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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 ¢ 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 RN caring for patients



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



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



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.



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. [ 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, |
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 RN 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 ¢ 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 ¢ 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



31
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 ¢ test. Results showed a ¢ 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

Difference score calculations

t-value calculation

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
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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 RN 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.



39
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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staft 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 ¢ 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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Appendix A: Living Well With Sickle Cell Disease Self-Care Toolkit
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Section 2:
Living Well With Sickle Cell Disease

Six Steps to Living Well With Sickle Cell Disease

foucan live a lull e 2ne engay mast ¢f the 221 wites 1481 ather peaple da. The "ikvang bps will help
sous.aydshiealby @ pussibhe

Find good medico! amvebickls cell ¢ s2a5e 15 2 complax diseare. Locd gual ty medial <are from
F0009r5 andd Aurses Al know AI6T 292 1T the o wease 2an b [ o2t ome sen o s prokiame Often
the vest i s ez = lemwcloge. g dutloe whio sped alices o bloud devaezywu biog w2 ean ol
spec 3 lists,

et requiar ¢heckip t— 2 q0lar hegith chac<l 55 & Thapeimary o docioe 22 help pregen some
ST BIOL L

Preventintections—Loonmon iliresses, bke wfhienze, quiz<dy can bezome dange ous for aperon
Wik SCL | re bestdaferse s totave s mple steps | ke washirg pour hands freguently %o help prrvent
irfectians. Sex “*iveTipe 1 Help Prover: alatien” for moee rarmation

Leart lisalti;y habiri—Dirking € 10 10 dlasses of veater evary day anc eating veathy faod will

he ptc mantan veraticr and proper natrt oo People wath 570 svoulc mantan 2 Ealanced bedy
tempeure. cottra ekbor tee hat rartoa cold. Rartkdpat ag 11 physhal cctivity to Fdip scay healt, is
vy imiportant Muvasver, LS easer Ll thal yod Jun ‘Luvendo osslaoien Liad, and Jiine plenty o™ wabe

Lock forcnrcal studies—Nheavs clinical research studie s ooour frequently and these studies might Jive
YOUACCELS 1D A 2n med i Zines ane Liestment opt ans

Getsupport—Fird a paden; supzcrt grou o com mar ty-based cogar zatdon the; tan peevide
irformeion, asstance, and sLpoct

th S<he el Dhome Salt-CatuToz bt Socoio s 2ilivi=g Wl "t Sichle Coll Dl aie -4

57



Five Tips To Help Prevent Infections
Camman |l nesses, e e za quickly can accame danga-aue foe apesen with S0
The beadefere o s e take: ample stope te hedp prece it Infectioee.,

1. Vouines—5adinr &5 are  graas way 10 prevent many senoas indec s ons, Adults and <ildrer
vonth L0 should neve the Sfluenca accne every yeeg, 25 well as the parurozcccal vaccine
anc any othzs recommend:d oy their doctor.

2 Peniciia—25 dli A can nelp prevent Aleaiers CFldren with S0 <haule take penicr in foe
s ar il peescribed by g docoe] evory day oo Viey are dl ezt S geaes of ape

5. Woshing hamels - Viazl 1y yose hanud is v of Use bl ways L help preve . geling o
irsstian, Pecaka wille 302, Ure lamilies, 510 sthar cawlakans shoukd wash their ards ath
soap ard clesawame My rmes eack daw. B yni At haws across ra seap and e el
can e god Fard eleoners with alzcoolinthem

wish yur - hands beare

= Mahiig vl

* Eslinga

Wash on s hands after

» Ling the o::hmam.

» Blowing vour nose eaughing or snecsng.

* Shatn g hands

* Touching people o Uirigs el Lo ety yetins, suthiax
= Clapers or ach ld who has used the tollat,
s Food that Fasro: beer ennkbed i mzss, s oges, or Lok od vegetszless,
> Anienals 01 = 1ial wasbe,
= Thashi,
> A wheis sich,

4. Fead Safsty S0 mors R atype of bactenum inseire foodk, <1 Le espedaly hermiul
o chiideen win SLD. 0 2uoid 2epasure to this and other bactera 2 to May safe when
ratking andd pating:

B Voack wr hands, £LTng 298708, COUPTErs o s e araes re4sds alter they
loudiuneoohed fuods.

o Wl wegelablhs o (uit wel L s eating Uean

= Ccakmessuntl s well don, The pices shosdd run clear 20d e shoddd o
rg pinkirside

LVng e | idth S <he Sel Dhome Sali-Catu Toz M) Socoio - 2iLivisg Well Wt Sichle Coll DA sie -5



® Onrarem pow o grdemeckad 995 Nawy eqgs mght Be“hidic g ie hamresmade 5l e
sbace, Caests andd other hamemade sl dré ssings tiramiv., hamemade ice 2 ream,
T e ade mzpun s, coesie Juugh e hustings,

® Dorot st vaw o ur assteasizad 00 KO0 Sl Jiry preddects icheasas ), Make sure Uhese
G005 nave a abed thes says they are “pasteanized”

5 Avoid Reptiles—salmonellz (menticred previda iyl 15 dresent in some reptiles and zan be
copockally Tm L e praphe &t SCO.AREe sure dhiidren ard adubs stay awar T turtles,
sishes andlizaicds

Emergency Guide: When To See the Docter

It 5 very impoetent thnt every d2rion W th SUL nawe a plan for how t> get Fadp immed 2te yeent any
hour  f1azie b a prablem Be sarc 1o find 3 mzd cal Padlity 1t wall s ccocsr teyour medical
recards or keep 3 capy that yoa e ooy

Ge te ar armergency roorm or urgent enra facility right ooy for:
= Favwr dbove 1017,
& Ly ty bresthng.
& _hest pain.
® 04dneningl (Ralky el
& Severe 2adache.
® Sucdan waraknass a0 105 O Reading ard movene it
® segure

® Fainful erect o of tha penis that lasts moce the 4 houss

Call a doctor nght away for:
" Pain ey sl in the Best, that wil nod e suiv Ail4 1reatrert M home
® aqy g dder peablz v wath v aon

Lnge | idth S <he Sel Dhoms Sall-CatuToz b Socoio s i Livi=g Well 9t Sichkle Sl Dt aie -»
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Coping With Stress

TheBasics

Prajenting snd maaiging stoess an help bower your risy of wipacs healt s prealers ssseanted sith SCC.

‘fou con EIeYent or L s oy
o Fam oy abized
= Freoznryg u steesslul cwents.
Sur msbiess s iz Lo avoid You can lind ways W mancygs sty Ly
® Fecogniince when you fed stressed
® Tecirquime anelic
® Dettineg acs we ard cation heally
® :harng your fezlings vk fiiends anc tamiy.

What Are the Signs of Strecs?
W pecple are urdar sthess, they might bez!
= wWeered
= [rritablz
= Depecssed
® Unabl 1o “ear.
Sz alsc affects the bedy Physics 5igrs of sirsss Inclucs:
* Hegdadne,
= Eak pain,
= Froblents sheaping
= Stovach ugset
= whivhigain o luss
® Tense muedes,

& FGC Nt Crme wiv oL s cohds,

dAth S <he Zel Dhome Sall-CatuToz by

Socoio s 2 Livig Well vt

Sichls Tell M sin -7
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What Causes Stress?

Swss ulte s Cansed By scrve by o of Chang s, Byven posiive €15 1¢%s, iKe nanrage o s ol pronciian,
zan be stresstul. stoess can oo shor term cr long term.

Comman Causes af Shorr-Tesm Stress
* Hawng oo muchtodoord net ruch time.
= Haw o lets o e prakleme o tkc same diy ik oo eountesing @ craffiz fam ar running |ael.
= Seming lost.
= Hau 7 an Soument
Commaon Causes of Langer Torm Stross
= Folatlanship lseues
= Death of 3 loved ere.
= lliness
w Zoting for someane wha s« dk.
= Froblcirmaataerk

= Vonzy pechkom:.

What arc the benefitz of managing stress?

[Aanaging = tresa can help sous
= Sleop homer

= Zontrd yourwelyht.

= Geteleh kmsoften 2o hed sty

* Less neck = ol Lok pain,

= BzIngbee modd.

= Doralerg aerervikk family and friends

Take fictionl

Bclrg prepased and el of your sonc tien wi holp you fod cw stress. Eollow these sictips 1e
preve Tt and mancaz siresi

Flaa your thne—Think aheaa =000r o Wl =7 Caing e wse yooe fime. Wrre a ra-de ik and
rncide waich ke 200 the mast imparrar=. Re re/lsie ahoin haw ons cach roskowill ~ake

Aclax with: doep breathing  Take port (e deep beeathing =t vtk oe yoo - dazcs

th S<he el Dhome Salt-CatuToz bt Socuio s 2ilivi=g Wl Wit Sichle Sl Dl aie -
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el yaurmuteles— Try sirrching e 1ak g abat shasme tahelp pet ialse Siress cases eraon
ir vour muscles,

Germadag—M-n physical acriviry 1o Fokp prevenr ard manage siress. I akin can he ook pour
e and imaroes your 1Maod Belome voustat, e sed to Bscuss 50y imes el Jise 100iiny
WRE o de oy

® 0.~ cr 2 hoaws anc 30 minutes a veeek of moderate agaoicaciivity (&g wa king o bk ).
® Lo sure 2> muercise "0 at least 10 minutesat e bre.
® Dasreasgthening 2w mies e sit-aps o ifing sexghis) 41 beact 2 days swees

Shierre yousr feelings with Teasds a6 faanly—TeB pour T ercs 20 tamily it wou == Bedic 0 stres s,
They 1o b abhle = belp.

Gerhalp I pai nead le—=Ine help If youe <moss Aaean™ oo mway ar kasas geming werse.

Fiftean Reasons Why Exercise Is Good

Buitwg pliys Cally active can lwlp with mainta noog overal good healtly, The fallcwing ars
waainiples of Uie Lenelils of wasecising

¥ kelps i rprave and maltair goed ovzrall e th,

¢ Smanctlans The Gardiawz el ar Lpstern—a2arT Ings and Bliood (2 s
¥ P the sk ot oarsistart lliwss,

¥ Incre s erszle strencth,

¥ o B ility,

¢ Incresims anchirance anvl $13r na

¥ Indresas rataral gain Bllers [ Bed er Jorpleng ] n thae Dody's varscus system, worch lwilo
control

< EFelpsataweiskcontry

< kelps o mpeave qually of skeep.

< L Elps sk ance and ccard@inanan

¥ Redues 1500 Jue @ in eases v e gy,

¥ Redirssmasaulsswerdon, sness ard depeession
v Felps combat depeession ard ancizty.

¥ blps you mainzin a pos’ ve oudook.

¥ Falps 1 presant const paticr,

th S<he el Dhome Salt-CatuToz bt Socuio s 2ilivli=g Wkl 9t Sichle Coll Dl ase-»
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Section 3:
Tools for Managing Your Health

Where Can | Find and Print the Forms for My Self-Care Toolkit?

The Liang W= [ With Sickle Cell Cis2ase: Self-Care Taolkn indudes several farms that yau can Jse o
s e s o it Lz il infunzour mangy s your B U, and moniter yous mediod Lo Yoz tpn
Jopies o s lorng, which e avz lade 3t Sip M am o g el Ctlcoednues i

How Often Should | Update the Information in My Self-Care Toolkit?

Tor e mest halpful your S2if-C-e Toolkit should Srov de a snaps et o vour cument heslt status Be
suse bo Inz/ude new prescipiiang and treatment 1> omation. Lnce every faw monthe, you m oo vant
taan s amagh g ot and reenawe or file cerain sretiane

IFtnzg amact:ing oo kege peyau “rd youno borges 1eed thom.

Who Should Know About My Self-Care Toolkit?

Your sk le mabe sure 457 4 fandly, membrer oe ather coreq e knaws that you hoe g Sa f-Caes Toa e
ron @)z should mars sooe 0 al ey con Tinditin ae energency and being it (o U ek g hospils
whars you =6 mcsiving Jire

Ath S <he Sel Dhome Sall-CarnToz bt Sectionr J:Tao 5 for VMaaghag Yoer Haalth- i
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Lvng e | idth §<he Zel Dhome Salt-CatvToz bt

HEALTHY BEHAVIOR CONTRACT

Usetke goa sdeveloped on the Deve op e SMO T Gankt faer ¢ aoanplete pour heathy ~ahaviar
AN LSS T4 CarTRIET T bl pou 10 S0T Are armain hes 1y behawiars that & Fimprove your health
anw vael -y

Sased eoanawaeeness of my hea ch status, |
hawe dicidod te set e follow ra kchavior relaiee Fealth goal wehizk wil contilbute ta imgrevemnznt of
Yy persangl well-acrq

Wy healh bearvice goalis

& oy WA

The he nirs of my ach ~uing this goeal are

Thee = iLkipabed profihemns ur e s o c<iimg pus Live =l on e

Ihe beeviors wi adopttc accemglisk this oxronal hezity geal arz

et AL

Lvdll ~zinfe-cc my action: ky:
enc reward schievenznt o my goe by

L 2 Bave peer v Lhis contail a1 d ageee o Lcap=Llol =
positive suppert wstem thre gl oot this behsviar chisqe prajact.
Sigred Dhte

1w EUMARSC TS ZonT 2ot and 10702 1 1Re 2Cton T drcamglish mry 252l and 0 iseass 14 il
WAl vy peowdes, famel, mamber oo frend. Upan <Cne 20 T This Zomract (Wil icenmify my r21 amme
27 HABAMUNAY ard THe furtler sreps 10 impacws v, hegth M s

siqned _dee

Witness B K
Freatedaniy Nestwelre e

orme- U
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PERSONAL/FAMILY INFORMATION SHEET

Use akis fesm ta recand peeias s and fasn y infoemation 4 chse of 24 amerc sncy

O SR N N

[DATE OF FIRTH:

BLO0C TYPE:

TREPHONE NIBMDER:

PAZENY MAME
WFAPTIMARFE

ADCAESS:

TELEPHUNE NUMBER:

ADDITIONAL FAMILY INFORMATION

[ LANGUAGE $¢ OKEN AT HOME:

| OTHER LANGUAGEISK

| ” - -
[ INTERPRETER NEEDZD I\ ZIRCLEYES ORNO. Vi ]

Mo

LngWe | idth §che Sel Do Sali-CarnToz by

orme- 4
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MEDICAL EMERGENCY INFORMATION SHEET

Use kit fee ta raimain coress macics infaermaicr the case &% sy emegeisy.

FERSCHAL INFORMATION

L e

Frtran: Mod: ooy

Dusdonh L ik SualTew

LY B

e 7] e ap

o resance Seconior I o

i Privany nenance Kawoe s &G SHTOR Y 1IN 00 AT & SR

L SICXLE CELL DISEASE ‘TYPE |

LSS Cymiele a | ammaniad

[0 S 15ckle el hem gt O

{ LS Beba Thilons omie

gCt"u

ALLERGIES CASDIAC [ SURGERY

O dame C hcne ' Nzne

L LA L Likreoom LU Wiknwam

fdoc ool 4l erghes: D Angra (0 Aondominal
L Al vihins 'L Haal
O Congostlve Mot Fatlune C weg
L Comgguringl U Heaoloyrsl
CM |Gt
Qing
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| OTHEN CHRONIC CONDITIONS
U b L G vibting U Rk e
{l:l hstra U Feadacnzs O Sezuns

O Bhasding Davive C Fupatiiin T Seintanwe Many
O <aroer i ¥\ ‘cCm®.

O Caietiv D Fypres e sivn i ST

C Poalyds LG
CURRENT MEDICATIONS
M hone
00 Lknzwm
EMERGENCY CONTACT INFORVATION
Dyhpary Bepicia - DS SR L
Primary Docles i fems Rk tioat g Privacy Credect Tdspraow Mwben:

SCOMIa LR Rawt & HERM G g

Lol W OB IZKp e DS

Update nfa-matbon e alrhd Uss a separate dhees: e ceditenz Infaematieon

LvngWe | idth §chie Sl Ohooms Sali-Carv Toz bt
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SPECIALITY CARE INFORMATION SHEET

Use tFis oo 19 e tracs of the spac ity paovides win 522 part of ywour medic? | estment team

SPLCMLTY CARE FROVIDER:

DATE OF 15T VIS
'MMLING ADDRESS
TEREFHCONE FAXKJIMESER:

-EMAIL ADDRESS
COTAMENTS:

SPECIALTY ZARE PROVIDER:
DATE OF 15T ¥I5IT: -

MAILING ARDRE <5<

TELEFHONE SAX KUMSER:

EMAILADDRESS:
COMMENTS:

SPECIMALTY CARE FROVIDER:
DATE OF 1STUISIT:
MAILING ADDRE 5.

TEEFHONE FAXKOMALR

EMAIL ADDIESS -
COMMENTS:

LvngWe | idth §<he Ze ! Dhcoas Sali-Cartw Toz bt forma-1Y



MEDICAL APPOINTMENT SHEET

5 Steps Lo an effective medical appointment;
¥ AWt ower 2o ble s of Quest ong, o1 Both, Betaes you 0,

¥ Rark vour questions fram meet impartant (o l2ast imaotant.

¢ Share the bt aith ynir pacw e

¥ Tak il your hesltcane provider aboul uplicos o sudiestin g your prolbare o wnizins
< Speakwirh yenrprakder ahoen nest aeps o falln aip artiviies

: HEALTH . P WHAT WAS FOLLCW-UP
APPOINTMENT HEALTH PROVIDER REASONFOR DISCUSSED DR REQUIREDY
DRTETIME SHOVIDER CONTACT | AppoiNTMENT | DITEERRON NEXT
' INFORMATION XYL APPCINTMENT
Lving -h th §<be Zal Dl;no {n‘l-.u;u Tozibt

orma-
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PHARMACY PROVIDER INFORMATION SHEET

Tin Winozick us one phaemar 072! of saur preeng ! an menvd. Ths sl aliow your pharmast todecs
1k afal maavnatees Beng uecd e parecal S atemc g Setaeen mecdiortang

Usatkis oo ta cmap trac< of 61 of yaure pha ma v peoviders

AARIMACY KAN S
MAILING ADORESS
TELEPHCHE AKX K UMAER:

EMAIL ADDRESS.

PAARIMACY AN =:

NAME OF FHANIMACIST:
MAILING ADDRESS:
TELEFHONE FAXKUMAER:
EMAIL ADDRESS

PHARSAC Y KAMS:

NAME OF FHANMACIST:
MAILING ADDRESS:
TEEFHONE SAXKUMEER:

EMAILADDRESS -

FHARMACY KANVE:
AL OF FHARMALISTS
MAILING ADDRESS:
TELEFHCNE 20X KUMSER:
EMAIL ADDRESS.

LvngWe | idth §<he Ze ! Dhcoas Sali-Cartw Toz bt fooma- iy
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INSURANCE INFORMATION SHEET

Llse aFis oo 1o e p tracs of insunance ol oy 2rd idenbilie a1 ¢4 num sers Jeosed cantict infdamastior

for S health Farane s predders Tor Ieoney SIIaGANe.

PEIMARY BNSURAKCE:

COMPANY:

FOLICY YUNEER:

CONTRCT FERSON:

'MAILING ADDRESS:

TELEFHOMNE NUMBER:

FACNUMBEA:

EMAIL ADDRESS

MEDICANGIHMO
IDENTIFICATION

NUMBER:

FOLICY NUMBER:

CONTACT PEREON:

'MAILING ADDRESS
TELEFHOMNE NUMBER:

FACNUMDIR:
EMAIL ADDRESS

SOCIAL 32CURITY INCOME
|DENTIFICATION NUMBER:

FOLICY NUMBER:

CORTRET PERSOR:
MAILING ADORESS

TREFHONFE NUIMBFER:
FAYNUMRER:

EMAIL ADDRESS

orme-ae
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MEDICATION LOG SHEET

Use tkis feem 19 grep trac of yau Mesication sage.

NAME) gmapr

‘'sTCR | STRENGTH

DOSEL | FREQUENCY | PURPOSE OF
PERDAY | MECCATION

SIDE EFFECTS

SPECIAL INSTRJCTIONS

NZLE: LAl 3ay & ber i of €2an) e Bo i X Catiora letnd

D SCRIE 108y
BRAAD HAME

~ PERSOW
TELEPHOKE
NURABER

DATE

SERVICE SUHEDULE

CUMMENTS

Wadical Equipment Ues fhicspare to racnnd amy (nfoomatos relabesd to ynur readionl equiament
(4= prine, Bimnd nime, Siee, fre)

LvngWe | idth §chie Sl Ohooms Sali-Carv Toz bt
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VACCINATION AND IMMUNIZATION TRACKING SHEET

stk fee ta e cand infarmation abaut y=o = Laccination 249 rreonizabon histar,

| NAME:

| DATE OF BIRTH:

BLCOO TYPE

VACCINE
CROmT o7

DATE

DATE | TOTALDCSES

Morldp

Hepattus B

v
'
HE under dge 3}

FLV ande” age 5)

Tdeas eg”

rAomos®

Rubs lo*

Mepatils &
{(hom after 1/ 1R

Veneeia®

TAT VIV PSY

Rotislus
HY

Rl Speay
Fi. Veczine!
TdneTop
(Borexzr Doesl

SERAE i WL ek D T VI LTy et

LvngWe | idth §chie Sl Ohooms Sali-Carv Toz bt
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HOSPITALIZATIONS AND SURGERICAL PROCEDURES
TRACKING SHEET

Use the form £ mecord insormation about vz - nzspalizations and history of surgizal procec Jres.

NAME ) S
DATE OF BIRTH; | swoopTwE |
HOSPITALIZATIONS
DATE HOSPITAL m  PURPOSE CF STRY CC¥MENTS
SURGICAL PROCEDURES |
: : ATENE NG PURPOSE OF PG
DATE HOSPITAL PHYSICIAN CPROTEDURE COMMENTS

LvngWe | idth §chie Sl Ohooms Sali-Carv Toz bt forme-dd
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TRANSFUSION TRACKING SHEET

Use th e sheet to racerd ndoem =t on about your transfusion bk stery.

NAME:

OATE OF BIRTH: [ Swoorie |

po— E— .
1RANSFUSIC HEQUIFEMENTS
PREMEDICATION NEEDS

o [ B

CUUDMTE | INCERRST  MEMOGLORIN  COMMENTSKOTES

TAANSFUSICN

L wmi‘n'rh i}nm beble el “.Il hr'l-cnul'b:lht

orma- 4
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LABORATORY TESTING SHEET
Jserhie shoer i keen rark of yo i labeemer, procenures and i
NAME
DATE OF BINTH. | SLODDTYPE |
Jate Cox “ule Do e

COMPLETE 3L000 '
COUBT (O] RESULTS RESULTS RESULTS RESILTS RESULTS
Whice Bloed Coit
Hemwplobin IKgk! ‘
Hematocric
Plaelors ‘
Bdacysee |
(Reti ] Cosant ‘
Abzzwite Neutrg
Caunt 1AN) e
Ll T
Qtren

LABUCRIORY TESTING GILUSSARY

Th sermateir blood couns (S8C) 5 1he mest sommon bisod te The GRS
Comp etz Blood Count s dora o Ang o the sumaer shese anc slae of the bliod oele and the

rencagithun el
Whine blzad calls (WEGS! orr 26 15 ol 222 i e 5 em isneelved in

White Blocd Cel defurdiiog e bode ot nbeliow Jawavs v

Hemoagiokin 5 che rote o mokenle o red blzod acls thet amies moggen
o e fromiteimgs o M bodys tiumars o sabendisae

Hswnooh ls : biood 1St 1T MOIEE; 170 2IMenGge o1 27 vol.me of
Heamtocrit whake kload Tha s~ 1 o foel Bl 2els.

P nsce t 1 N )

e I L
Abeswte uu-onlw.mmno Ih';':'b:ﬁ:‘n“?«.-upﬂ o is e bot2 ] sl e 0T WETS e s ceutio il on

LvngWe | idth §<he Ze ! Dhcoas Sali-Cartw Toz bt forma-ds
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ADDITIONALTESTING TRACKING SHEET

Asethis shean ta keen tck of poor labaemer, procadhires snd rasults

DATE OF BIRTH- | BLOODTYPE: |

ENDOCRINE LARORATORY TEST -

 DME | RESWOS | oiE RESULTS

Fasting Slood Glakose

Hemsaglobin AIC

mn

T4

Trisrzid SWmulating
Hur-onw [TiH)

FrecThyrosia

Caaweh Hormsosne

Parathyioid

Fo ke Stimulatiog
Har~ane [FSH)

Luteinizing Hommone (LH]

Estradiol

Teztomerene

Carnis

LvngWe | idth §chie Sl Ohooms Sali-Carv Toz bt
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STRESS DIARY SHEET
Use akis feem ta mes e ard sk wkat e ey yoo strens de g or waakly and whet o0 da to peess 47 o
redies yaur Arranal e lese.

stResseRs | 0 raess STRESS-REDUCING ACTVITIES

L wmi‘n'rh i}nm beble el “.Il hr'l-cnul'b:lht

forma-dy
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QUESTIONS TO ASK MY HEALTH PROVIDER
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NOTES PAGE
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NOTES PAGE
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T demifier

Appendix B: Knowledge Assessment Test Form

Y PLEASE DO NOTWRITE YOUR NAME ON THIS ASSESSMIENT TEST Trrevvs

i

AWOWLEOEC T ASSCSSMINT TOST

. Approkimately 80% of heoalthezse easrs aseardater with SO0 wlate tn

d. Paoamanegement

by S ke ol suppol groups
£. Inpatient hosoital care

. Wientsl Fealth sevicsy

Feople of descsr T make up 9= of the papulation with e« s ol in the United
Stales

a. Hlsnanle

b, Natwe American

o Alican

¢, Saouth Aslan

Stres: ard lack of coping skills can tause pat ents W ng wth SC0 to go nta acutce
relsls Anacks,
Trise Falss

‘Which of the tollowang symptcms could e signs of stress 7 patients livang with L0

3, Problems Sleeping

b, Depression

c. lroub'e Concentrating
. Wieight Gainfloss

r. Allod e abowe

Sickde coll is a chranic prages@ve discase thot can be cured with zporapriate mec <l
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True Fales
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may rartribate 1o 2eute Feacerhzion
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a. Urcontolled lwpartansion
h. Sile = HApztian
¢ Urzonmrolled pain
e Nuome of Ui svove,

23, 51k Coll Diswasw alfocts mciw amn Lisn wommen
True faise
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Appendix C: Educational Intervention PowerPoint Presentation

Self Management In
Sickle Cell Disease

MSN, RN. MBA, NEA.BC
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LETS TALK PAIN MANAGEMENT
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OTHER IMPORTANT TIPS
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