
Establish contact and messaging system with SCA 
patients, families, providers, and health plans. 
Customizable messaging types depending on patient 
preference.
Develop care coordinator programs for SCA. Community 
outreach to homes of noncompliant patients to assist 
with barriers to care.
Identify MHP provider experts to help educate other 
providers.
Process to support massed appointments.
Holiday or birthday cards with t c d reminders. Follow 
up card after hospital discharge to connect with MHP 
care coordinator resources.

 
 

 
 

 
 

 
 
 

Aim

To increase the 
percentage of 

annual TCDs from x 
to y% and increase 
the amount of daily 
antibiotics from x to 

y%.

Global Aim

To improve the quality 
of preventative care 
provided to children 

with SCA in the state of 
Michigan.

 

 
 

 
 

 

 
 
 

 
 

 

 
 

 

 

 

 

 
 

Interventions
Structure to provide psychosocial support.
Disease education and resources.
SCA patient and parent advisors to help families navigate SCA 
clinic and care.
SCA support or mentoring groups.
Design of educational application for smart phones. Individual 
patent medical journal to record information. Mechanism to 
share parent-to-parent best practices.

Personalized appointment reminders (call, text, other). Obtain 
transportation support for appointments or other medical needs 
(e .g., picking up prescriptions).
Standardized process for obtaining prior authorizations 
Preventative care patient education
Standardized order sets in electronic medical record.
Clinic visit checklist.

Structured multidisciplinary meetings to plan patient care. 
Follow up plan communicated to MHP care coordinator. 
Improve clinic accessibil ity for all types of appointments. 
Weekly team meeting for pre-visit planning.
System for supporting no shows, reschedules, and canceled 
appointments to opti mize clinic efficiency.

Closed oop communication between pharmacies and 
providers.
Identify exemplary pharmacies for providers and patients 
Disperse 1-month supply of penicillin (1/2 powder & 1/2 
compounded).
Medication delivery.
Process for clinic to create notarized care plans to identify 
authorized caregivers.
Maximizing reminders for refills and tests from clinic and 
pharmacy.
Community outreach through SCA community organizations.

Feedback on SCA quality measure performance to health plans 
and providers.
State Medic aid program, health plans, and clinics use 
population health management strategies.
Defined SCA clinical care learn with dedicated providers. 
Create and maintain patient registry to identify gaps in care 
and enable QI processes.
Develop process and data collection tools.

 

 
 

 
 

 

 
 

 
 
 

Key Drivers

Engaged and 
empowered patients 

and families.

Pre-visit planning: 
proactive, timely, reliable 

care.

Optimal clinic visit with 
proactive and engaged 

multi-disciplinary
care team.

Reliable process for 
obtaining medications.

Population health 
approach to identify and 
resolve clinical care gaps.

Strong individualized 
partnerships across 
families, clinics, and 

health plans.

FIGURE. Sickle cell anemia preventive care key driver diagram. Key driver diagram summarizing how potential interventions (right 
column) impact key drivers (middle column) of improved delivery of SCA preventive care. SCA indicates sickle cell anemia; TCD, 
transcranial Doppler ultrasound. 
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