issues presented in the project are built from lived, existential experiences. The potential benefit of such a strategy is that evidence drawn therein provides a causal inference through which patient care can be improved.
The PICOT question to guide the study, therefore, is: “Among Latino females with hypothyroidism (P), how does a tailored education program (I) improve non-compliance with dietary and medical instruction (O) following a nine-week program (T)?




The Integrative Literature Review
Levothyroxine (LT4) therapy is the recommended medication for treatment of hypothyroidism. The average daily dosage is typically set at 100-200 𝜇g or 1.5-2.2 𝜇g/kg (Nakano et al., 2019). Like any other chronic medical illness that demands life-long management, non-adherence to medication is a salient issue among patients with hypothyroidism. According to AlHewiti (2014), patients in developed countries are estimated to adhere to their medication only half of the time (50%), and potentially much higher times in developing countries. From these statistics, it is presumable that non-adherence occurs for many complex reasons.
On a much broader scope, people will fail to adhere to medication either intentionally or unintentionally. Straightforwardly, unintentional non-adherence can be attributed to factors such as forgetfulness, complexity of medication regimen (AlHewiti, 2014), and health illiteracy (Kumar & Shaukat, 2019). Intentional non-adherence, however, is much more complex and has attracted considerable attention among the scientific research community. Within the context of the theory of planned behavior (TPB), intentional non-adherence can be defined as an individual’s behavioral intent to violate a medication regimen that can be predicted by their beliefs and attitudes about the likelihood of failing to adhere as well as their subjective evaluation of the risks and benefits of non-adherence (LaMorte, 2019). It follows, therefore, that a favorable attitude towards adherence and the intention to behave accordingly are prerequisites for intentional adherence (AlHewiti, 2014). However, the utility of the TBP is limited to normative influences on behavioral intent; it goes no further than that, and so fails to account for environmental and economic factors that may be causal in non-adherent behavior.

The research article by Hepp et al., (2018) gathers and synthesizes data on adherence to thyroid hormonal replacement therapy contained in the Truven’s Health Analytics MarketScan Commercial Claims and Encounters (CCAE) database. The ensuing report is an insightful resource based on health records of millions of insured individuals collected between 2000 and 2016. From a sample of 580,331 individuals diagnosed with hypothyroidism and effectively placed on levothyroxine, the study found that adherence at 12 months of therapy was lower than at 6 months. In the first sixth month, overall adherence was 59.7% of patients (Hepp et al., 2018). Another 6 months later, this had dropped to 48.1%. These trends were consistent across all formulations of the drug, levothyroxine, leading to the conclusion that drug formulation does not influence behavioral intent to adhere to medication.
Interestingly, the American Association of Clinical Endocrinologists (AACE) and the American Thyroid Association (ATA) publish guidelines that discourage variability in levothyroxine preparation for individual patients between refills (2020). This guideline is informed by the uniqueness of individual tablet formulations and the uncertainty regarding the bioequivalence between formulations and oral solutions (Hepp et al., 2018; Scavone et al., 2016). Even so, the type of medication has been observed to assert some influence on compliance among patients. In one study by Scavone et al., (2016) on the use of pharmaceutical formulations, the results show that switching levothyroxine medication from tablet to oral solution increases compliance. The implication of this finding is that levothyroxine in oral solution (or soft gel capsule) form offers higher efficacy than its tablet form. The oral solution removes the demand for fasting, thus convenient for patients preferring to take medication at breakfast, who then become more compliant (Scavone et al., 2016). However, eventually, adherence reduces over time even with these formulations as observed by Hepp et al., (2018).
The simplicity of unintentional non-adherence makes it an easy problem to deal with. Since this type of non-adherence is caused by excusable lapses in conduct, notably forgetfulness and “health illiteracy”, these are easily corrected by setting reminders, simplifying medication regimens, and improving patient counselling to patients. Studies have shown that adherence can be improved by reducing the frequency of the regimen and sticking to specific drug packaging (AlHewiti, 2014). To improve adherence, manufacturers are known to include signage in drug packaging; some common signage include weekly check-boxes and single-dose blisters marked with day and time. These observations show that unintentional non-adherence is relatively a facile problem with simple solutions that can be highly effective when implemented purposefully.
Intentional non-adherence is a more problematic issue in health care since it is strongly associated with a person’s beliefs and their cognition. It usually involves an active cognitive process that informs a person’s decision to forfeit medication or ignore treatment recommendations. It reflects a rational decision-making process in which the patient understands and weighs to benefits and drawbacks of treatment (Kumar & Shaukat, 2019). Interventions to improve adherence in chronically ill patients intentionally contravening their set treatment regimen are far more complex than those recommended for unintentional non-adherence. The spectrum beliefs that these patients hold about medication is expansive and must be altered to motivate back into adherence.
AlHewiti (2014) notes that beliefs affecting medication can vary not only based on personal influences but also according to their cultures and other social identifiers. As most studies on adherence to medication among chronically ill patients find, patients are empowered to comply with treatment regimen if they can draw meaningfulness from their treatment experience, i.e., if they consider their illness management worth investing the time and energy in, then they are more likely to the adhere to their medication regimen (Náfrádi et al., 2016). Furthermore, intentional non-adherence can be attributed to patients acting on their concern about the negative consequences of prolonged drug use, e.g., developing an addiction, organ injury, declining efficacy, and so on (Náfrádi et al., 2016).
In their study, Náfrádi et al., (2016) find that age is a predictor of medication adherence; younger people are more likely to be intentionally non-compliant compared to their older counterparts. This outcome is attributable to lifestyle factors. Older patients are generally better positioned by their lifestyles to dedicate more time and attention to their medication regimen; their adherence is also improved by the supports available to them such as pill boxes, calendars, and family members acting as caregivers. The conclusion to be drawn from such findings is that socio-demographic factors play some role in the compliance among patients, thus their impact should be investigated separately.
The consequence of non-adherence whether intentional or unintentional is that affected patients fail to receive optimal pharmacological reprieve. Non-adherence is an obstacle to effective treatment and potentially increases morbidity and mortality as disease goes untreated or undertreated (Náfrádi et al., 2016). Patient education and mobile health interventions are some of the most common interventions lauded for their contributions to improved adherence. In his study, AlHewiti (2014) observes that education about medication is directly associated with patients’ views about their treatment plan, thus a potential for change in their beliefs and attitudes about compliance. In another study by Li et al., (2021), mobile health technologies are appraised as having the promise to assist patients become more adherent to prescribed medication. Seeing that intentional non-adherence is associated with cognitive decision to contravene treatment plans, educational interventions and mobile health technologies offer the benefit of helping to reshape non-compliant behavior among patients.
Patient education in the context of chronic illness should be different from patient education for patients in acute care. The reasoning here is that health literacy among patients with chronic illness, who become non-adherent later during their treatment is not a concern that can be addressed through education since the patient is usually already well-equipped with the knowledge for self-management (Náfrádi et al., 2016). In fact, health literacy does not predict medication adherence in chronically ill patients (Náfrádi et al., 2016). By logic, these people, especially after a long time, have obtained, processed, and understood the basic health information related to their medical condition. Their non-adherence is merely a consequence of their decision to take a medically inappropriate health decision that is not in any way associated with health illiteracy.
Rather than conventional education programs designed to bring patients to the right knowledge and awareness of their medical condition and the implications of non-adherence, the ideal intervention strategy for these patients would be psychological empowerment to persist in treatment. Patient empowerment recognizes that non-adherence is partly caused by the psychological strain that a life-long medication regimen places on individuals. Educational interventions in this context, therefore, are intended to motivate patients to take more responsibility for their person medical decisions. The dimensions of such interventions include: (1) meaningfulness, i.e., the value of actions worth taking continued interest in and commitment to; (2) impact, i.e., the notion that one’s actions are not in vain; (3) autonomy, i.e., the state of being capable and liable of one’s own choices; and (4) competence, i.e., the confidence in one’s ability to see certain actions through.

Project Aims, Values, and Desired Outcomes
Project Aims
It is important to note that the change project proposed in this report does not look to implement a conventional educational intervention program, thus its objective is not to bring the target population to a certain awareness through instruction. As has been discussed in the preceding section, the literature review, the portion of patients needing intervention through this change project are fully aware of the health consequences of non-adherence to medication ((Náfrádi et al., 2016). Furthermore, they are competent enough through prolonged practice of self-management of their medical condition. The aim of this project, therefore, is not education-oriented. Instead, the project’s aim is to identify and provide support and resources to motivate patients to take more responsibility for their personal medical decisions regarding compliance with physician-sanctioned treatment regimens.
Project Significance
According to the National Institute of Diabetes and Digestive and Kidney Diseases (NIDDK), about 5 in every 100 Americans aged 12 years and older suffer from some form of hypothyroidism (2021). Women are at a greater risk of developing the condition than men; whereas the disease prevalence is greater among people aged 60 years and older than among their younger counterparts (NIDDK, 2021). From the above statistics, hypothyroidism is widespread and demands attention as one of the several chronic diseases with high prevalence that constitutes a public health problem. The current project represents a research and development initiative as it does an intervention framework to help tackle an existential and pressing issue in the management of hypothyroidism.
At this point, the project identifies non-adherence as the health problem needing a change intervention. Taking medication as prescribed is crucial for managing chronic medical conditions, treating temporary ones, and attaining overall long-term health and wellness (FDA, 2016). Through a review of the literature, it has become apparent that patient non-adherence to medication goes beyond forgetfulness and complexity of medication regimen. For some time now, errors in prescribing, dispensing, and monitoring drug therapy within hospital settings have been implicated in the incidence of non-adherence (Tariq et al., 2020). Such problems have been dealt with effectively through the implementation of closer surveillance measures with the help of mobile technologies. However, non-adherence as a direct consequence of planned behavior remains a problem among patients with chronic diseases, which demand life-long self-management.
The current project proposes the development of support structures and facilitation of resources to promote best practices among patients with hypothyroidism, notably through changed behavior. It seeks to resolve a complex socio-behavioral problem that poses serious health and safety risks among non-compliant patients with hypothyroidism.
Project Values
With the change project proposed herein, some values stakeholders will expect from implementation include the following:
· Development and operationalization of self-management best practice to help patients stay motivated to commit to their treatment regimen for as long as they can.
· Reduction in prevalence and incidence of non-compliance with medication requirements, a factor that potentially leads to improved patient safety, thus higher quality of home-based health care delivery.
· Reduction in macro-level challenges, especially financial and organizational difficulties by providing support and resources that promote adherence to treatment.
· Cost savings associated with improved quality of health care; non-adherence presents a health and safety issue that can lead to deterioration of an individual’s medical condition due to undertreatment or lack of treatment.
· Development of an intervention program that will produce tangible end results that can help researchers continue improving the best practice interventions into the future.
Project Variables
A clinic-wide change constitutes the scope for which the proposed project has its focus established as it looks to implement its change intervention. The focus is on the population served by the hospital, with the hope that resulting outcomes will be scalable further into a more expansive population/area. In this regard, some notable variables acknowledged in the project will include: scope, schedule, and cost. Scope counts as a variable since the project understands that gender is a mediating factor in non-adherence while the condition itself has several classifications and varying severity. It is important for the project to confine its scope within a finite window to ensure outcomes are specific and measurable.
Regarding schedule, the foreseeable challenge the project faces is its focus on a chronic medical condition that involves life-long treatment and management. The drawn-out longevity of hypothyroidism and the potential for relapse among patients back to their old ways makes scheduling a variable that needs to be addressed to reflect the possibility of such circumstances. Cost is a variable in this project since part of the interventions therein include matching patients with supports and resources, which may include financial reprieve for patients overburdened by the persistent expenses associated with life-long treatment.
Desired Outcomes
Each stakeholder attached to the project has their desired expectations of the project when implemented successfully. Among the academic, research, and scientific community, the project presents an opportunity for the development and operationalization of self-management best practices to help patients stay motivated to commit to their treatment regimen for as long as they can. On top of this, that community expects the development of an intervention program that will produce tangible end results that can help researchers continue improving the best practice interventions into the future. For patients, the project outcomes imply reduction in prevalence and incidence of non-compliance with medication requirements, a factor that potentially leads to improved patient safety, thus higher quality of home-based health care delivery. It also means reduction in macro-level challenges, especially financial and organizational difficulties by providing access to support and resources that promote adherence to treatment. The government and the public stand to benefit from cost savings associated with improved quality of health care; non-adherence presents a health and safety issue that can lead to deterioration of an individual’s medical condition due to undertreatment or lack of treatment. The project is expected to take 24 months from start to finish.







Conceptual Framework
Understanding human behavior – its causes and processes – has been a major concern of science. The complexity of behavior warrants scientific inquiry and has gone as far as forming the grounds on which whole fields of study are established, the best example being psychology. Theories are one way through which academic disciplines structure and organize their knowledge within arbitrary frameworks to establish the meaning of given phenomena through reasoning, analysis, and logical presentation (Alligood, 2018). In nursing, other ways of presenting theoretical work include metaparadigms, nursing philosophies, conceptual models, grand theory, and mid-range theory.
In the present research, we consult two specific theoretical works to develop the research’s conceptual framework. Those works are the Theory of Planned Behavior (TPB) and the Precaution Adoption Process Model (PAPM). 
Theory of Planned Behavior
The TPB theory is a behavioral model whose primary assumption is that behavior is a cognitive process that involves planning, thus deliberate behavior is predictable (Arafat & Ibrahim, 2018). The central proposition in the theory is that individuals guide their actions/behavior by considering three things: (1) the beliefs they hold about the probable consequences of a given behavior, i.e., their behavioral beliefs; (2) beliefs about what other people consider to be normal behavior and expect of others, i.e., normative beliefs; and (3) beliefs about factors that may enable or prohibit them from acting in a certain way, i.e., control beliefs (LaMorte, 2019). Behavioral beliefs will trigger attitudes that embrace or discourage the planned behavior. Normative beliefs enforce subjective norms or lead to social pressure to conform with or reject what society considers appropriate behavior. Finally, control beliefs inform perceived behavioral control, that is, the person’s perception of the ease or difficulty of acting in the planned manner.
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Figure 1: The construct of the Theory of Planned Behavior (LaMorte, 2019)
TPB is suitable for use in the current study because of its ability to explain and predict a wide range of health behaviors, and in the context of the current study, non-adherence to medication. Through this theory, it may be suggested that adherence to medication, or lack thereof, is influenced by the patient’s personal-related factors, social and economic factors, health system factors, and treatment-related factors. 
The Precaution Adoption Process Model
The PAPM is a psychological model that attempts to explain how a person comes to a decision to act and how they translate that decision into action (Weinstein et al., 2008). The model proposes that individuals learn to adopt a new precaution or cease a risky behavior through deliberate psychological steps, which lead them to change their health behaviors. The steps/stages are seven and define the psychological processes, i.e., mental states rather than factors occurring outside the person such as past or current behaviors.
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Figure 2: The stages of mental states according to the Precaution Adoption Model (Weinstein et al., 2008)
For the current study, the theoretical model offers a framework from which we can make sense of how chronically ill patients learn proper self-management only to falter later in their treatment journey. Applied to the study, stage 1 of the model explains that following initial diagnosis with hypothyroidism, the patient remains unaware of the non-adherence as a potential health issue in their care journey. By stage 2, they are aware of the issue but still do not entertain it as an issue. Later, during stage 3, the patient is aware of the issue and is now engaged in decision-making, but remains undecided about taking precautions. At this point, the options are twofold – to decide on taking no action about the issue, i.e., stage 4, or to reenter the decision-making process and accept the factualness of the issue, i.e., stage 5. By stage 6, the patient is decided on accepting the issue and begins a new behavior, after which they commit to maintaining the behavior over time, i.e., stage 7.
Overall, some justifications for the PAPM are to be used in the current study are as follows: (1) majority of people in life-long self-administered treatment have considered the relevance of the health consequence of non-adherence to medication; (2) knowledge of the issue and resulting opinions imply a move from stage 2 to stage 3; and (3) people beyond stage 3, whether having decided to act or not, have formed opinions that impact their health behaviors accordingly (Weinstein et al., 2008). From the theoretical assertions addressed in PAPM, health professionals can assess if awareness and knowledge of the consequences of non-adherence changes over time and whether the effectiveness of the various available interventions are similarly apt to change.
The common theme between the TPB and PAPM theoretical frameworks regarding non-adherence to medication is that of inconsistency in medication practice. Through the review of the literature and now conceptual framework development, the health issue concerning the research problem herein is the faltering motivation among hypothyroidism patients to continue their medication routine after a relatively prolonged duration of self-management. The resulting rationale for the sample selection criteria, therefore, must consider factors such as duration of self-management, knowledge of health risks associated with non-adherence, beliefs about non-adherence, and behavioral considerations regarding self-preservation and risk-taking.
The TPB and PAPM demonstrate remarkable utility in the current study. However, each has its limitations when used to address public health problems as is intended in this change exercise. The first limitation of the TPB is that it does not account for other important variables that may influence behavioral motivation and intention such as threat, fear, experience, or mood. The second notable limitation is that it assumes behavior is the product of linear decision-making and cannot change over time. Conversely, the PAPM has the limitation of overgeneralization – it does not provide specific sets of variables to differentiate between mental states, and neither does it explain how people progress from one stage to the next. These limitations are likely to creep into the research, thus the researcher will exercise diligence and discretion to try and minimize their effect.

Intervention for Proposed Clinical Change Project
Background
In recapitulation of the change-based project, the project objective was to determine how a tailored education program will improve non-compliance with dietary and medical instruction among Latino females with hypothyroidism following a nine-week program. The issue prompting the need for the change project is the realization that: 5% of Americans aged 12 years and older suffer some form of hypothyroidism (NIDDKD, 2021), yet of that number, the rate of adherence to medication is only 50% at any given time (AlHewiti, 2014). Evidence suggests that patients in developed countries adhere to their medication only half of the time as those in developing countries record far worse compliance records (AlHewiti, 2014). The current study observes that non-adherence to medication among patients with hypothyroidism is attributable to behavioral factors, for which it proposes psychological-based changes to increase rate of adherence.
Proposed Intervention
From the review of the literature, it was established that health literacy is not a predictor of medication adherence in chronically ill patients. This finding reveals that even with adequate patient education, non-adherent behavior will still occur among these patients eventually. The decision to violate a treatment regimen, as was established in the literature review and articulated in the conceptual framework, is a planned behavior whose solutions cannot be found in further education. For this reason, the change plan rules out the use of conventional education programs as a potential intervention for the issue. Instead, it proposes a tailored education program based on psychological empowerment strategy, and which is founded on four specific dimensions:
1. Meaningfulness, that is, the value of actions worth taking continued interest in and commitment to;
1. Impact, that is, the notion that one’s actions are not in vain;
1. Autonomy, that is, the state of being capable and liable of one’s own choices; and
1. Competence, that is, the confidence in one’s ability to see certain actions through.
At the center of this intervention plan is the science of behavior change, which provides remarkable evidence concerning the pivotal role that behavior plays in morbidity, mortality, well-being, and health care costs (Patrick & Williams, 2012). Research has shown that a substantial part of all health care costs (75%) is attributable to chronic diseases resulting from risky health behaviors such as poor diet, use of and exposure to tobacco, and physical inactivity among other behaviors (Patrick & Williams, 2012). On the flip side, adherence to proper lifestyle behaviors such as keeping a healthy diet, moderate consumption of alcohol, and participation in physical activity have been observed to reduce the incidence of coronary events significantly (Patrick & Williams, 2012). Mapping these research findings on the current study, clarity is obtained regarding how behavioral interventions work to help mediate psychosocial variables such as self-efficacy and motivation. The expectation of the study is that the tailored education intervention will have a direct impact on behavioral outcomes within the target population.
Refining the Intervention
At this point, the intervention proposed in the change project is described as a tailored education program with its focus on psychological empowerment. The scope of the psychological empowerment component is delimited by four specific domains of psychological mediation: meaningfulness, impact, autonomy, and competence. The project intervention, therefore, takes the shape and form of vocational and counselling psychology, mediated and moderated through the collaborative efforts of advanced practice nurses (APNs) and community agencies within a spectrum of practice in which clinicians, administrators, and policy makers are also represented.
The nurse interventionist (the APN) will refine the intervention (the tailored education program) to specifically target the four psychological variables (i.e., meaningfulness, impact, autonomy, and competence) with the anticipation that such refinement will yield more efficient interventions. Meaningfulness is a fundamental component of an individual’s attitude and worldview regarding the value of their life. Lack of meaning can be associated with negative mental health outcomes such as stress, depression, and even suicide ideation (Martela & Riekki, 2018). We may surmise that devaluation of one’s life is one cause for neglecting oneself, like non-adherent patients with chronic illness do. The intervention is expected to impact non-adherent behavior by mediating mechanisms through which behavior change occurs.
The next variable, autonomy, refers to the sense of self-determination and a person’s internal perceived locus of causality regarding their own actions. It is the feeling that one’s actions emanate from the self and are a reflection of who they really are rather than the result of externalities (Martela & Riekki, 2018). In this regard, the intervention seeks to establish a mechanism through which contrary behavioral outcomes regarding self-management may be improved via a psychosocial variable such as motivation or empowerment. In equal measure, the variables of impact and competence will be targeted through psychological mediation of behavioral outcomes.
Comparable Views
There is wide consensus among researchers and health practitioners alike that non-adherence to medication undermines the success and safety of many therapies (Gast & Mathes, 2019). The problem is especially a common cause for concern among patients with chronic conditions that demand long-term medication therapy. Despite the evidence of the health and safety risks, the problem persists and contributes substantially to the high cost of health care worldwide. The intervention offered in this change project is only one among many solutions available to improve medication outcomes for patients with chronic conditions placed on long-term medication. One study by Li et al., (2021) proposes a technology-based intervention strategy. Their study evaluates the use of a medication adherence smartphone app in adults with multimorbidity, and its finding is that the intervention leads to significant and large improvements in medication adherence after an extended period of use – generally after the second month (Li et al., 2021). The WHO (2003) observes that the use of technology to improve adherence is particularly helpful for patients needing complex multi-therapies that are more difficult to keep up with.
The second alternative intervention strategy for non-adherence involves behavioral interventions. Examples of this type of intervention include telephone follow-up and home visits to provide planning and support for struggling patients. According to Costa et al., (2015), behavioral interventions to improve medication adherence have barely yielded consistent results, and generally show moderate success (Rogers et al., 2017). Efficacy will generally vary significantly between individuals and intervention outcomes are difficult to reproduce across different contexts (Cost et al., 2015). The third is pharmacy management programs, also known as medication adherence programs. These programs work by helping patients who lack coverage and incur high out-of-pocket costs to gain access to the medication they need thus remain compliant (Kruczek, 2020). The programs are generally designed to deal with patient-specific barriers to medication adhere, which may also lead them to offer patient education and empowerment interventions. Other comparable solutions to the non-adherence problem are: professional intervention protocols by nurses, pharmacists, and other non-medical health professionals; educational interventions in self-management; follow-up by a health practitioner; integrated care interventions; risk communication; packaging and daily reminders; and self-management interventions.
The Role of APN in the Intervention and Implications for Practice
As masters-prepared registered nurses who have acquired expert knowledge, complex decision-making skills, and clinical competencies required for advanced practice, APNs serve a crucial role in health promotion and improvement (Bryant-Lukosius et al., 2017). Their practice, which involves working both directly and indirectly in the care of patients, their families, communities, and whole populations, fits the scope of the current study by virtue of the range of individuals and groups served by their practice. The intervention proposed in this change project requires mediators and moderators, whose roles as interventionists are to target problem behaviors thus impact behavioral outcomes, to clarify the circumstances under which the intervention is effective, and to assess the behavioral outcome at the end of the intervention (Patrick & Williams, 2012). As such, the primary role of the APN in this project is to strengthen support for people with hypothyroidism, who find it hard to adhere to medication through a change program that involves psychological empowerment. As the facilitators of the expected change, the APN role supports nursing practice and community support systems through leadership to achieve improved health outcomes for the targeted group.
Project Methodology and Data Analysis
The main goal of the data collection protocol in this project will be to target a section of the population deemed relevant to the planned intervention. Data to be collected from the participants of the study is necessary to understand the mechanisms by which the intervention works and the path towards behavioral change. To facilitate this data collection protocol, a survey method will be used, which will narrow down the sample population to include only patients with hypothyroidism, who are non-compliant for any reason other than inadvertent failure to take medication due to reasons such as forgetfulness or complexity of medication therapy; or due to venial reasons such as financial hardship and limited access to needed medication. The outcome of this sample treatment strategy will be a group of participants considered non-adherent due to their own inclination to be so. This sampling strategy ensures that people making it to the final list of participants show behavioral outcomes that are relevant to the intervention plan.
The data collected from this study will be concerned with the efficacy of the intervention following a nine-week program. Analysis of that data will utilize a descriptive method in which answers will be obtained about the efficacy of the tailored education program in causing improvement of medication adherence among participants.
Implications of the Change Project
When implemented, this change project is expected to expand our understanding of which behavioral processes have a direct or indirect impact on self-efficacy or the motivation to continue medication despite conflicting personal beliefs or inclinations. In part, the study is a test of whether its theoretical underpinnings are consistent with real world practical utility of theoretical concepts. More importantly, the study is a means through which more efficient interventions can be established. By sequencing the processes through which behavior change occurs, the outcomes of the study may themselves be a learning point from which we can gauge whether the intervention is working in expected ways and whether those outcomes can be used to shape newer and improved interventions. By and large, the most important implication of the study is its ability to confirm or challenge existing behavioral interventions designed for patients with chronic conditions.
One limitation of this study is that its sample and selection is probabilistic and is confined to female Latinos. This means that the sample does not represent the general population, thus its results cannot be confidently generalized in all situations. Furthermore, evidence suggests that health behaviors between cultures and ethnicities are generally discordant, thus such generalizations are practically impossible. The other limitation is that the study relies on self-reported data, which is usually subjective and cannot be verified independently. For instance, we anticipate that the tailored education program will lead to improvement in adherence behavior, yet behavior is liable to attribution bias, that is, the tendency to attribute positive outcomes and events to one’s own agency while dissociating oneself from negative events and outcomes.











Recommendations and Conclusions
The project proposal developed herein aimed to respond to issues surrounding the effective management of hypothyroidism among Latino females, particularly issues involving non-compliance with dietary and medical instruction. The resulting study takes a behavior-oriented approach, looking to identify complex behavioral factors associated with non-adherent behavior, and from that knowledge, address the myriad of health problems through educational intervention. It is incumbent upon governments, with the help of community health services and other stakeholders in healthcare, to provide essential social services to all citizens through education and actual health services to ensure each person has an opportunity for personal health, growth, and development. The study proposed herein takes part in that responsibility by presenting an opportunity for a generally underserved and underrepresented population (female Latinos) to improve their knowledge and direct involvement in health decisions that affect their lives directly. It does so by enhancing the empowerment of this group of people who are disproportionately affected by the conditions that shape their experiences with health services.
To tackle the threat of non-adherence to medication and its implications on the overall cost of healthcare and individual health, this project proposes practical and tactical solutions that account for people’s behavioral dispositions as well as their capacity to commit to change following the provision of resources, facilities, and professional advice to assist them to take more responsibility for their health. Seeing the focus and commitment of the project to community health improvement, we would offer the following recommendations to ensure the project exerts and sustains practical solutions for clinical practice:
· Utilize contextualized women-centered intervention designs
· Identify and exploit community buy-ins to ensure interventions are localized or designed to work with local partners
· Commit to long-term donor programming to ensure the project is not short-term or one-off.
· Report on impact using metrics that both the organization and other prominent stakeholders recognize
Each of these recommendations are designed to be in tandem with project sustainability, impact, and accountability objectives. The next section offers further details of each of the four recommendations.
Recommendation 1: Utilize contextualized women-centered intervention designs
The project proposal reported herein narrows its focus on the Latino female population, based on evidence of relatively poor medication adherence among women compared to men. A longitudinal study by Chen et al. (2014), found that male patients adhere more effectively to medication than their female counterparts. The current project acknowledges gender mediated risk factors associated with non-adherence, thus would benefit from integrating gender-appropriate instruction and expertise to help empower patients to exercise better behavioral discretion regarding their long-term illness. When integrated into clinical practice, this recommendation would result in utilization of gender-specific educational strategies to make its interventions more targeted and impactful to women.
Recommendation 2: Identify and exploit community buy-ins to ensure interventions are localized or designed to work with local partners
Community buy-ins refer to the commitment of interested or affected parties to a process, plan, task, or end. The foundational interpretation is that a party gives one thing in return for another. In the context of community health, it may mean that a community leader is willing to help community members by spreading word about an incentivized health program at a local gathering such as in a church or neighborhood meetings. The spectrum of things that would be considered community buy-in is generally expansive and each may offer unique benefits to both parties in terms of outreach and outcome. In the current project, we recognize the uniqueness of the Latino cultural experience relative to mainstream healthcare and the cultural barriers that may impede the project’s ability to permeate local communities. To address this problem, we recommend that the project should be tactical in its actions intended to identify and exploit community buy-ins as a way of building trust, getting the word out, and helping to foster interest of the target population in the project. With viable community buy-ins, the project’s clinical implication is that it establishes meaningful relationships with the Latino community, which then improves its sustainability as the organization is forced to commit to continuing those relationships as a gateway to the community.
Recommendation 3: Commit to long-term donor programming to ensure the project is not short-term or one-off
The continuity of the current project partly, and importantly so, depends as much on external financiers and partners as it does on the implementing organization. To be sustainable, the project must meet its financial needs consistently and over the long-term. To meet this obligation, we recommend a commitment by the organization and the project stakeholders to establish long-term relationships with donors to ensure the project continues long after its initial implementation. Such concrete pledge of support could result in quality improvement as the project becomes more effective in reducing disparities in health outcomes.
Recommendation 4: Report on impact using metrics that both the organization and other prominent stakeholders recognize
Since this project draws from both internal and external resource pools, it would naturally be required to measure and report impact both internally and externally. It is noteworthy that these sets of stakeholders may have different ways of measuring and reporting impact based on their subjective rules and standards. To ensure that all metrics are aligned with reporting frameworks established by each relevant stakeholder, we recommend recognition of those frameworks and compliance with each of their requirements to appease each stakeholder based on their interests in the project. Each stakeholder within its context, the organization would generally be interested in metrics and reports on the impact of the project on improving health outcomes and reducing ethnic and racial disparities of health that disadvantage Latinos. Conversely, external stakeholders, for instance, donors, would be interested in metrics and reports on the balance between impact and value of their investment. This recommendation ensures accountability to stakeholders.
Limitations of the Study
The most prominent foreseeable limitation of the current project is cultural bias that would arise from working with Latino women. This limitation may be reflected in how information about them is interpreted or how they are represented in the project processes. For instance, cultural bias may be perpetuated by assuming that Latinos have the same values and views on most health issues as their non-Hispanic counterparts, thus outcomes in psychological empowerment should be consistent across all races and ethnicities. To avoid perpetuating cultural bias, it is incumbent upon the researcher and subsequent project owners to learn and hone their skills in cultural competence; to be unassuming of the differences that make Latinos unique from the rest of the American population in terms of their beliefs and values on health.
The recommendations listed for this project are made within the reasonable expectation that the project will be as impactful as it is intended and desired to be. Future research may benefit significantly from addressing the cultural bias limitation, which can help them improve project outcomes. This calls for lifelong learning to improve one’s skills in cultural competence. We suggest, therefore, that future research should consider cultural competence a core skill required to effectively intervene in medication adherence among Latinos in general.
As the project calls for behavioral change through psychological empowerment, notably with the perspective of Theory of Planned Behavior (TPB) and Precaution Adoption Process Model (PAPM) in mind, it attains clarity of outcome through its rather simplistic intervention that merely looks to understand and dispel the causes of non-adherent behavior. Given the circumstances behind non-adherence as presented in the literature, this project is fundamentally concerned with promoting self-efficacy in medication adherence – an issue that highlights the disparities in health that disadvantage Latino females.
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