Words Into Action

Documenting the Action Plan, 

“Setting Up For Follow Up,” Following Up and Problem Solving

Remember, last time…. A goal was set collaboratively and an action plan was agreed upon. Now, it’s time to Set Up For Follow Up

Action Plan Role Play

Caregiver: Is there anything else you enjoy doing that reduces your stress but doesn’t get your HbA1c so high?

Patient: Maybe walking around the block a couple of times. 

Caregiver: Do you want to give that a try? 

Patient:  Sure, but I'm not promising to give up chocolate.  

Caregiver: I understand. Let's do a reality check? How sure are you that you can walk around the block a couple of times when you feel stress? Let's use a “0 to 10” scale: “0” means you aren't sure you can succeed and “10” means you are very sure you can succeed. (Now, show patient the 0-10 Ladder on the My Action Plan Agreement). Where would you put yourself on this ladder, if the higher you are, the more sure you are that you can succeed?

Patient:  I can do it; I’m 100% sure. I’m at the top.

Caregiver: Let’s try to make this as specific as possible. Rather than walking every time you feel stress, how about walking two times around the block every day after lunch? 

Patient:  Well, if I feel stress, that might be OK.  

Caregiver: Why don't we call it your action plan -- you will walk around the block two times when you feel the stress coming on. When do you want to start? 

Patient:  We’ll see.

Caregiver: Do you want to start this week? 

Patient: That might work  

Caregiver: OK. Why don't we agree that you will walk around the block two times when you feel stress? Could I call you next week to see how it’s going? 

Patient: 
OK. 

Caregiver:  So let’s make an appointment for me to call. What is a good time for you to talk for just a few minutes?

Patient: How about you call me at lunchtime on my cell phone next Wednesday? I should be able to talk then.

Caregiver:         Okay, I will put that appointment down on our schedule. Also, let’s go ahead and sign your Action Plan Agreement. I’ll make a copy and put it in your chart, and give you the original. Okay?

Discussion of Action Plan Role Play   

The action plan should be simple, specific and concrete. The 0 to 10 scale estimates the patient’s confidence that he/she can succeed at the action plan. The purpose of the action plan is to increase self-efficacy (self-confidence that the patient can change something). The goal is success. It doesn’t matter how small the behavior change is; the important thing is that the patient succeeds, thereby increasing self-efficacy. To maximize the chance of success, the patient should have high confidence, at least 7 out of 10, that he/she can succeed. If, for example, a sedentary patient proposes an action plan to walk 5 miles a day, with a low level confidence (2 out of 10) that he/she can succeed, the caregiver should suggest a more achievable action plan. 

At the end of the dialogue, the caregiver tries to make the action plan more specific (“When do you want to start?”), but the patient resists (“we’ll see” and “that might work”). Rather than challenging the patient, the caregiver “rolls with the resistance” and goes with what the patient is willing to do. Sometimes the patient will not want to make an action plan at all.  It is important to then fill out and sign the Action Plan Argreement and make a copy to put in the patient’s chart. The patient will take the original. Pay close attention to being as specific as possible in the What? How Much? When? And How Often? sections. This completes the documentation of the Action Plan, and begins Setting Up For Follow Up.

Detailed documentation of the Action Plan that the patient and you agreed upon is important to ensure adequate follow up. The next step is to put the follow up appointment on the clinic schedule (even if it is a phone or email appointment). This can be done after the patient is gone. Also, now is the time to fill out the Chronic Care Face Sheet, which will designate the patient as a Teamlet patient who needs ongoing follow up. If the clinic has a Disease Registry, it is also important to enter the patient’s information into the Registry.

Follow-Up/Problem-Solving Role Play


As we’ve said before, goal-setting and action-planning will not work without regular and sustained follow-up with problem-solving. 

Caregiver (on telephone): Hello. Is this a good time to talk for a few minutes? 

Patient: OK

Caregiver: Do you remember the action plan we talked about in the office last week?

Patient: I was supposed to walk 15 minutes every afternoon. But I didn’t do it. I’m scared because we just had a shooting in the neighborhood. 

Caregiver: [After discussing the shooting for a few minutes] Would you like to try to make another action plan to do some exercise? 

Patient: Yes, I need to do that.

Caregiver: Do you have any ideas what you might do? [Give the patient the opportunity to suggest an idea; if that doesn’t work, the caregiver would suggest a few ideas]

Patient: my son visits me every week. Maybe he could drive me somewhere and we could walk together instead of going to McDonald’s the way we always do

Caregiver: Maybe the first action plan could be to ask your son if that is OK. What do you think? 

Patient: I’ll ask him tomorrow. [Here the caregiver might assess this new action plan with a 0 to 10 confidence scale. In this case, that might not be necessary]

Caregiver: That’s great. Is it OK if I call you in a couple of days to see what happened? 

Discussion of Follow-Up/Problem-Solving Role Play
Problem solving (Lorig, Holman, et al: Living a Healthy Life with Chronic Conditions. Boulder, Colorado, Bull Publishing, 2006). 

1.  Identify the problem (the most difficult and important step).

2.  List ideas to solve the problem

3.  Pick one, try it for two weeks

4.  Assess the results

5.  If it doesn’t work, try another idea

6.  Utilize other resources (family, friends, professionals)

7.  If nothing seems to work, accept that the problem may not be solvable now.

Role Play: Getting More Advanced - Assess Importance and Confidence

If a patient is not interested in making a behavior change it is called pre-contemplative by stages-of-change theory. This term is not helpful because it doesn’t indicate why the patient is not interested. If the patient doesn’t think the change is important, the remedy (patient education or getting other patients involved) is different than if the patient thinks it is important but doesn’t have the confidence to make the change (remedy may be action plan). 

Caregiver: I just got back your last HbA1c; it rose to 8.5

Patient:    It’s supposed to be 7 or lower

Caregiver: That’s right. What would you like to do?

Patient:    I’m already on a diet, and I’m so busy, I have no time for exercise. I don’t know what to do.  

Caregiver: Could we talk a bit about the exercise?

Patient:   Umm, yeah, OK

Caregiver: How important is it to you to increase your exercise? Let’s do this on a scale of “0” to “10.”   A “0” means it isn’t important, and “10” means it’s just about as important as it can get.  


Patient: It’s an “8.”  I know I really need to do it.

Caregiver: Now, using the same “0-10” scale, how confident are you that you can get more exercise?  A “0” means you aren’t sure at all, “10” means you’re 100% sure. 


Patient:  It’s a “4.” Like I said - I have no time. 

Caregiver: Why did you say “4” and not “1”?

Patient: I can exercise on the weekends, so it’s not something that completely impossible.  

Caregiver: What would it take to raise the confidence level of a “4” to an “8”? 

Patient:  Maybe if I could exercise with a friend, I’d enjoy it more, be more motivated.  I have a friend at work that has diabetes too.  

Caregiver: Do you want to set a short-term goal about your exercise? We could agree on an action plan.

Discussion of Assess Importance and Confidence Role Play 

The caregiver allows the patient to approve the agenda: “could we talk a bit about the exercise?”

If level of importance is high, 7 or above, the caregiver moves on to confidence level. If level of importance is low, it may help to provide more information about the risks of not changing the behavior or – in a group – other patient will often describe why  the change was important to them. In that case, the caregiver might propose an action plan, for example, “Would you like to read this pamphlet about diabetes and talk about it next time I see you?” or “Would you be interested in coming to a diabetes group visit or class?” 

If the level of confidence is medium-low (e.g. 4), the caregiver asks why it is 4 and not 1. That puts the patient in a position to speak positively about why he/she has some confidence. 

Asking what it would take to change the 4 to an 8 makes the patient think creatively about how to make a behavior change. In this case it may lead to an action plan. The action plan might be to talk to the friend at work tomorrow and ask about doing exercise together -- an achievable action plan that could lead to a further action plan (e.g. to walk with the friend for 20 minutes at lunch on Mondays, Wednesdays and Fridays).  


If patients or caregivers have difficulty working with 0 to 10 scales, one can use thumbs-up or thumbs-down pictographic scales.
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