Improving Sickle Cell Care
e, in North & South Carolinc

Focus on Sickle Cell Disease

Caring for individuals with sickle cell disease (SCD) in the emergency department and
outpatient setting is complex. Funded by a grant from the Agency for Healthcare Research and
Quality, Duke University, Community Care North Carolina, NCCEP and NCENA are partnering to
conduct the project “Disseminating NIH Evidence Based Sickle Cell Recommendations in North
Carolina”. In this project investigators have developed a toolbox of decision support
algorithms, health maintenance charts, and screening tools for emergency and primary care
providers.

Specifically, as the project relates to ED care, the project is intended to:

1) Facilitate Evidence Based treatment of Sickle Cell Patients in the Emergency Department
2) Screen and refer patients from the emergency department with unmet social and
behavioral health needs that may contribute to high healthcare use

3) Support co-management between primary care providers and sickle cell specialists.

The toolbox is based upon the evidenced based treatment recommendations published by the
National Institute of Heart, Lung and Blood in 2014. NCCEP, CCNC, NCENA realize that the
algorithms presented are best practices to strive for and depending on ED volume and
department acuity at the time of patient presentation, these goals may not be reached.

Tools are available online and below:

Vaso-Occlusive Pain Crisis Algorithm:

https://sickleemergency.duke.edu/sites/default/files/ccnc-voc-protocol.pdf

SICKLE CELL| The entire toolbox is also available as an app, downloaded to your

.ﬂ;ﬁ:ﬁi iPhone, https://www.scdtoolbox.com/, passcode = 1234 for general use

nowacice | or email Dr. Nirmish Shah at Nirmish.shah.@duke.edu for specialty

rotocols for patenc it ccb | @ccess. The VOC algorithm is located under “Algorithms”, Emergency
Department VOC.



https://sickleemergency.duke.edu/sites/default/files/ccnc-voc-protocol.pdf
https://www.scdtoolbox.com/

Emergency Department Vaso-occlusive Crisis

Management: Adults and Children

Developad by tha COMNC Sickle Call Task Forca with reprasantation and formal endorsement from MC Emengency Mursa's Association and MC Collaga of
Emargancy Physicians. This algorithm was adapted from the recommandations for the tragtmant of vaso—occlusiva quidsline publishad by tha Mational
Institutes of Health, Mational Instituts of Heart, Lung and Blood, Svoence-Sases’ Maragement of Siokie Calf Disease: Expart Fanal Baport, 2014." Thass
quidalines ara based upon bast practos and contingant upon institutional resource availability and physician madical judgment.
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PAIN MANAGEMENT PROTOCOL

Time related goals are best practices to strive for.

- Use individual personalized analgesic dosing plans if and when awvailable (Electronic medical records).
- Treat pain aggressively & promptly. Rule out other sources of pain than VOC while treating WOC.

- Attempt to contact patients’ 5CID physician for analgesic suggestions, howewver, DO NOT delay
administration of analgesics.

= Adminizter first dose as soon as possible given triage and healthcare resources, ideally within 30 min of
triage or 60 min of registration.

- Administer intravenous opicids.

- Use the subcutaneocus route if obtaining IV access will significantly delay administratiom of first dose,
and, when intravenous access is not possible. Avoid intra-muscular route due to tissue damage and
erratic abzorption. Use weight based dosing whemn individual plan iz not available. {e.g. morphine Suifate,
2.1 ma kg, or hydromorphone .02 mgTog, Ex: 75 kg = M5 7.5 mg hydromorphone 1.5 mg )
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- Alloe patients to continue long-a2cting opicids in the ED, if prescribed as an ocutpatient.

- Re-assess for pain, pulse oximetry, and sedation, using a validated sedation scale such as RAAS, every 15-
30 minutes.

- Re-administer analgesic doses every 1330 minutes until pain relief is obtained, if the sedation score and
oxygenation status are acceptable. Rapid aggressive pain control will decrease the need for ad mission.

- Repeat doses ma)y be escalated by 25% of the initial dose if there is no or minimal improvement in pain
SCOre.

- If patient has received 3 doses, re-evaluate

- For improving but unresolved pain, continue to aggressively treat pain but consider an increasze in
dose, change in drug and for re-dosing intervals. Continue to treat in ED or transfer to observation
status and/Sor unit.

= If pain is resolwved, discharge home.

- Faor minimal or no change in pain, admit to hospital.

If facility has the ability and established protecols, consider beginning PCA in the ED after ad ministration
of a minimum of 2-3 doses (after initial parenteral doses)d. Do not delay pain treatment to start PCA.

ADJUVANT AGENTS

= Adminizter aral or parenteral N5AIDS as an ad juvant analgesic in the abszence of contraindications.
- Intrawvenouws or oral hydration at maintenance rate, caution with CHF or renal failure.
- Supplemental oxygen for 502 «<095% on room air.

- Treat itching with oral antihistamines {in some cazes intravenous ad ministration may be required), g 4-6
hours.

= Use non-pharmacologic approaches such as heat and distraction {e.g., music), when awvailable_

DISCHARGE HOME, ANALGESIC PRESCRIPTIONS, AND REFERRALS™

=+ Consult case management or social work early to identify unmet needs and work with patients with high
numbers of ED visits or hospitalizations.

= Encourage patient to contact sickle cell provider to obtain opicid prescriptions.
= If SCD¥ provider not awailable, prowide short course of short acting opicids {e.g., oxycodone, hydrocodonel.

= Consult state prescription monitoring database to guide opioid prescription determination:
https: nocsrsph hidinc.com

= Encourage PCF or SCD provider follow up within several days.
= Refer patients to the CCHC Central Call Center for linkage to care management follow-up.
FAX screening form to CCHNC Call Center: 888.978.0645.

? Ewvidence-Based Management of Sickle Cell Diszase: Expert Panel Report, 2014, (20140 Mational Institutes of Health, National Institute of
Heart, Lung and Blood. httpef Swwwonhlbionih.gov/health-profguidelines S sickle-cell-disease-guidelines /sickle-cell-dissase-reportpdf.

“Interm=t Citation: Emergency Feverity Index (E5) Implementation Handbool,, 2012 Edition: Chapter 3. ESl Level 2. November 201 1. Agency for
Healthcare Research and Cuality, Rockwille, MD. bitp’ ferww ahrggow/professionals fsystems fhospitalfesilesi 3 ool



Sickle Cell Disease Referral Farm

Provide the following information for the sickle cell patient to be referred. Plesse inform the patisnt they

- 3 will be contacted by CCHC to assist with the arrangement of additional resources if meaedead.

Date of Referral from ED:

Patient Last Mamea:

Patient First Mame:

Best contact info for patient: Mame: #:
2™ conmtact Mame &:
Patient DIOB:

Patient PMedicaid 1D:

Patient County of Residence

Referring ED:

Referring Provider, Credentials,
contact

Patient is sware of referral I Wes O no

Primary Care Provider, if known

Sickle Cell Specialist, if known

Care Plan Attached Yes or Mo Genesral plan Pain specific plan

O Emotional

O Financizl (Insurance, bills)
O Medical (MNesds PCP)

O Prescriptions

List Specific Reazon for Referral
{CHECK ALL THE APPLY) O Relational lssues/Family Support System
O Tranmsportation

o Pain Management

Additional Commments :

Pleaze fax completed form to: CCHNC Call Center: 888 9780643

Farm Completed By / Date:

Document 1D CC-55R 20150112 Updatad July 27, 2017 Sickle Cell Fatient Referral

CCNC Referral form: https://sickleemergency.duke.edu/sites/default/files/CM%20Referral%20Form.pdf



https://sickleemergency.duke.edu/sites/default/files/CM%20Referral%20Form.pdf
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Sickle Cell Education Resource List

General Resource including educational videos/resources
https://sickleaware.nursing.duke.edu/#emergency-clinicians

Resources are also available via mobile app for iphone or android at
(https://www.scdtoolbox.com/, code = 1234)

Reference to the NHLBI Recommendations:
https://catalog.nhlbi.nih.gov/sites/default/files/publicationfiles/56-364NFULL.pdf

For additional information regarding the sickle cell tool kit, or to request an in
person education session or consultation contact:

Paula Tanabe, PhD (paula.tanabe@duke.edu)
Nirmish Shah, MD (Nirmish.shah@duke.edu)
Matthew Young, MD (matt.young@weppa.org)
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