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Abstract 

Sickle cell disease (SCD) is a chronic illness affecting over 100,000 Americans annually. 

SCD causes severe pain, which may require frequent hospital admissions for pain control. 

A high level of patient self-care knowledge is needed to prevent readmissions. Patients 

usually receive self-care education at hospital discharge from nurses, who may not know 

about self-care in SCD. Inadequate patient education on self-management of SCD at 

hospital discharge can lead to hospital readmissions. There was a gap in knowledge 

among RNs regarding SCD self-care at the local facility. This doctoral project was 

intended to educate nurses about SCD self-management to increase their knowledge. The 

project question asked whether an education program on patient self-management of 

SCD would increase the knowledge of RNs about the management of SCD. 

Transformational learning theory served as the foundation for this project. There were 19 

participants who completed the pretest and posttest to determine whether there was an 

improvement in their knowledge after the education intervention. A t test was used to 

analyze the data, which was used to examine differences in the mean of the pre- and post-

intervention scores, which was found to be statistically significant. Increasing the 

knowledge of care team providers and patients may contribute to positive social change 

by improving patient outcomes.  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Section 1: Nature of the Project 

Sickle cell disease (SCD) is the most prevalent inherited blood disorder in the 

United States (Brennan-Cook, 2018). SCD is a medically and socially complex, 

multisystem illness that affects individuals throughout their life span. SCD’s primary 

manifestation is chronic pain. It also causes chronic organ damage, the primary cause of 

morbidity and mortality (Russo et al., 2019). SCD affects roughly 100,000 individuals in 

the United States, with 1 out of 365 newborns diagnosed with the disease (Brennan-

Cook, 2018). Approximately 80% of the health care costs associated with SCD relate to 

hospital care (Farooq, 2020). SCD is complex because patients often experience high 

levels of pain, which are only manageable with opioid therapy (Ballas, 2016). The stigma 

related to the opioid crisis causes SCD patients to be subject to implicit bias by health 

care teams, making it difficult to live with the disease (Darbari, 2017). Experts argued 

that SCD has multiple effects on the patient, warranting a high level of patient self-care to 

manage the disease at home to avoid repeated hospital admissions (Brennan-Cook, 2018). 

Patients also require large doses of opioid and narcotic medications to manage pain 

associated with SCD due to tolerance that develops from constant use of opioid 

analgesics (Jacob, 2016).  Jacob explains further that, inadequate pain control is a 

primary reason for patient emergency department visits and hospital admissions for SCD. 

It is sometimes challenging for patients to optimally manage their pain at home because 

of the stigma associated with opioid use and the fear of developing opioid dependency 
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(Darbari, 2017).   Studies conducted in pediatric patients with SCD suggested that poor 

SCD self-management may precipitate health crises, including vaso-occlusive pain 

episodes and pneumococcal infections, which necessitate urgent and costly health care 

interventions (Psihogios et al., 2018). In the current project, the successful 

implementation of an education intervention undoubtedly may have positive implications 

for patient outcomes. The education intervention was created to empower and educate a 

consortium of nurses who can help patients manage SCD at home, resulting in a better 

quality of life and fewer socioeconomic burdens. 

Problem Statement 

Patients living with SCD being sent home without proper education are set up for 

an unsuccessful transition. The current project was focused on the nursing knowledge gap 

regarding patients’ self-management of SCD. Nurses were not effectively educating 

patients on SCD management at discharge from the hospital. Instead, patients were being 

sent home with inadequate knowledge regarding minimizing disease symptoms, 

preventing recurrence, and improving health outcomes. This project was relevant because 

the life span of the global population, including SCD patients, has increased. Therefore, 

education on the self-management of SCD was necessary to reduce patient suffering, 

improve their quality of life, and increase their productivity. Brennan-Cook (2018) argued 

that the health outcomes of SCD patients tend to be better when patients receive care in 

SCD centers of excellence with specially trained caregivers and care pathways. Brennan-

Cook further argued that addressing a knowledge deficit among RNs caring for patients 
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with SCD has significantly impacted patient health outcomes. In another study, Adam, 

Flahiff, Kamble, Telen, Reed & DeCastro (2017), discovered that 35.2% of adult SCD 

patients experience depression primarily because of physical and mental suffering 

associated with the disease. SCD patients make numerous visits to the emergency 

department, which could be avoided with proper knowledge on the self-management of 

SCD (Glassberg, 2017). For example, self-recognition of worsening pain early in the 

crisis period and initiating an escalating self-medication regimen to address the pain 

before it gets to an uncontrollable level may enable patients to self-manage pain (Costa, 

2016). SCD, like many other chronic illnesses, involves highly individualized self-care 

and an ability to recognize and interpret evolving problems unique to the individual. An 

awareness of self is not a competency that many patients have innately. Instead, they 

must learn it for better disease outcomes when at home. The doctoral project addressed 

the knowledge gap that nurses have about the self-management of SCD. Findings may 

empower nurses to engage SCD patients in the management of their disease. Patient 

engagement may lead to a shared purpose and a common goal between patients and the 

health care team members. 

Purpose Statement 

The discharge process can provoke anxiety in patients and may be stressful for 

nurses involved with the discharge, primarily when they must educate patients on 

managing themselves at home. Leaving the hospital as a discharge is a high-risk 

transition of care with the potential for miscommunication of critical information (Hsu et 
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al., 2016). The gap in practice in the current project was the lack of nursing knowledge on 

patient self-care in the management of SCD (see Nagshabandi, & Abdallah, 2019). This 

gap impacts patients’ health outcomes. Therefore, nurses need to be knowledgeable about 

SCD self-management so they are equipped to educate patients across all spectrums of 

social and cultural influences (Matthie, 2019). The lack of knowledge of SCD care 

among nurses is not unique to the United States. In a study conducted in Nigeria, one of 3 

countries in Africa containing 90% of the world population of patients with SCD, there 

was a substantial knowledge deficit among community health workers on essential SCD 

management, early detection, and crisis prevention (Adegoke et al., 2018).  

The guiding practice-focused question for the current project asked whether a 

nursing education intervention on self-care for patients with SCD would increase nurses’ 

knowledge of self-management of SCD. The focus of SCD management is not to 

eliminate crisis attacks but to teach patients how to predict the onset of a crisis and 

minimize its impact and duration (Adegoke et al., 2018). This project involved the 

creation of an educational program to educate nurses on SCD self-care to address the 

identified gap in practice. The project was intended to improve nurses’ knowledge 

regarding the self-management of SCD by patients. This endeavor would enable nurses to 

educate SCD patients and improve their care after hospital discharge, be more 

independent at home, and have positive social change. RNs not familiar with the 

intricacies of the disease may lack the knowledge to understand the barriers that patients 

experience in managing SCD when at home. The individualization of care plans and 
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adequate self-awareness are vital for a seamless transition of disease management 

between the care team and the patient. Evidence also suggested that patients with SCD 

can attain a successful transition from a hospital to a home setting by establishing 

consistency and easy referral systems for outpatient care management services (Rushton, 

2019). This essential transition component was included in the comprehensive education 

designed to lead to a more informed group of health care professionals and patients. 

Nature of the Doctoral Project 

Evidence-based practice has become a standard for delivering safe, quality care 

and the achievement of optimal patient outcomes (Tucker & Gallagher, 2019). Data are 

only as good as their ability to be operationalized in practice by health workers in a way 

that impacts patients positively. In the current project, evidence from the literature was 

used to create a comprehensive educational program to educate RNs on the best practices 

of SCD self-management for patients when at home. This project included the Living 

Well with Sickle Cell Toolkit for educational content (Centers for Disease Control and 

Prevention [CDC], 2020; see Appendix A). The approach used to answer the project 

question was a pre- and pos-intervention knowledge assessment. The assessment tool was 

developed from the content within the Living Well with Sickle Cell Toolkit (see CDC, 

2020). I developed the pre- and post-intervention knowledge assessment test from 

information in the toolkit, and the assessment was evaluated by the stakeholder group 

(see Appendix B). 
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The pre- and posttest assessed the baseline knowledge of RNs working in a unit 

caring for patients living with SCD. Five experts validated this tool to determine a CV-I 

calculation and the scale level content validity index CV-S. There is limited research on 

assessing the knowledge of RNs in SCD management (Nagshabandi & Abdallah, 2019). 

The education program in the current project provided comprehensive knowledge on 

SCD self-care at hospital discharge. The program included instructions on symptom 

management, self-awareness of symptom onset, symptoms for SCD, medication, pain 

management, and escalation protocols. Data obtained from the pre- and posttest were 

assessed to determine whether an increase in knowledge of the project participants 

occurred after the educational intervention.  

The purpose of this doctoral project was to increase the knowledge of RNs on 

self-care in the management of SCD among patients. Self-care refers to a person’s 

perceived ability to participate in general therapeutic activities to improve their quality of 

life, health status, and performance of activities (Russo et al.,.2019). With a focus on 

closing the knowledge gap among RNs who work most often with patients living with 

SCD, there was a potential for a more prepared and self-directed community of patients 

with SCD. Researchers suggested that creating a standardized psychosocial assessment 

process with an established plan to individualize care plans and mitigate barriers to self-

management is essential to optimize outcomes in patients with SCD (Schulz et al., 2018). 

In the current project, the focus was on identifying barriers to self-management for 

pediatric patients living with SCD. This project was intended to provide RNs with 
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knowledge that could be transferred to patients to bridge the existing gap in the 

management of SCD. 

Significance 

Teamwork and collaboration are fundamental components for educating patients 

on establishing a care plan that helps them transition from hospital care to home-based 

self-care. Effective patient care requires collaboration from every health care team 

member across all disciplines. Stakeholders essential for the current project’s educational 

program included health care providers who specialize in caring for patients with SCD, 

nurses, patients, and family members of patients living with SCD. External stakeholders 

such as insurance companies and third-party payer representatives were also primary 

stakeholders impacted by the local problem. This project’s impact on general nursing 

practice may include a more collaborative effort in managing patients living with SCD. 

There was a fundamental lack of trust among the sickle cell community members, 

primary care providers, and nurses who care for SCD patients (Gardner et al., 2016). 

Mistrust and lack of knowledge stem from negative patient experiences causing 

ineffective treatment plans (Sinha, 2019). The current project may positively impact 

patients and improve the therapeutic partnership between health care providers and 

patients for improved health outcomes. The positive impact may be accomplished by 

establishing trusting relationships between nurses and patients.  

The most significant contribution of this doctoral project to the nursing profession 

was the potential impact on improving nurses’ knowledge of the importance of self-care 
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in the management of SCD. SCD is one of many chronic illnesses that require patients to 

engage in self-care. This project may also impact the profession in its ability to duplicate 

the survey for other diseases. The project may influence the way nurses instruct patients 

on being active and self-directed in managing their SCD. These partnerships could lead to 

fewer unnecessary inpatient hospitalizations resulting in positive social change and a 

decreased burden of SCD, which strains existing health care systems. 

Summary 

The doctoral project was designed to provide adequate education to RNs 

responsible for providing patients with knowledge and skills for managing SCD at home. 

Section 2 provides evidence of the knowledge gap and the potential positive social 

impacts this project may effect. This doctoral project focused on the current challenges in 

the nursing of patients with SCD, particularly the self-management of the disease after 

hospital discharge. The project could provide insight into overcoming these challenges by 

empowering nurses and patients with SCD. Self-managed and self-regulated pain control 

is the most critical component of self-care in this population (Masese et al., 2019). 

Ineffective pain control is why most patients with SCD return to the emergency 

department. Section 2 shows that theorists who transform thoughts to inspire positive 

behaviors anchored this project and its focus. With a keen eye on the gap in practice, I 

created the education program which was comprehensive yet specific to meet the needs 

of the target group. 
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Section 2: Background and Context 

RNs who specialize in the care of patients with SCD are well versed in the overall 

progression of the disease and how to get patients through acute crises. However, these 

nurses have limited knowledge about patients’ self-care. This doctoral project addressed 

whether a focused educational intervention for RNs regarding patients’ self-care in the 

management of SCD increases nurses’ overall knowledge about the care of patients with 

SCD. At the time of this project, there was a perceived knowledge deficit among RNs 

caring for patients with SCD, which translated to a patient population that had 

insufficient knowledge about their disease (see Matthie & Jenerette, 2017). The education 

program was intended to be a comprehensive education curriculum for RNs to increase 

their knowledge regarding SCD self-care. This education program also provided RNs 

with strategies for educating patients with SCD on caring for themselves. This project 

was designed to prepare RNs to deliver SCD self-care education before hospital 

discharge.  

Certain terms are included in Sections 1, 2, and 3 regarding the meaning and 

application of transformational learning theory. The terms include critical reflection, 

critique, perspective transformation, and connectedness. According to DiSapio (2017), 

connectedness is a person’s sense of relatability to some external entity (such as an idea, 

philosophy, person, group, or organization) that gives some measure of meaning to their 

identity.  
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Other terms include 30-day readmission, which refers to a patient readmitted into 

the hospital within 30 days of being discharged from any other hospital (CDC, 2020). 

Inpatient admission refers to a patient admitted and cared for in a hospital facility for a 

stay longer than 24 hours. Sickle cell crisis is a physiological state characterized by 

severe and excruciating pain requiring opioids or narcotics treatment. Sickle cell crisis is 

the most common reason for hospital admissions for patients with SCD.  

Operational terms include self-care, comanagement, self-directed, and 

engagement. Self-care and co-management refer to behaviors taught in the educational 

intervention. The intervention provided information on the ways to individualize a plan 

of care to consider body cues, allowing patients to take a proactive approach in managing 

symptoms such as pain and crisis. Self-directed engagement refers to the attributes of a 

well-informed and educated patient on the components of self-care that they are 

responsible for (Crosby et al., 2020). Self-directed engagement contributes to a patient’s 

ability to self-manage their disease while at home. The rest of Section 2 informs the 

reader of the concepts and theories to create this educational program. Additionally, 

Section 2 includes the connection and relevance of this topic to overall health outcomes 

for patients living with SCD. 

Concepts, Models, and Theories 

Mezirow’s transformational learning theory was crucial in providing a framework 

for this project (Hodge, 2018). Hodge explains, the theory is used to explore the 

interactive effects of personal and environmental determinants on fundamental health-
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related behaviors.  Transformational learning includes the introduction of skills to 

develop essential insights and critical reflections on human behavior and how it motivates 

a person to take charge of their health. (Tsimane & Downing, 2020).  The success of the 

patient’s transition to their home environments depends on the patient’s willingness and 

ability to participate actively in their care. The transformational learning theory is used to 

identify barriers to engagement and provides patients with the tools necessary to 

overcome such barriers (Tsimane & Downing, 2020). The theory suggests that personal, 

interpersonal, and environmental factors positively or negatively influence the beliefs and 

the practice of health-promoting behaviors. This theory helped me create a framework 

that provided instruction to nurses on how to effectively teach patients how to engage in 

self-care (see Matthie & Jenerette, 2017). 

Transformational learning, which can occur gradually from a sudden and 

powerful experience, changes how people see themselves and their surroundings. The 

primary reason for selecting this theory was that it provided clarity on engaging and 

motivating patients to manage their health. Such endeavors would include competencies 

such as negotiating and acting on feelings of purpose and meaning learned from others. 

Education created through the fundamentals of the transformational learning theory 

provided staff with the tools necessary to motivate and engage patients in their care plan 

after hospitalization. When patients received hospital discharge, they would be fully 

knowledgeable about creating and implementing a care plan for their illness. 

Transformative learning stimulates the development of competence and self-confidence 
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in new roles and relationships that bring about change in the learning and working 

environment (Tsimane & Downing, 2020). Applying Mezirow’s theory in the educational 

program’s development helped me inform the educators on how to improve their teaching 

styles to ensure maximum effectiveness. 

Relevance to Nursing 

The most effective intervention that the health care team can provide to impact the 

overall outcomes of patients with SCD is providing them with the necessary knowledge 

and skills to care for themselves at home. Available literature suggested that adherence to 

the complex set of recommended self-care practices among people with SCD positively 

impacts health outcomes (Issom et al., 2020). Self-care practices among individuals 

living with chronic diseases are essential in promoting better disease outcomes and 

improving the quality of life (Sinha, 2019). Sinha (2019) further argued that self-care 

activities are more critical in vulnerable populations, such as individuals with SCD.  

In the case of SCD, medical interventions have severe financial and psychological 

implications. The current experience for patients living with SCD is that they need to 

access the health care system frequently throughout their lifetime as a result of their 

disease (CDC, 2020). However, a general reluctance to seek health services exists due to 

health-related stigmatization, hindering care seeking for acute pain exaggeration 

(Brennan-Cook, 2018). Although pain is not the only symptom that patients living with 

SCD must manage at home, it is typically the symptom that most often provokes a trip to 

the emergency department for patients (Sinha, 2019). Around 80% of adults with SCD 
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manage episodes of acute pain at home, avoiding the health care system most of the time 

(Brandow et al., 2020). 

Lack of knowledge about the effective use of opioids to control pain may 

predispose the patient to severe pain, resulting in decompensation. Hospital readmissions 

impact the quality of life for patients living with sickle cell anemia. There is also a heavy 

financial burden on the health care system due to the inefficient use of health care 

resources (CDC, 2020).  As care and treatment for SCD progress, providers may offer 

options for patients experiencing acute pain crises other than accessing emergency 

departments. These options include outpatient office settings for intravenous pain 

medication therapy or telemedicine visits in which health care providers coach patients 

through pain medication escalation to prevent a crisis requiring hospitalization. Although 

these measures do not always prevent emergency department visits, the increased 

frequency of engagement with patients can lead to fewer inpatient admissions (Matthie et 

al., 2016). Usually, the mitigating factor contributing to a patient’s decision to visit an 

emergency department is their ability to manage their pain at home.  

The apparent lack of agreement between observed and presumed patient 

behavioral cues can lead to provider skepticism about the veracity of the SCD patient’s 

report of pain (Pur et al., 2018). Providing the RN at the bedside with this information 

may help them understand the anxiety that comes with the anticipation of pain.  

This project was intended to educate RNs on the proper way for patients to 

manage SCD at home. Learning how patients living with SCD cope with the challenges 
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of SCD may provide nurses with adequate knowledge on how patients can address these 

challenges while incorporating appropriate self-care strategies into their plan of care. 

Patients with SCD need to learn how to manage the symptoms of the disease and 

maintain control from the time of diagnosis (Matthie et al., 2016). Furthermore, patients 

should aim to minimize the crisis events throughout their lives. Evidence has shown that 

patients and their caregivers are unprepared for patients’ role in self-management and do 

not understand essential steps in managing patients’ condition (Puri, Nottage & Hankins, 

2018). The current project addressed the knowledge gap that RNs have on SCD self-

management. The RNs may use this knowledge to educate patients and improve their 

knowledge levels on managing SCD in the comforts of their homes. 

Local Background and Context 

The lack of knowledge and understanding of patients’ role in the care and 

management of chronic illness can contribute to an unengaged population of patients. The 

lack of knowledge by patients is related to the lack of understanding of their care 

providers regarding how to educate them on self-management skills. Many chronic 

illnesses require active self-management in a home setting. Such conditions include 

congestive heart failure, diabetes, and chronic obstructive pulmonary disease (Matthie et 

al., 2016). The education and knowledge transfer that must happen during the patient 

discharge process has become crucial. Improved knowledge of self-care can help health 

care providers equip patients with the knowledge needed to participate in their disease 

management (Matthie et al., 2016).  
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However, many patients with SCD are not knowledgeable about managing the 

condition in a home setting. There is a lack of knowledge of preventing sickle cell crises 

or managing the pain that is characteristic of the illness (Adegoke et al., 2018). When at 

home, patients are not aware of the knowledge necessary to improve their health 

outcomes. However, this pattern can change if patients receive adequate training 

(Brennan-Cook, 2018). Yacoub et al. (2019) found that education programs about the 

management of SCD improved the RN’s capacity to manage patients with the disease. 

More research was needed to determine the most relevant topics nurses need to learn 

about SCD care. The education should include information pertinent to the prevailing 

issues. 

SCD can cause patients to experience increased financial, psychological, or 

physical stress. Many patient visits to the emergency department are because of severe 

pain (Simmons et al., 2019).  RNs and patients need to learn new knowledge and skills 

for managing SCD. This doctoral project targeted nurses’ knowledge of patients’ self-

management of SCD. The RNs may use this knowledge to educate patients on managing 

SCD when at home.  

The setting for this doctor or nursing practice (DNP) project was a community-

based hospital in the heart of a metropolitan city, which is part of a five-hospital 

university-based health care system. The organization’s mission is to provide patient-

centered and world-class care to all patients. The hospital’s vision is to provide 

comprehensive, culturally specific, and relationship-based care. The hospital has been 
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designated as the site location for the sickle cell anemia program and serves at least 220 

patients living with SCD per year. The project site uses a third-party vendor, to solicit 

feedback from patients with SCD who receive care there to facilitate continuous process 

improvements in SCD care. 

Patients living with SCD represent a large, underserved community laden with 

health care disparities, which impact their ability to live productively and function within 

the confines of this chronic illness (Shih & Cohen, 2020). In the United States, Black and 

Hispanic populations are disproportionately impacted by this disease (Matthie & 

Jenerette, 2017). Opportunities to coordinate care and support patients while in their 

homes living with SCD have been identified through the increasing numbers of 

preventable hospital readmissions. Health care organizations do not receive any 

reimbursement for caring for patients with SCD who are readmitted within 30 days of 

discharge from an acute care facility. SCD accounts for 22% of 30-day hospital 

readmissions at the project site. Additionally, the patients who feel the need to seek 

additional health care through the emergency department within 30 days of being 

discharged may not have been educated on how to care for themselves at home. This lack 

of preparation may have contributed to a higher rate of dissatisfied patients after being 

discharged from the facility. Successful implementation of this project may enable nurses 

to educate patients living with SCD about self-care, thereby reducing the frequency of 

hospital readmissions. 
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Role of the DNP Student 

I am a clinical director of nursing in a small community hospital close to the 

project site. I have experience with oversight of the emergency department and am very 

familiar with the care of patients living with SCD. I have experienced how patients with 

SCD overutilize the emergency department for pain management. Data from the 

department showed that 16% of all visits to the emergency department were from patients 

exhibiting complications of SCD. The need for intentional and purposeful focus on 

transitions of care and proper discharge preparation has been shown through high SCD 

readmission rates (CDC, 2020). 

My primary role in this doctoral project was to lead the development of this 

educational program. An interdisciplinary team of experts reviewed the educational 

content and assessed the pre- and posttest for content validity. Some of my family 

members have SCD. I have spent much of my professional career caring for family 

members and patients with SCD in my place of employment. In addition, my youngest 

son was born with the sickle cell trait. SCD was not discussed or explained throughout 

my pregnancy, and my child was not screened. 

Given that SCD is a prominent disease among African Americans, more focus 

should be on providing testing opportunities for pregnant African American females. 

Sickle cell disease is more common among people of African descent, including African 

Americans, among whom 1 in 12 carry the sickle cell gene (Goldstein et al., 2020).  The 

current project addressed patient self-care, the lack of preventive education about SCD, 
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and the pathophysiology associated with how children come to be born with the disease. 

No education or information was provided regarding asking my partner before 

conceiving a child whether he knew was a carrier of the sickle cell trait. The sickle cell 

trait is inherited from one or both parents; two parents who carry the trait produce 

children with active disease (Goldstein et al., 2020).  SCD manifestation can be predicted 

and avoided if prospective parents are educated on how the disease is passed on to their 

children.  My experience with the health care system during one of the most vulnerable 

times in my life has driven my passion for advocating for change that would better 

prepare women for all possible outcomes.  

There are many barriers for patients and their families to access the services 

needed to manage SCD. These challenges include chronic pain, perception of addiction, 

implicit bias, frequent hospitalizations, and several emergency departments’ visits 

(Goldstein et al., 2020). There is also a knowledge deficit for clinicians or patients and 

stigma associated with SCD. Evidence suggests a preconceived notion about narcotic 

addiction and sickle cell patients that caused many healthcare professionals to be very 

reluctant to administer appropriate doses of opioids (Bulgin et al., 2019).  In that same 

study, other findings included that the nurses verbalized feelings of frustration, anger, and 

a sense of being manipulated by patients with sickle cell disease due to the lack of 

knowledge about the disease (Bulgin, et al., 2019).  These feelings of frustration and 

anger from nurses collectively hinder the delivery of evidence-based care to patients 

living with SCD.  
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Emergency Department providers performed a cross-sectional study to assess 

their self-reported adherence to national pain recommendations regarding opioid use in 

managing SCD. The study determined that 93% of providers self-reported adherence to 

recommendations; however, they also reported that they tend to deviate from 

recommendations on patients where there is a general lack of compliance with disease 

management outside of the hospital. (Rushton, 2019). This evidence shows that negative 

healthcare provider attitudes are the care that some patients living with SCD experience. 

African American patients living with chronic illness, especially those living with 

SCD, encounter numerous health care disparities daily. The differences hinder them from 

achieving quality healthcare. I have an affinity toward this patient population and am 

committed to providing patients with SCD with culturally sensitive and comprehensive 

care. 

The self-management of chronic illness improves health outcomes for patients 

living with SCD and improves their quality of life by empowering their health. Optimal 

management of this population must include an evidence-based standardized plan of care 

(Yacoub et al., 2019). Being a healthcare executive, I am always looking for ways to 

deliver quality care efficiently and in the most cost-effective manner. More importantly, I 

am also responsible for ensuring that the care being provided to patients in this vulnerable 

group is effective and meaningful. Our greatest need is to provide information and 

education to care providers (mainly nurses) who influence how well patients transition 

back into their home environments after discharge from the hospital. The education 
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program that I emanated from this doctoral project was intended to empower nurses with 

knowledge about the self-management of SCD. The nurses, in turn, educated the patients 

before their discharge, an endeavor that ensures patients are well equipped to manage 

themselves even after they leave the hospital. 

Role of the Project Team 

In addition to myself, the doctoral student, project team members included the 

social worker for the sickle cell program, the SCD program director, and the clinical 

nurse education specialist for the SCD unit. Each project team member was responsible 

for providing their expertise and guidance to create the content for a health education 

program. There was also a panel of experts in the management of SCD who validated the 

knowledge assessment tool and determined the content validity (CVI) of the tool. The 

expert panel consisted of 3 attending physicians who provide care for patients with SCD 

at the project site, one nurse practitioner who works with patients living with SCD, and a 

clinical education specialist from the Emergency Department who has a significant 

amount of experience in the management of SCD. The project team expects to use this 

project to educate nurses about the self-care of SCD. A series of classes spread out over 

one week was offered to make it convenient for those attending the program. There was a 

purposeful effort to identify and address any barriers to participation to ensure the 

targeted RNs could participate without reservation from the participants. 
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Summary 

Section 2 was intended to help justify creating an education program targeting 

caring for patients with SCD. This project was explicitly designed to make a difference 

for patients with SCD. However, this program can easily be replicated to address other 

chronic illnesses where self-management has proven to impact overall outcomes for 

patients. Section 3 provides the reader with details on determining the most valuable data, 

collection methodology and processes, and data collation for this proposed education 

project. It was designed to understand that data integrity and validity must be controlled 

in the design phase. The effectiveness of the project was based on our ability to compare 

two sets of data to determine if an educational project for RNs leads to increased 

knowledge of patient self-care in the management of SCD. Section 3 also provides 

information on how the data was collected, managed, and analyzed to answer the practice 

question. 
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Section 3: Collection and Analysis of Evidence 

SCD presents significant medical challenges to patients, relatives, and society. 

Symptoms of the disease may worsen in adolescence. When symptoms worsen, health 

care providers should transfer the responsibility of care to patients. The current project 

was designed to determine whether an educational intervention targeting RNs increased 

their knowledge of the impact of self-care in SCD management. Providing RNs with 

education to teach and provide self-management support to patients living with SCD may 

improve transition outcomes in this vulnerable population (Melita et al., 2019). The gap 

in practice was addressed by developing and delivering an education program for RNs 

focused on defining the role of self-care for patients in the overall care and management 

of SCD. The gap in practice addressed by this project was nurses’ lack of knowledge of 

patient self-care in the management of SCD.  

The process used for data collection and data analysis used is discussed in this 

section. Patient feedback via patient satisfaction survey scores indicated the lack of 

preparation patients have, which warranted the need for this DNP project. The pre- and 

posttest tool to assess the nurses’ knowledge in this project was the Living Well with 

Sickle Cell Self-Care Toolkit (see Appendix A). The CDC (2020) created the toolkit as a 

resource to help patients living with SCD maximize their quality of life through 

mastering self-care and knowledge of the SCD process. An overarching goal in 

developing this tool was to change the approach patients have taken with SCD to be more 

comprehensive and inclusive of patients as partners. The CDC created the toolkit as a 
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step-by-step guide for patients and their families for understanding the disease and its 

impact on their bodies and for managing the disease in everyday situations. The toolkit 

also contains a knowledge assessment for patients, which was used to create the 

knowledge assessment tool for this project (see Appendix B). Expert clinicians validated 

the tool, especially in SCD, using the content validity index scores. Providing this 

additional education to nurses may lead to improved nursing knowledge and could 

positively impact the quality of patient education on self-care management at hospital 

discharge. The education program focused on recognizing individual body cues and self-

management of disease symptoms at home for patients living with SCD. The target 

audience for this doctoral educational program was RNs working in a hematology unit 

that primarily cares for patients living with SCD.  

The evidence sources that provided context for the identified practice problem 

included prevalence data from the Sickle Cell Disease Association of America. Literature 

from peer-reviewed sources was also included from the Journal of Advanced Nursing and 

the American Journal of Hematology on the role of self-care in chronic disease 

management (see Brandow et al., 2020).  Experts specializing in caring for patients living 

with SCD were also engaged to include best practices regarding pain and symptom 

management. Information gathered from these experts was used to create a 

comprehensive educational program for RNs.  

A pre-intervention and post-intervention knowledge assessment were 

administered to the participants to determine whether there was an increase in knowledge 
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after implementing the education program. SCD presents significant medical challenges, 

including but not limited to severe pain, difficulty breathing, anemia, and chronic fatigue 

for patients who have this diagnosis. These symptoms are most extreme during 

adolescence when health care workers prepare to hand off the disease care to patients 

(Crosby et al,, 2020). This DNP project was designed with this challenge in mind for 

nurses to understand the impact of adequate self-care on overall health outcomes in this 

patient population. 

The local problem was a lack of knowledge of patient self-care among RNs who 

care for patients with SCD. This lack of education contributes to the more significant 

problem of patients being sent home unaware of managing their disease on their own. 

This could lead to unnecessary hospitalizations and poor health outcomes. The practice-

focused question addressed in this project was whether RNs can increase their knowledge 

of the self-care of SCD after receiving an educational intervention. The project was a 

comprehensive and focused educational program that offered an extensive discussion of 

SCD self-care and its impact on the management of SCD. 

Sources of Evidence 

The evidence for this project was obtained from databases and search engines 

including CINAHL, Med Scape, Science Direct, Academic Search Premier, PubMed, and 

the Cochrane Library. Outcomes from previous studies with a close relationship to the 

practice problem were provided by the Sickle Cell Disease Coalition, an organization 

formed to amplify the voice of the SCD stakeholder community to improve outcomes for 
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individuals with SCD. Key search terms used to search included self-care in sickle cell 

management, discharge planning and self-care in pain management, self-efficacy, and 

discharge planning. 

Evidence Generated for the Doctoral Project 

Evidence for this project was generated in two ways. The first was through a 

systematic review of literature. The purpose of this doctoral project was to create 

knowledge that educates RNs on how patients with SCD can manage their disease at 

home. The primary source used to construct this education project was a self-care toolkit 

created by the CDC to instruct patients on the practical ways that they can improve their 

health and how to manage the symptoms of SCD at home. The toolkit provides a 

comprehensive overview of SCD and offers an easy-to-follow guide containing all of the 

considerations that patients living with this illness should know. The toolkit provides the 

top six steps to manage SCD, including finding good medical care, getting regular 

checkups, preventing infections, learning healthy habits, engaging in research studies if 

possible, and participating in support groups (CDC, 2020).  

Evidence was generated to answer the project question via the administration of a 

pre- and post-test to program participants. The method was essential in evaluating the 

impact of this program to improve knowledge. At the program’s start, the participants 

completed a pre-intervention knowledge assessment to evaluate what they knew about 

SCD self-care. Then the education program was given to the participants. Upon its 

conclusion, the participants completed a post-intervention knowledge assessment with the 
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same content as the pre-intervention knowledge assessment. Results from the two tests 

were compared to determine the level of learning. The outcome provided crucial evidence 

on the knowledge gap among nurses regarding the management of SCD. The outcome 

also highlighted the areas where nurses had knowledge deficits. 

Participants 

Participant selection was an integral component of the implementation of this 

project. The individuals identified and targeted for participation in this education program 

included RNs assigned to an 18-bed hematology unit whose primary patient population 

includes patients diagnosed with SCD admitted with a diagnosis of complications 

associated with SCD. Knowledge gaps, prejudices, negative attitudes, and suboptimal 

pain management plans can perpetuate a cycle of SCD patient–provider mistrust and 

dissatisfaction (Puri et al., 2018). The nurses on the project unit are responsible for 

educating SCD patients and preparing patients for hospital discharges. The unit has 22 

nurses whose participation in this doctoral project was voluntary. These prospective 

participants were relevant to this project because they regularly contact patients from 

admission through discharge. Nurses who had worked on the nursing unit for fewer than 

6 months at the program’s implementation were excluded from participation. The 

experience gained from working in this unit has enabled these nurses to learn specialized 

care of patients with SCD and work closely with attending physicians who oversee care 

for these patients on an inpatient and outpatient basis. The selection of participants was 

intentional due to their established therapeutic relationships with many of the patients in 
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the sickle cell community. Informed consent was obtained from participants before the 

initiation of the program. 

Analysis and Synthesis 

The data collected for this project included the scores from the knowledge 

assessment tests for each participant pre- and post-intervention. The knowledge 

assessment test contained 15 questions with associated multiple-choice responses. The 

participants were asked to circle the best answer corresponding to the question. Each 

participant’s pre- and post-intervention knowledge assessment was labeled with the same 

code to allow me to compare pre- and post-intervention assessment scores. Participant 

names were not collected to maintain anonymity. Walden University Institutional Review 

Board (IRB) approval was obtained, per program rules. However, the program site’s IRB 

was not engaged due to the project design of an education program and no request to use 

any patient or participant information in the program. The project site deferred to Walden 

University’s IRB review process. 

The knowledge assessment included items that measured RNs’ knowledge of 

SCD self-care: pain assessment, control of acute pain, identification of individual cues of 

crisis onset, and education on discharge. The content aligned with the CDC’s Living well 

with Sickle Cell Self-Care Toolkit. The toolkit was designed to provide valuable 

information to help patients understand and monitor their health care and manage their 

disease (CDC, 2020). To ensure the validity of the scoring process, I was responsible for 

scoring the knowledge assessment tests using an answer key that was created using the 
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Living Well with Sickle Cell Toolkit used to develop the educational program. The 

questions were answered based on the information in the program, and each participant’s 

knowledge assessment was scored using the answer key. After scoring the tests, I entered 

the results into the Excel spreadsheet for analysis. The same process was carried out for 

the pre- and posttests. Microsoft Excel was used to organize the two sets of data, which 

were contained in two separate datasheets. One sheet included scores for the pre-

intervention test, and the second sheet was used to record post-intervention scores. The 

data were analyzed using Statistical Package for the Social Sciences software to provide 

inferential statistics via paired t tests to determine the statistical significance of the 

difference of the scores before and after the intervention. 

Summary 

This section provided information on the methodology of this doctoral project. 

This section highlighted the design used in the project. Secondly, I explained the study 

process, including the pre- and post-assessment of the participants’ knowledge levels and 

the development of the educational program. Additionally, Section 3 provided 

information about the participants of this project. Because this project addressed the 

knowledge deficit among nurses concerning the care of patients with SCD, I recruited 

nurses working in a SCD unit. This approach helped the project team gather relevant 

information on patients’ self-care issues. I also discussed how the data from the pretest 

and posttest assessments were analyzed. The evaluation results were used to help the 
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project team assess whether the doctoral project was successful. Section 4 provides the 

results of statistical analyses and an assessment of the education program’s effectiveness. 
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Section 4: Findings and Recommendations 

Evidence-based practice is centered on the ability of clinicians to review the 

findings of a study or quality project and translate the findings into actionable 

interventions. The local problem that influenced this project was an investigation of a 

perceived nursing knowledge gap regarding the self-management of SCD for patients 

living with the disease. This results in ineffective patient education on this crucial 

information on SCD management at the time of discharge from the hospital. As a result, 

an educational program was created targeting RNs who primarily care for patients living 

with SCD to improve RNs’ baseline knowledge of self-management in the SCD 

population. The primary source of evidence used to determine whether there was an 

increase in knowledge was the analysis of the preintervention knowledge assessment 

scores and the post-intervention knowledge assessment scores. Inferential statistical 

analysis was performed using a comparative t test to analyze the difference in pre- and 

post-intervention scores. In Section 4, findings of the project and recommendations for 

action are presented. 

Findings and Implications 

Participant selection was crucial to the overall impact of the project. Participant 

selection was intentional as I targeted a specialized group of nurses who cared for 

patients living with SCD. Nineteen nurse participants were selected via convenience 

sampling on a 21-bed hematology/oncology inpatient unit for SCD exaggerated patients. 

These 19 nurses represented 56% of the nurses on the unit. This sample included nurses 
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from the day and night shifts. All nurses who participated in the project had worked on 

the unit for over 3 years and included two male nurses and 17 female nurses. The 

collection of other demographic information was intentionally scarce to preserve the 

anonymity of those who volunteered to participate. This DNP project addressed the 

knowledge of nurses caring for patients with SCD regarding the components of self-care 

and self-management necessary for patients to manage their SCD at home after discharge 

from the hospital.  

After providing informed consent, participants completed a knowledge 

assessment test on patient self-care in the management of SCD. This was done to 

establish baseline knowledge levels before the educational program was given. After the 

preintervention knowledge assessment test was completed, the educational intervention 

was conducted in a lecture-style format using a PowerPoint presentation (see Appendix 

C). Immediately following the intervention, participants received an identical post 

education knowledge assessment test to complete. The sources of evidence used to 

determine the project’s success were the pre- and post-intervention knowledge 

assessment test scores. The tool consisted of 15 questions that were created from the 

content found in the toolkit for patients with SCD (see Appendix B). The tool also had 

specific questions about acute and chronic pain management and identification of body 

cues for patients to guide the patient’s choice of pain management. The evidence used to 

create the knowledge assessment test was the self-care toolkit for patients with SCD 

created by the CDC (2018) to systematically instruct patients on how to engage in their 
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plan of care as partners with the medical team to manage their disease successfully at 

home. The data from the pre- and post-intervention scores were recorded, and the 

differences, mean difference, and sum of the squared difference were determined (see 

Appendix D). Data were analyzed using a t test. Results showed a t value of 10.54 for the 

differences in pre- and post-education intervention scores, as shown in Figure 1. The 

statistical significance had a 95% confidence interval with a p value of < 0.00178 (see 

Appendix D). The difference of means of the preintervention and postintervention scores 

was -33.32, the degree of freedom was 18, and the standard error of difference was 0.725. 

Figure 1  
 
Statistical Analysis of Pre- and Posteducation Intervention Scores 

The results showed that the participants displayed a higher level of knowledge 

after the educational intervention. Therefore, it increased nurses’ knowledge of caring for 

patients living with SCD, and the results met the identified goal. This project had all of 

the foundational qualities that helped guide its success, including a clear and shared focus 

Difference score calculations

t-value calculation
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among all stakeholders and high levels of collaboration and communication during 

project implementation. The DNP project addressed the knowledge of nurses caring for 

and preparing patients living with SCD to care for themselves and manage their care 

upon discharge.  

One of the unexpected findings from this project was how high the baseline 

knowledge was regarding the topic of self-care in the management of SCD. Factors such 

as professional experience, personal experience, and education level can impact a nurse’s 

baseline knowledge of the importance of self-care in the management of SCD. Due to the 

variability of factors that impact an RN’s baseline knowledge of patient self-management 

in SCD management, all nurses working with SCD patients should be provided with this 

information when caring for SCD patients consistently because this information has a 

profound impact on the overall management of the disease process. Ensuring that all 

nurses working with SCD are provided SCD education may help ensure that all patients 

receive information in self-care in the management of this disease. 

Although this project targeted nurses working with patients with SCD, this 

program can also be used to educate other nurses not as knowledgeable about SCD or the 

challenges of patients living with this disease. This education may increase patients’ 

overall success in managing SCD at home. Another implication is the lack of 

standardization in the information being taught on the inpatient units and what is taught 

in the office setting. The education program ensures the availability of evidence-based 

knowledge and consistency between what is taught to patients in inpatient and outpatient 
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settings. The alignment of discharge instructions and teaching between the inpatient and 

outpatient setting will provide redundancy for patients, which may increase patient 

knowledge of self-care. 

Recommendations 

This project’s findings may increase nurses’ knowledge regarding patient self-care 

in SCD management. The primary recommendation was to add educational content 

defining and describing the importance of patient self-care and the potential impact on 

the overall management of SCD to the RN onboarding program and to the annual 

competencies for all RNs. The recommendations are for all RNs who directly or 

indirectly care for patients living with SCD. This project demonstrated that nursing 

education on the components of self-care for patients living with SCD increased nurses’ 

knowledge. Increasing the number of RNs educated on this subject may improve patients’ 

preparation to manage their disease on their own after discharge, and may reduce the 

number of unnecessary hospital admissions. Patients who are able to become familiar 

with their body cues have a better chance of intervening to manage their symptoms 

before they get so bad they need to go to an emergency department. Fewer emergency 

department visits may lead to a better quality of life as patients can spend time doing the 

things they enjoy instead of lying in a hospital bed. 

Standardizing the education program is essential for all RNs caring for patients 

living with SCD to close the knowledge gap currently seen in practice. The self-care 

toolkit for patients with SCD is a single source for education. Unit leaders can add a 
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section into the current curriculum for newly hired staff. I categorize this intervention as a 

low-energy high-impact intervention that improves the knowledge of the bedside nurses 

caring for patients with SCD, which better prepares patients to manage their disease at 

home. 

Contribution of the Doctoral Project Team 

Individual commitment to a group effort constitutes effective teamwork. The 

doctoral project team for this project included clinicians working with the SCD 

population. This team served as expert consultants to validate the knowledge assessment 

and contributed to developing the educational content designed as the intervention. The 

project team members included the nurse educator for the hematology/oncology unit. The 

role she played in this project was in the capacity of a content expert. She was able to aid 

in developing the educational PowerPoint. She was also instrumental in developing an 

implementation plan post project because she is heavily involved in designing the nursing 

onboarding curriculum. The social worker for the SCD program was also a project team 

member. She served as an expert advisor and provided validation and information on the 

social aspects of life with SCD, which contributed to the development of the curriculum. 

I was fortunate to work with this group of talented individuals who contributed so much 

to the project’s success. The key to this team’s success was that we were all aligned and 

focused on a common goal. Every team member was vested in making a difference for 

the patients living with SCD, which allowed for a successful project. This project team 
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had all of the necessary elements to be successful. Those elements included commitment, 

contribution, good communication, and cooperation. 

Strengths and Limitations of the Project 

The strengths of this doctoral project were numerous. This project involved the 

creation of an educational program targeted at a small population of nurses. This was a 

strength because it made for concise and standardized objectives covering a particular 

scope. Another strength of this project was that the outcome of this project could impact 

the direct care of patients. An educated RN produces an informed patient who has the 

knowledge and skills to make better health choices (Kim et al., 2021). Engaging patients 

as partners in their care may decrease the number of unnecessary emergency department 

encounters, which often leads to unnecessary admissions to the hospital (CDC, 2020). 

When a detailed care plan is not available, patients are likely to return to the emergency 

department after discharge for problematic issues such as nutrition concerns or drug 

prescriptions ( Kim et al., 2021). RNs who have received the education from this project 

may provide patients with information on what to do should they have prescription or 

nutrition questions, eliminating the need to visit the emergency department. The project’s 

strength was determined by applying the intervention on a system or population level. 

This project may impact a group of patients who receive their SCD care within one 

organization. A project of similar design could be implemented at a larger organization 

with a more robust sample of participants. The project could be easily replicated at other 

organizations with potentially the same impact on the SCD patient population. 
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Additionally, a strength of this project was that the adoption of the recommendations 

derived from this project could be easily adaptable to current processes in place for 

educating nurses. The nursing education curriculum is designed with the flexibility to add 

or remove content as necessary. Based on the project team’s feedback, the educational 

content derived from this project could easily be added to the current onboarding 

curriculum for newly hired nurses to the hematology/oncology unit.  

Although this project produced the desired result, which was to increase the 

knowledge of RNs caring for patients living with SCD, some limitations were identified. 

The most obvious limitation was that based on the project’s design, there was no clear 

way to determine whether the intervention performed in the project impacted overall 

health outcomes for patients. This project was designed to measure only whether the 

nurses’ knowledge had increased because of an educational intervention. Patients may be 

impacted when RNs translate what they know in their nursing practice when caring for 

patients living with SCD, but this project could not provide any validating data to this 

effect. The other limitation to this study was that the sample size for this project was very 

small, which affected the statistical significance in the pre- and postintervention scores. 

The unit was selected as a small 18-bed unit with limited staff. Participation was sought 

on a volunteer basis, which led to a smaller than desired sample size. The unit employs 

approximately 45 RNs. The current sample size represented 56% of the total number of 

available staff nurses. Recommendations for future projects would be to offer this 

educational program to a larger group of RNs to measure results in pre- and post-
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knowledge assessment scores. Additionally, this project could be replicated to educate 

nurses on any chronic illness that requires a great deal of patient autonomy and self-care 

in the long-term management of the condition due to disease complexity. 
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Section 5: Dissemination Plan 

The overall success of a quality improvement project is impacted by 

disseminating the results and translating the findings into actionable items in practice. 

The dissemination plan created for this project involved an internal and external 

dissemination approach. First, the project scope and results were shared with the entire 

team of clinical staff who work on and support this 18-bed hematology unit that houses 

the SCD program. This dissemination was done via team staff meetings by the nursing 

unit leaders, many of whom were on the project team. The staff meetings on this unit 

reach approximately 80% of the staff monthly, so this was an effective mode of 

communication to the larger group.  

The internal dissemination plan included sharing the results with the quality 

director and performance improvement specialists. Unnecessary hospital readmissions of 

the SCD population have focused on quality leaders at the selected project site. Sharing 

this project and making a formal proposal for enculturation of the education project on 

the unit was very important for helping the quality experts understand the potential 

impact this project could have on the organization’s readmission data. Additionally, the 

organization has a quarterly forum in which quality projects are shared to individuals 

across three different sites within the same health system. This formal meeting will also 

serve to complement the internal dissemination plan and is a good forum to spark interest 

in replication at other sites within the health system. The external dissemination plan 

involved sharing the project with other practitioners who care for this unique patient 
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population in other health systems. The education project will also be shared with the 

outpatient office staff who are the primary care providers for patients living with SCD 

who receive care at the hospital site. Due to the limited sample size and the data 

outcomes, sharing this project on a broader platform such as a professional conference is 

not likely. However, I have a strong familial history with this disease, which brought this 

topic to the forefront of challenges to be addressed. I plan to share informally with my 

family and circle of friends whom SCD might also touch to offer insight and education to 

them. 

Analysis of Self 

As I self-reflect, I played many roles in the management of this project. This was 

not unusual in my professional career as a nurse leader. Pressing patient care concerns are 

often presented as an identified need to act to improve patient care. As I began the project 

by meeting and sharing ideas with stakeholders, all of the stakeholders were engaged in 

the work. Although the desire to address this problem was apparent, the priorities 

changed. I found myself stepping up in many different aspects of the project to ensure 

that it continued moving forward. I did not have a role as a practitioner for the project. 

The experts in the field provided the clinician’s perspective. The roles that I found myself 

in were project manager and executive sponsor. My primary responsibilities were to lead 

the team to execute a formal education program for RNs caring for patients with SCD. 

Other duties that I found myself responsible for were management of the logistics of the 

project. Those logistics included but were not limited to scheduling the dates to speak to 
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staff to provide informed consent and elicit interest, booking the room for the education 

intervention, and ensuring staff were able to spend the time necessary to participate in the 

program. In my professional life, this type of leadership role was familiar to me and 

aligned with duties associated with my current leadership role. As a director of nursing, I 

am well versed in pulling a team together to use data to guide process improvement. This 

project required a cohesive and collaborative relationship among the health care team 

members. Open communication and respecting the position of each member on the team 

were vital in engaging stakeholders toward a common problem. 

Summary 

Preparing patients for a seamless transition to home self-care is one of the most 

impactful duties for which RNs are responsible. When the complexity of a chronic illness 

like SCD is added, the impact of this process becomes more significant. Although SCD is 

an underfunded illness and has been criticized as a significant contributor to the health 

care disparities faced by people of color, medical advances and treatments have 

prolonged the lives of patients living with SCD. My DNP project addressed the impact of 

a patient’s self-management of their disease on their overall heath, and reducing the 

number of unnecessary hospitalizations resulting from an uninformed group leaving the 

hospital without the skills or knowledge they need to care for themselves at home. The 

question posed in this DNP project was whether a focused education program targeting 

RNs working with patients with SCD on the components of self-care and self-

management would improve nurses’ knowledge of the topic. The baseline knowledge of 
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RNs who work with patients living with SCD was measured before and after the 

education intervention. The findings were that the postintervention knowledge 

assessment test scores were higher. This difference was statistically significant after a 

statistical analysis using t tests. RNs who were a part of the program had a high level of 

baseline knowledge of SCD and how patients living with the disease are impacted daily. 

The project succeeded because the education intervention improved the RNs’ overall 

knowledge. Increased knowledge about patient self-care in managing SCD may lead to 

better outcomes for patients. Self-care is directly related to health behavior, and it 

also affects health behaviors indirectly through its impact on goals. Patients living with 

SCD typically have feelings of fear and loss of control. Providing such patients with the 

tools to manage their disease at home gives them power and control. Evidence-based 

practice supports the practice of self-care (Narasimhan et al., 2019). Researchers in the 

field confirmed self-care existed before formal health systems and is an important 

contributor to health outcomes (Narasimhan et al., 2019). For many people, self-care 

within well-established cultural and social norms may be the only portion of the health 

care system they access. Within the most advanced health care systems, self-care remains 

a crucial component for maintaining health. 
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