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Introduction: Collaborative goal setting and action-planning are key elements of self-management sup-
port for people with type 2 diabetes mellitus (T2DM), however little is known regarding action plan
quality or correlation of quality in primary T2DM care.

Methods: T2DM patients from 12 primary care sites participated in either: Connection to Health
(CTH; 6 practices), consisting of a health survey followed by collaborative action planning, or
Enhanced Engagement CTH (EE-CTH; 6 practices), including additional training in relationship building
promoting patient engagement. Action plan quality was rated using an adapted version of the Goal-
Setting Evaluation Tool for Diabetes (GET-D) (dual coding of 20%, inter-rater reliability [IRR] >80%).
Associations with patient characteristics were examined using generalized linear mixed models adjust-
ing for clustering by clinic and intervention arm.

Results: With a mean score 6 standard deviation (SD) of 14.62 6 3.87 on a 0 to 20 scale (n =
725), overall action plan quality was moderate-high. Higher health literacy (b = 1.184, 95% CI, 0.326–
2.041; P= .007), and having no social risks (b = 0.416; 95% CI, 0.062–0.770; P= .021) were associ-
ated with higher action plan quality, whereas sex, age, language, education level, depression, stress,
and health distress were unrelated to quality (P value not significant). Higher quality was associated
with greater patient confidence in the plan (b =0.050; 95% CI, 0.016–0.084, P= .004).

Conclusions: Although there was a considerable difference in action plan quality ratings, ratings
did not systematically differ based on most patient demographic or mental health measures.
Results suggest that action planning should be tailored to health literacy and social risks. Further
research should examine associations between quality and longer-term clinical outcomes. ( J Am
Board Fam Med 2021;34:608–617.)

Keywords: Chronic Disease, Disease Management, Health Literacy, Health Surveys, Patient Participation, Patient-

Centered Care, Patient-Reported Outcome Measures, Primary Health Care, Self-Management, Type 2 Diabetes Mellitus

Introduction
Diabetes management is complex and relies heavily
on developing patients’ self-management skills since
less than 1% of the patient’s time is spent with a

health care professional.1 The Patient-Centered
Medical Home (PCMH) and Chronic Care Model
(CCM) provide complementary frameworks that
highlight the importance of active, personalized
Self-Management Support (SMS) to improve
patient outcomes.2–6 Up to 95% of the variation in
diabetes outcomes result from disease-related
behaviors that require self-management.7 A person
with diabetes (PWD) must learn to attend to a
healthy diet, regular exercise, and an often complex
medication regime, while simultaneously coping
with common diabetes and non-diabetes-related
stresses and psychological comorbidities, such as
depression symptoms.8–10 Self-management support
(SMS) is a necessary part of diabetes care,4,11 with
collaborative goal setting and specific short-term
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action-planning serving as key elements of SMS and
key tenets of primary care quality improve-
ment.1,4,12–14 Primary care-based programs focused
on goal setting and action planning have been linked
in multiple studies with improved outcomes for dia-
betes, including decreases in HbA1c and increases in
medication-taking and positive lifestyle changes.15–18

Although goal setting and action planning have been
viewed favorably by clinicians in primary care,19 little
is known about the quality of action plans created.
This current gap in our knowledge constrains build-
ing knowledge around how best to identify important
action plan components and where greater support
or tailoring of care is needed.

To be effective, SMS can not be a “1-size-fits-all”
approach.20 To deliver person-centered care the pro-
vider needs to be aware of the patient’s greater daily
life context and goals in conjunction with treatment
plans.8,21 This includes how they are feeling (eg, dia-
betes distress and depression), their cognitive capaci-
ties, as well as social risks (eg, food, housing), and
other life circumstances that can affect their capacity
to engage in action-planning and behavior change.14,22

Validated patient-reported outcome (PRO) measures
provide a systematic way to collect this information,
and when used appropriately, have been shown to
increase the focus on the PWD in clinical consulta-
tions and act as a decision support tool for clinicians.21

Understanding the extent to which patient character-
istics and aspects of their life context are associated
with action-planning can help identify crucial indica-
tors for the provider to attend to before or while
building these plans with individual patients to
strengthen SMS delivery. For example, if depression
symptoms are associated with low-quality action plan-
ning, then addressing depression either before or as
part of the action planning process may be important.
If low health literacy is associated with low-quality
action plans, the approach to action planning may
need to be adjusted for the patient to benefit from it.23

Connection to Health (CTH) and enhanced
engagement CTH (EE-CTH) are 2 versions of an
electronic tool created to facilitate SMS at the point
of care in underserved or under-resourced primary
care settings, to develop effective patient-centered
action plans, and associated with decreasing in
HbA1c in previous research.15 The program collects
a comprehensive set of PROs through a health sur-
vey and guides providers and the PWD through a
process of reviewing the PRO data, goal setting, and
collaborative action planning. The action plans focus

on a goal collaboratively selected by the PWD and
their health care provider.1

The aims of the current study were to (1) assess
the quality of action plans created in primary diabe-
tes care across twelve Community Health Centers
(CHCs) and to assess the extent to which these dif-
fer based on patient demographic factors (sex, age,
language, race, educational level, and health liter-
acy) and PROs related to life context (depression
symptoms, general life stress, health-distress, and
social risk factors (eg, food insecurity); and (2)
examine the associations between action plan qual-
ity, patient demographic factors, and PROs with
PWDs’ perceived confidence in carrying out their
action plan.

Methods
Design

This study includes PROs and action plans created
in type 2 diabetes mellitus (T2DM) primary care
visits as part of a 12-month 2-arm, pragmatic, clus-
ter-randomized controlled trial designed to esti-
mate the effect of implementing 2 versions of the
CTH electronic program (CTH and EE-CTH), in
CHCs. Both programs included an assessment of
patient characteristics and PROs followed by either
a focus on management-change action planning
(CTH) or enhanced engagement (EE-CTH) action
planning.

Sample

Twelve primary care CHCs in the San Francisco
Bay Area were cluster randomized into the 2 arms
of the study (6 practices each). Randomization was
based on health system membership and T2DM
panel size using a balancing criterion; with 1 ran-
domization solution selected at random from the
array of balanced randomization solutions.24–28

Twelve clinical sites were enrolled from 5 safety-
net health systems within the San Francisco Bay
Area Collaborative Research Network29 (10 sites
from 4 federally qualified health centers and 2 sites
from 1 county health system). The clinics were re-
sponsible for the enrollment of eligible patients and
the delivery of the CTH/EE-CTH programs using
existing staff and providers with workflows modi-
fied as needed by the clinics to include the program
elements. Patients were 18 years or older, diagnosed
with T2DM, and receiving care at the clinic
for 12months or more before enrollment, and able
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to read in English or Spanish (greater than a sixth-
grade level). The program was available in English
and Spanish. Exclusion criteria included those with
severe mental or cognitive disorders. Data for this
study were collected between 2017 to 2020 and an-
alyzed from 2019 to 2020.

Procedure

The CTH program guides patients and health care
providers through multiple steps: (1) the PWD
completes an electronic health survey that assesses
15 areas of self-management and contextual cir-
cumstances that may impact self-management
(Figure 1), and identifies possible self-management
problems; (2) based on the reviewed survey results,
the PWD prioritizes 1 to 2 areas they want to dis-
cuss with their health care provider; (3) the health
care provider review the results with the PWD; and
(4) in collaboration, the PWD and health care pro-
vider selects a goal from a list of the identified self-
management problems or a custom goal and create
a detailed action plan (Figure 2). The electronic
action plan is structured with written prompts and
free text space to guide the provider and PWD
through steps of action planning, including goal
selection, brainstorming actions (what the PWD
will do), selecting and creating a detailed plan for 1
action (when, how often, where), barriers to acting
on the plan, and confidence in carrying out the plan.

As a part of the study design, practices selected a
subset of 2 to 5 health care providers who would
participate in a 6-hour training program that
included an introduction to SMS and a group-

based, live tutorial on how to use the CTH system.
Providers in EE-CTH received the same training
as well as additional training in engagement and
relationship-building skills. The protocol was
approved by the University of California, San
Francisco Institutional Review Board (15-17033).

Measures
Health Survey

The patient health survey captures key patient de-
mographic factors, including age, sex, educational
level, race and language (English or Spanish), and
15 areas of behavioral self-management or life con-
text. Given the focus on factors from an individual’s
life context that may influence their action plan
quality, the following areas were selected. Health
literacy was measured by the single screener item
“How confident are you filling out medical forms
by yourself?” on a 5-point scale ranging from “not
at all confident” to “extremely confident.”30

Mental health measures included depression
symptoms,31,32 health distress,33,34 and general life
stress.35 Depression symptoms were assessed using
the Patient Health Questionnaire-8 (PHQ-8; omit-
ting the suicidal ideation item) with a score range of
0 to 24 (elevated symptoms noted by scores of 10 or
greater).31,32 Health-related distress was measured
using a modified version of the Diabetes Distress
Scale 2-item screen (DDS-2): “How much of a
problem have the following been for you over the
past month?” (1)“ Feeling overwhelmed by my
health problems” and (2) “Feeling that I was failing
to do what I should be doing to manage my health
problem” on a 5-point scale ranging from “not a
problem” (1) to “a very serious problem” (5) (elevated
symptoms noted by mean scores of 2 or greater).33,34

General life stress was assessed with the single item:
“In the past week, have you been under a lot of stress
due to a major change or event or from a stressful sit-
uation (for example, family, work, or financial prob-
lems)?” using a yes/no response option.35

Figure 1. Self-management Problems Used as Goals in

Action Plans.
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Figure 2. Outline of the Connection to Health Steps.
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Finally, social risks were measured by 6 items
(yes/no) developed in previous work using the fol-
lowing question: “Are you experiencing any of the
following?” (1) “Running out of food before having
enough money or food stamps to buy more,” (2)
“Problems paying bills, like electric, gas, water, or
phone bills,” (3) “Not having enough money to pay
for bus fare or access to reliable transportation to
medical appointments,” (4) “Unstable housing
including eviction, foreclosure, homelessness or
staying with friends/family,” (5) “Have you been
hit, slapped, kicked, or physically hurt by someone
in the past year?”, and 6) “Do you feel safe where
you live?”36–38 Additional behavioral measures of
the health survey included: diet,39–41 physical activ-
ity,42 medication adherence,43–45 tobacco use,46,47

and alcohol consumption.48,49 These were included
as action plan goals areas but not as predictors of
action plan quality.

Confidence in carrying out the action plan was
measured on a scale of 0 to 10 after action plan com-
pletion, with low scores indicating low confidence in
carrying out the plan and high scores indicating high
confidence.13,14 In the current study, efforts were
made to assure that each patient had a minimum
level of confidence in their plan before it was com-
pleted. Providers were encouraged, but not required,
to continue working on each action plan with
patients until a confidence level of≥ 8 was reached.

Action Plan Quality
Text from action plans was electronically captured
by the CTH/EECTH system and coded by mem-
bers of the research team using an adapted version
of the previously validated Goal-Setting Evaluation
Tool for Diabetes (GET-D). GET-D is a coding
system that enables reliable and valid ratings of the
quality of written goals and action plans.50 To char-
acterize inter-rater reliability (IRR), 20% of action
plans were dual coded to reach an IRR of> 80%.
See Table 2 for the 8 coding elements and scoring.
One aspect of the GET-D, whether the action plan
is feasible for the patient to carry out or not,50 was
omitted because of its potential subjectivity.

Data Analysis
Descriptive statistics were computed to document
score distributions. Tests of association between
the dimensions of action plan quality and patient

and practice level variables were initially examined
in unadjusted analyses including Pearson’s and
Spearman’s correlations for continuous and ordinal
variables, respectively. To adjust for clustering by
clinic and intervention arm, the same associations
were then calculated using Generalized Linear
Mixed Models (GLMM) with a random effect for
clinic and intervention arm. Data were analyzed
using SPSS v.26 software (IBM, Armonk, NY).

Results
Across the 12 clinical sites, 725 patients completed
the health survey and made an action plan in con-
sultation with a health care provider (n = 382 for
CTH and n = 343 for EE-CTH). Patient partici-
pants were on average 55.6 (612.0) years of age,
59.7% were female and 41.0% had not completed
high school. The majority identified themselves as
Latinx (70.5%); 56.4% completed the assessment
in Spanish with the remaining in English. The
health survey indicated elevated symptoms of
depression (PHQ score of≥ 10) in 15.8% of the
patients and 46.3% reported having≥ 1 social risk
factor. Patient characteristics are presented in
Table 1 with group differences noted where the
differences reached statistical significance.

Thirty-seven health care providers across the 12
clinical sites delivered the action planning protocol
as part of CTH or EECTH. Providers were a mix
of health educators (24.3%), patient navigators
(18.9%), medical assistants (18.9%), volunteers
(16.2%), nurses (10.8%), dieticians (8.1%), and
physicians (2.7%). There was no difference in action
plan quality by provider role, except for relatively
lower quality action planning by patient navigators
compared with all others (all comparisons P< .005).

Quality of Action Plans in Primary Diabetes
Care
Overall, the quality of action plans assessed by the
GET-D across clinics was moderately-high with a
mean score 6 SD of 14.6263.87 on a 0 to 20 qual-
ity scale. While all action plans identified a diabetes
management goal, the greatest variability occurred
around action plan specificity and plan details (eg,
frequency, locations; Table 2). Most action plans
focused on different aspects of diet (41.9%) or
physical activity (30.2%); a smaller number of
patients made action plans focusing on weight
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Table 1. Patient Characteristics

Characteristic N n (%) Mean 6 SD

Age, years 715 55.6 612.0
Sex (% female) 725 433 (59.7)
Education 725
Less than high school 297 (41.0)
High school or higher 428 (59.0)

Race and ethnicity1* 725
Latinx 511 (70.5)
Non-Latinx white 64 (8.8)
Black or African American 55 (7.6)
Asian 43 (5.9)
Native Hawaiian or Other Pacific Islander 12 (1.7)
Native American or Alaska Native 4 (0.4)
Multi-racial 36 (5.0)

Primary language (% Spanish, remaining English) 725 409 (56.4)
Health literacy (confidence in filling out medical forms?) * 724
Not at all confident 109 (15.1)
A little bit 99 (13.7)
Somewhat 135 (18.6)
Quite a lot 146 (20.2)
Extremely confident 235 (32.5)

Depression
PHQ-8 score 724 3.23 6 5.76
Elevated depression symptoms (PHQ-8≥ 10) 711 112 (15.8)

Health distress* 721 452 (62.7)
General life stress* 723 342 (47.3)
Social risks (≥ 1) 725 336 (46.3)
Food insecurity 723 144 (19.9)
Inability to pay bills 723 196 (27.1)
Difficulty with transportation to medical appointments 723 100 (13.8)
Unstable housing 723 74 (10.2)
Physical abuse in the last year 725 24 (3.3)
Feel unsafe where living* 725 80 (11.0)

SD, standard deviation; PHQ-8, Patient Health Questionnaire-8.
*These are significantly different in the two intervention arms: Connection to Health (CTH) and Enhanced Engagement-CTH
(EE-CTH) at a significance of P< .05).

Table 2. Goalsetting Evaluation Tool for Diabetes (GET-D)50

Elements in the GET-D Points Mean 6 SD

1. Is the goal a diabetes-related self-management task? 1.00 1.00 (0.00)
2. Does the goal identify a specific time frame for achieving the goal? 3.00 3.00 (0.00)
3. Is the action plan related to the stated goal? 1.00 0.72 (0.45)
4. Does the plan identify a single specific action? 3.00 2.52 (1.10)
5. Does the plan identify how often the action will take place? 3.00 2.03 (1.40)
6. Does the plan identify a location for the action? 3.00 1.36 (1.49)
7. Does the plan identify the time it will take place? 3.00 1.44 (1.50)
8. Does the plan identify how the action will be monitored? 3.00 2.73 (0.86)

SD, standard deviation.
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(8.0%), taking medications (6.1%), and general life
stress (4.8%) (Figure 3). Mean action plan quality
across the 12 clinics ranged from 12.39 6 3.71 to
16.976 2.84. Statistically, significantly higher qual-
ity plans were created in clinics using the CTH
program with a mean quality of 15.10 6 3.73 com-
pared with 14.1063.96 in clinics using the EE-
CTH program (t(723)=3.49, P = .001). Given the
statistically significant between-group difference,
we adjusted all GLMMs to control for intervention
conditions (CTH and EE-CTH).

Patient Characteristics Associated with
Action Plan Quality
Lower patient health literacy was significantly associ-
ated with lower action plan quality (P= .007): individ-
uals who endorsed having the most difficulty around
health literacy had a mean score and SD of 13.626
3.85 compared with those who expressed no diffi-
culty with a mean score of 14.63 6 3.88. The pres-
ence of social risks was also related to action plan
quality (P= .021); individuals who reported having at
least 1 social risk had a mean (S.D.) quality score of
14.37 6 3.94 versus 14.84 6 3.81 for those with no
social risks. Among the individual social risks, only
physical abuse, endorsed by 3.3% of the sample,
reached statistical significance (Table 3). Other life
contextual variables examined, including depression
symptoms, general life stress, and health-distress
were all unrelated to action plan quality. Patient de-
mographic factors (age, sex, language, education

level) also were unrelated to action plan quality,
except for race. Individuals who identified as multi-
racial or Native Hawaiian/Pacific Islander received
lower action plan quality scores compared with indi-
viduals identifying as Latinx (P= .045 and 0.057
respectively), though the sample size for both groups
was small (n = 36 and 12 respectively). Furthermore,
there was no association between action plan quality
and the self-management area targeted for change,
for example, diet, physical activity, or stress (rs =
�0.002, P= .954). Nor was there a pattern of signifi-
cant interactions between the intervention arm
(CTH vs EE-CTH) and patient characteristics or
life contextual variables.

Action Plan Quality and Patient-Reported
Confidence in Carrying Out the Plan
On average, patients had high confidence in carry-
ing out their plans with a mean confidence level of
8.56 61.58 on a scale of 0 to 10. The patient’s con-
fidence in carrying out their action plans was posi-
tively related to the quality of the action plan (n =
725, b = 0.050, standard error [SE] = 0.018, 95%
CI, 0.016–0.084, P = .004). Confidence level was
also related to race: identifying as non-Latinx white
was associated with relatively lower confidence of
8.28 61.50 in carrying out the plan (b =�0.310,
95% CI, 0.599–0.020; P = .036) compared with
Latinx with a mean confidence of 8.59 6 1.62.
Confidence level was not significantly associated

Figure 3. Most Prevalently Selected Self-Management Areas; (n = 725).
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with any other demographic or patient-reported
index.

Discussion
While action planning is a cornerstone of primary
care frameworks including the PCMH and CCM2–6

and associated with improved diabetes outcomes,15–18

little work to date has examined either objective rat-
ings of action plans in primary care or correlates of
action plan quality to inform efforts in improving our
quality of care and driving change. This study exam-
ined the assessed quality of action plans using the
GET-D in the context of a pragmatic trial with adults
with T2DM in CHC settings using an electronic pro-
gram to support SMS. Findings indicate that, overall,
the action plans created were of moderate to high
quality, and that select patient life contextual factors
are linked with quality. Patient health literacy is linked

with higher quality action plans. This suggests that
individuals with lower health literacy may need addi-
tional support from the health care setting to create
viable action plans. Multiple studies have focused on
the need to address low health literacy in primary
care. A study from 2011 examined different
approaches and created a toolkit for primary care
practitioners.51 Likewise, individuals who endorsed
social risks had on average action plans of lower
quality. These individuals may be navigating several
competing life stressors or experiencing challenges
prioritizing disease management changes within this
context. Under a recent National Academy of
Medicine report, we suggest that collaborative
action planning may need to be tailored or adjusted
to take an individual’s social risks and context into
account.23,52

Even though efforts were made in the present
study to assure that each patient had a minimum

Table 3. Associations Between Action Plan Quality and Patient Characteristics. Analyzed Using Generalized

Linear Mixed Models With Random Effect for Clinic, Adjusting for Intervention Arm

Characteristic N ß SE 95% CI P Value

Age, years 715 �0.006 0.012 �0.029 to 0.016 .597
Sex 725 �0.187 0.308 �0.790 to 0.416 .543
Education (binary) 725 �0.258 0.336 �0.916 to 0.401 .444
Race (compared to Latinx)1

Non-Latinx white 725 �0.127 0.669 �1.437 to 1.184 .850
Black or African American 725 0.191 0.765 �1.308 to 1.689 .803
Asian 725 �0.275 0.577 �1.407 to 0.856 .634
Native Hawaiian or Other Pacific Islander 725 �1.889 0.993 �3.834 to 0.056 .057
Native American or Alaska Native 725 �0.980 0.936 �2.815 to 0.854 .295
Multi-racial 725 �1.531 0.764 �3.028 to -0.035 .045

Language 725 0.006 0.442 �0.859 to 0.871 .990
Health literacy (Confidence in filling out medical forms?

compared to “Not at all confident”)
“Extremely confident 724 1.184 0.438 0.326 to 2.041 .007
“Quite confident” 724 1.016 0.429 0.176 to 1.856 .018
“Somewhat confident” 724 1.005 0.467 0.090 to 1.920 .031
“A little bit confident” 724 1.115 0.464 0.205 to 2.025 .016

Depression (PHQ-8 score) 724 �0.029 0.024 �0.077 to 0.018 .225
Health distress (binary) 721 �0.226 0.275 �0.766 to 0.313 .411
General life stress 723 0.208 0.266 �0.313 to 0.613 .434
Social risks (≥ 1) 725 0.416 0.181 0.062 to 0.770 .021
Food insecurity 723 0.424 0.266 0.096 to 0.945 .110
Inability to pay bills 723 0.352 0.212 �0.063 to 0.767 .096
Lack of transportation 723 0.351 0.567 �0.759 to 1.462 .535
Unstable housing 723 0.651 0.385 �0.139 to 1.368 .110
Physical abuse 725 2.302 0.987 0.367 to 5.439 .020
Unsafe at home 725 �0.296 0.638 �1.545 to 0.953 .642

CI, confidence interval; PHQ-8, Patient Health Questionnaire-8.
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level of confidence in their plan before it was
completed, there was still considerable variation
in patient-reported confidence. Higher confi-
dence is positively associated with the quality of
the action plan. Previous literature has focused on
the importance of perceived confidence as a
potential indicator of future behavior change.14,19

Future longitudinal work should examine whether
higher confidence leads to greater success in goal
achievement.

We find that the quality of action plans is not
associated with age, sex, language (English or
Spanish), or educational level. This suggests that
this type of goal setting and action planning can be
implemented across diverse patient groups with no
apparent difference in the quality of the implemen-
tation. There is, however, a significant association
between quality and race, in which individuals iden-
tifying as Native Hawaiian/Pacific Islander or
multi-racial have relatively lower action plan quality
scores. Given the mixed nature of the multi-racial
sample and the relatively small sample size of each,
we are unable to examine this finding further based
on a specific racial group. Furthermore, there is no
relationship between action plan quality and symp-
toms of depression, health distress, or general life
stress, suggesting that individuals experiencing
these characteristics can engage in creating moder-
ate to high-quality action plans despite their dis-
tress. In line with previous work, we note that most
action plans focus on diet, weight loss, or physical
activity1. However, no association between the type
of action plan target and quality of action plan is
seen; nor is there a systematic association between
action plan quality and provider role (eg, medical
assistant). These findings suggest that high-quality
action plans can be collaboratively developed
between PWD and a variety of different types of
providers and across a variety of action plan targets
or goals.

A statistically significant, modestly higher level
of action plan quality is seen in CTH compared
with EE-CTH, although this difference is not
related to any subsequent study findings. As clinics
had the freedom to select the patients they wished
to work with, the statistically significant group dif-
ferences are not unexpected. The differences in
action plan quality between CTH and EECTH
may have in part been due to the group differences
in relevant patient characteristics, in which the
patients selected for EECTH had on average lower

health literacy and more patients identified as
multi-racial. In addition, the GET-D rating system
itself may have played a role: the ratings tend to
emphasize specific behavior change actions (time,
location, duration, etc), with much less emphasis on
issues of engagement and motivational barriers.
These findings highlight the potential need for
broadening the concept of action plan quality to
include engagement, motivation, and confidence in
carrying out the plan.

Study limitations include the restriction to
CHC’s serving a multi-ethnic English or Spanish
speaking safety net population in 1 geographic area,
which may limit generalizability to other primary
care settings. It also was not possible to link action
plan quality with specific provider characteristics,
nor additional characteristics of the clinic. This
would be valuable to explore in future studies.
Finally, further work is needed to examine the asso-
ciations between action plan quality and subsequent
clinical outcomes, which will be the subject of a
future report.

Conclusion
Results of this study provide a window into assess-
ing the quality of action planning for diabetes in
primary care and point to patient characteristics
associated with quality that can guide future SMS
efforts tailored to individual patient contexts.
Overall, both the CTH and EE-CTH programs
enabled health care providers to develop moderate
to high-quality action plans with their patients with
type 2 diabetes. Higher health literacy, having no
social risks, and identifying as multi-racial are sig-
nificantly related to higher quality action plans.
This finding suggests a potential benefit to tailoring
the action planning process according to health lit-
eracy, social risks, and racial context. Higher quality
action plans also are associated with greater patient
confidence in carrying out the action plan, under-
lining the potential value of a comprehensive
patient-centered approach to action planning.
Further research is needed to establish the relation-
ship between action plan quality and diabetes man-
agement change as well as longer-term clinical
outcomes.
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