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Adults with sickle cell disease (SCD) are living longer
due to advances in care but face a growing burden of
chronic comorbid conditions that fall within the scope
of primary care. However, primary care providers often
lack structured guidance because literature on manag-
ing these conditions in the context of SCD is limited.
This article outlines clinical approaches to hyperten-
sion, diabetes, obesity, chronic constipation, reproduc-
tive health, cognitive impairments, depression, and
anxiety in people living with SCD. The authors high-
light relevant epidemiology, screening recommendations,

and treatment considerations that differ from those in
the general population. Primary care providers play a
crucial role in delivering comprehensive and preven-
tive care to people living with SCD. Specific manage-
ment of common chronic conditions in this population
is necessary to reduce morbidity and improve quality
of life.
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S ickle cell disease (SCD) is a rare blood disorder
that affects an underserved population in the United
States, primarily African Americans, who face significant
health care disparities. Historically a disease of child-
hood, SCD is now a lifelong chronic disease that can
cause irreversible organ damage over time (1). Organ
dysfunction in SCD is often gradual, cumulative, and
irreversible, driven by chronic hemolysis, vaso-occlusion,
and inflammation (1).

As people living with SCD live into adulthood, pri-
mary care providers (PCPs) are increasingly tasked with
managing the complex, chronic health needs of this
aging population (2, 3). Because providers specializing
in adult SCD are limited, most existing primers for PCPs
focus primarily on the hematologic management of
SCD, including pathophysiology, disease-modifying
therapies, clinical research advances, and complica-
tions (2, 4, 5). Although the hematologic complica-
tions of SCD have historically dominated clinical focus,
nonhematologic comorbid conditions that PCPs typi-
cally manage, such as hypertension, diabetes, obesity,
and mental health disorders, are major contributors to
morbidity and health care use in the SCD population
(6). However, guidance is limited on routine primary
care concerns for chronic disease prevention, mental
health, and reproductive health, which can be nuanced
for people living with SCD because of the complex na-
ture of the disease.

This narrative review presents evidence-based, SCD-
informed guidance on the identification and manage-
ment of key chronic conditions relevant to adult primary
care: hypertension; type 2 diabetes mellitus (DM);
obesity; skeletal complications; chronic constipation;
reproductive health; neurocognitive conditions, includ-
ing attention deficit-hyperactivity disorder (ADHD);
and mental health conditions, such as depression and
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anxiety. Roles and responsibilities in SCD care vary
substantially by institution because few comprehensive
programs exist. Published standards defining which pro-
vider manages specific conditions are limited to guide-
lines for a comprehensive SCD center (3). Accordingly,
this review focuses on the issues typically addressed in
primary care and outlines how these considerations
require SCD-specific adaptation. This information will
equip PCPs with actionable tools to optimize longitu-
dinal care for people living with SCD.

METABOLIC SYNDROME
Hypertension

Hypertension in people living with SCD is an increas-
ingly recognized comorbidity, although its reported
prevalence varies widely among cohorts, ranging from
2.3% to 19%, in part due to evolving definitions of
hypertension (7, 8). Although blood pressures (BPs)
tend to be lower (with lower rates of hypertension) in
people with hemoglobin SS disease, and in those with
hemoglobin SC disease to a lesser extent, systemic
hypertension is associated with adverse outcomes (9).
In adults living with SCD, hypertension is still associ-
ated with the development of renal dysfunction and
pulmonary hypertension (10). As in the general popu-
lation, hypertension has a clear role in stroke risk in
SCD. Systolic hypertension, but not diastolic hyperten-
sion, was found to be associated with occlusive stroke
in the CSSCD (Cooperative Study of Sickle Cell
Disease) (9). Hypertension has been identified as a
risk factor for silent cerebral infarctions (SCls) in SCD,
with systolic hypertension linked to increased odds of
SCls in children (11). In young adults living with SCD,
hypertension has been identified as a risk factor for
both new SCls and infarction progression (12). Last,

Annals of Internal Medicine © 2026 American College of Physicians 1



REVIEW

the CSSCD showed an association between hyperten-
sion and all-cause mortality (9).

The National Alliance of Sickle Cell Centers recom-
mends office visits every 3 to 6 months, depending on
age and disease severity, with monitoring of vital signs
(13). A diagnosis of hypertension may be based on
multiple elevated BP readings, although many guide-
lines stress the importance of using proper technique
and confirming the diagnosis with home or ambula-
tory monitoring. The American Society of Hemato-
logy recommends targeting a BP of less than or equal
to 130/80 mm Hg, based on evidence for intensive
BP management in the general population (14). Despite
the multiple adverse outcomes associated with hyper-
tension in SCD and evidence for overall lower BPs, no
prospective trials have evaluated BP targets in SCD and
their effect on outcomes. In addition, current guidelines
incorporate cardiovascular disease risk into treatment
decision making, which does not consider the lower risk
for atherosclerotic cardiovascular disease in SCD.

Recommended first-line BP-lowering agents include
angiotensin-converting enzyme inhibitors or angiotensin-
receptor blockers, dihydropyridine calcium-channel
blockers, and thiazide diuretics, with an emphasis on
combination therapy. No data are available to guide
medication selection in SCD, beyond the treatment
of concurrent albuminuria with an angiotensin-converting
enzyme inhibitor or angiotensin-receptor blocker
(15). Despite limited SCD-specific evidence, given the
strong associations between hypertension and adverse
outcomes, providers should approach BP management
with heightened vigilance and prioritize individualized
care to mitigate risks, such as stroke, renal dysfunction,
and mortality.

Type 2 DM

The prevalence and incidence of DM in people living
with SCD are not well studied. However, DM has been
increasingly recognized as a comorbidity in SCD, and
some studies show a similar prevalence of DM between
people living with SCD (16.5%) and African Americans
from NHANES (National Health and Nutrition Examination
Survey) (18.2%) (16). At a single institution, 5.6% of the
adult SCD cohort had diabetes, and patients with obe-
sity were more likely to have comorbid DM (17). Chronic
inflammation, oxidative stress, and iron overload from re-
petitive transfusions in SCD may contribute to increased
rates of DM (18, 19).

In alignment with guidelines from the U.S. Preventive
Services Task Force, routine screening for DM is rec-
ommended for people living with SCD at age 35 to
70 years, or earlier if other risk factors are present (20).

A unique and often overlooked concern is the wide
adoption of hemoglobin A4, as the screening method
for DM. In fact, the International Expert Committee does
not recommend this method for individuals with hemo-
globinopathies (21). Hemoglobin A, relies on a normal
functioning erythrocyte count, a normal lifespan, and
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hemoglobin A. People living with SCD have none of
these, making hemoglobin A, unsuitable for screening,
diagnosis, or management. The use of random plasma
glucose or fasting plasma glucose has been suggested
as a reliable alternative to screen for diabetes, although
no guideline exists (22). Table 1 shows the proposed
algorithm for DM screening in SCD. The use of fructos-
amine is not recommended to screen for or diagnose
diabetes in people living with SCD, in line with the
guidance of the 2022 Standards of Medical Care in
Diabetes from the American Diabetes Association (23).

In people living with SCD with newly diagnosed
DM, an individualized treatment plan must be created
to manage comorbid conditions (19). A combination
of education, nutritional and lifestyle changes, and
medication may be needed to achieve glycemic con-
trol. Pharmacotherapy choices for DM in people liv-
ing with SCD should be guided by the American
Diabetes Association guideline, accounting for moni-
toring of potential interactions with medications for
SCD and other chronic conditions (24). Metformin was
found to increase fetal hemoglobin, which is known to
be protective in SCD (25). Monitoring of glycemic con-
trol should be done through a combination of at-home
and in-office checks of fasting plasma glucose and ran-
dom plasma glucose. Fructosamine may be more
useful for monitoring glycemic control than screen-
ing, although supporting data remain limited. If fruc-
tosamine is used, it should still be combined with
fasting plasma glucose and random plasma glucose
checks (19). As DM becomes an increasingly recog-
nized comorbidity in adults with SCD, a disease-specific
approach to screening, diagnosis, and management is
vital to improve overall outcomes.

Obesity

Historically, people living with SCD had lower preva-
lence rates of obesity than their peers of the same race
or ethnicity (17). Reasons for this were not clear but may
include reduced calorie intake, increased calorie use
due to hypermetabolism, reduced intestinal absorption,
or intestinal microbiome imbalance. Concern about
obesity has been growing recently because 17% to
43% of adults with SCD now have a body mass index
above 25 kg/m?, associated with older age, less severe
disease, and female gender (26).

However, among people with SCD and obesity, the
prevalence of DM is significantly higher than among
those with SCD alone. Acute and chronic organ damage
are key drivers of early mortality in adults with SCD.
Similar to recommendations for the general population,
people living with SCD should be encouraged to have a
healthy lifestyle, including improved nutrition, exercise,
and sleep (27). The beneficial effects of glucagon-like
peptide-1 (GLP-1) receptor agonists and sodium-
glucose cotransporter-2 (SGLT-2) inhibitors on kidney
function are independent of their blood glucose-lower-
ing effects in people with DM and chronic kidney
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Table 1. Criteria for Diagnosing DM in People Living With SCD*

Finding

Next Steps

RPG monitoring
All RPG test results <7.8 mmol/L (<140 mg/dL)
One RPG test result 7.8-11.0 mmol/L (140-199 mg/dL)
One RPG test result 211.1 mmol/L (=200 mg/dL)

Result of repeated RPG test >11.1 mmol/L (>200 mg/dL) and patient having

symptoms of hyperglycemia (i.e., polyuria and polydipsia)

FPG monitoring
All FPG test results <5.6 mmol/L (<100 mg/dL)

One FPG test result 5.6-6.9 mmol/L (100-125 mg/dL)
One FPG test result 27.0 mmol/L (=126 mg/dL)

Result of repeated FPG test =7.0 mmol/L (=126 mg/dL)

No additional testing indicated
Recommend FPG test

Recommend repeated RPG and/or FPG test
Possible indicator for type 2 DM

Confirms diagnosis of type 2 DM

Normal screening

Return to routine USPSTF other than use of hemoglobin A;. guidelines
Patient has prediabetes

Recommend initiation of diet/lifestyle recommendations

Repeat FPG test

Patient may have type 2 DM

Confirms diagnosis of type 2 DM

DM = diabetes mellitus; FPG = fasting plasma glucose; RPG= random plasma glucose; SCD = sickle cell disease; USPSTF= U.S. Preventive

Services Task Force.
* Data from Carrithers and colleagues (22).

disease, suggesting alternative renoprotective mecha-
nisms for these therapies. The frequency of acute pain
from vaso-occlusive episodes (VOEs), however, may
increase with these medications if attention is not paid
to risk for dehydration from reduced water intake with
GLP-1 receptor agonists and from natriuresis and gluco-
suria with SGLT-2 inhibitors. In 1 small study of 7 patients
receiving these medications, other clinical event rates
(VOEs, strokes, acute chest syndrome, avascular necro-
sis [AVN], and gallstones) did not change (28).
Clinicians should discuss the risks and benefits of GLP-
1 receptor agonists and SGLT-2 inhibitors in appropri-
ate populations with SCD; for those who have signifi-
cant metabolic illness or warrant additional
renoprotection, clinicians should avoid concurrent use
of diuretics while prescribing.

SKELETAL COMPLICATIONS

Significant bone morbidity, including osteoporosis,
osteopenia, AVN, and chronic bone pain, is prevalent
in people living with SCD. Studies report that 80% of
young patients with SCD have bone pain, low bone
mineral density (BMD), osteopenia, osteoporosis,
vertebral collapse, and increased risk for fracture (29).
In addition, 30% to 50% of adults with SCD develop
osteoporosis (29). Similarly, AVN affects up to one third
of adults with SCD, primarily in the femoral head but
possibly in any skeletal region (30).

These skeletal issues have multiple causes. They can
arise due to chronic hemolysis, bone marrow expansion,
vaso-occlusion, and systemic inflammation, all of which
contribute to skeletal fragility and progressive bone
damage. Long-term use of opioids, a mainstay in SCD
pain management, is increasingly recognized as a sig-
nificant contributor to osteoporosis. Opioids promote
bone loss by suppressing gonadal hormones (leading to
hypogonadism), impairing osteoblast activity, reducing
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mobility, and exacerbating vitamin D and calcium defi-
ciencies (31). Existing evidence shows a strong associa-
tion between long-term opioid use and fractures, raising
the importance of pain management strategies that min-
imize such use (32). Buprenorphine is well tolerated in
people living with chronic pain in SCD and shows
promise to reduce total daily morphine milligram equiv-
alents; it may also reduce acute care use (ACU) (33, 34).
Compared with other opioid agonists, buprenorphine
has the lowest risk for fractures and decreased suppres-
sion of testosterone (32). Of note, systemic corticoste-
roid use in SCD may increase the risk for hospitalization
from VOEs (35).

The National Heart, Lung, and Blood Institute rec-
ommends evaluating all adults with SCD and intermit-
tent or chronic hip pain for AVN by history, physical
examination, radiography, and magnetic resonance
imaging as needed. It also recommends treating AVN
with physical therapy, analgesics, and orthopedics for
assessment and follow-up (36). No high-quality pro-
spective studies or randomized controlled trials have
evaluated strategies for preserving or improving bone
health in SCD. Vitamin D and calcium supplementation
remain essential to lower osteoporosis risk and may
improve chronic pain (37, 38). Hematopoietic stem cell
transplantation may also reduce bone morbidity:
Children with AVN before transplantation showed some
improvement afterward, although they remain at high
risk for osteoporosis (39). In addition, in small studies,
bisphosphonates have been shown to reduce bone
pain, preserve BMD, and improve AVN, but additional
prospective data evaluating risks, benefits, and treat-
ment duration are needed before routine use is recom-
mended (40, 41).

Given the effect of bone morbidity on SCD-related
disability, early detection of mitigable morbidity, opioid
alternatives for chronic pain, and appropriate therapy are
key to improving outcomes. Future research should
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randomize screening and treatment strategies to
address bone deterioration and chronic pain while pro-
moting early strategies to reduce long-term skeletal
complications in SCD.

CHronIC OP10ID-INDUCED CONSTIPATION

Opioids are a mainstay of treatment of acute VOEs
and are often used for chronic pain in SCD; constipa-
tion is a frequent adverse drug event seen with opioid
use. Proactive use of laxatives and stool softeners is rec-
ommended when opioids are prescribed (42). In addi-
tion, SCD can cause abdominal crisis due to small infarcts
of the mesentery and abdominal viscera. Such a crisis of-
ten causes severe abdominal pain, signs of peritoneal irri-
tation, and a generalized ileus from decreased motility on
plain film. The risks for constipation are affected by the
multifactorial effect of abdominal crises, front-line opioid
treatments of chronic and acute pain, fiber intake, exer-
cise capacity, and dietary fluid (43). The clinical picture
might be indistinguishable from other acute abdominal
diseases (44). The goal of the outpatient care team should
be both prevention at baseline and reaction when a cri-
sis may be present.

A small study found unexpected variability in the
use of laxatives and stool softeners among people liv-
ing with SCD, especially among younger and postsur-
gical patients. Increased attention needs to be paid to
including all 3 of the following groups of laxatives when
preventing and treating constipation: stimulant laxatives
for increased performance of the bowel wall muscula-
ture (for example, senna and bisacodyl), bulk-forming
laxatives for improved bulk and passage (for example,
psyllium and methylcellulose), and osmotic laxatives for
improved stool softening with water recruitment by os-
mosis (for example, lactulose and polyethylene glycol).

Besides the liberal use of these laxatives, methyl-
naltrexone can be considered and is approved to treat
opioid-induced constipation in adults with advanced ill-
ness or chronic noncancer pain, although no literature
addresses its use in SCD (45, 46). Managing constipa-
tion in SCD requires a comprehensive treatment
approach to address the compounded risks posed
by opioid and abdominal crises.

REePrRODUCTIVE HEALTH

People living with SCD face significant reproductive
health challenges, including pregnancy complications,
menstrual cycle-triggered VOEs, and contraceptive-
related risks. Effective reproductive health care is essen-
tial to mitigate these issues.

Menstruation frequently exacerbates VOEs, increas-
ing pain and ACU. Many women with SCD report more
severe pain around their cycles, distinct from dysmenor-
rhea, and heavier, prolonged bleeding has been linked
to higher VOE risk (47). Hormonal fluctuations likely con-
tribute to these crises.
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Contraceptive management plays a critical role
in reducing unintended pregnancies and stabiliz-
ing hormonal fluctuations. Combined hormonal
contraceptives can increase thromboembolic risk,
so progestin-only contraceptives are preferred (48,
49). Vaginal rings provide half the systemic estro-
gen of other combined hormonal contraceptives
(50). Progestogen-only pills, depot medroxyproges-
terone acetate (DMPA), and etonogestrel implants
can reduce VOE frequency and menstrual pain (48).
However, prolonged DMPA use raises concerns
about weight gain, BMD loss, and higher throm-
boembolic risk (48, 49). Levonorgestrel-releasing
intrauterine devices offer long-term contraception
with minimal systemic effects and are often a pre-
ferred option (48). Etonogestrel-releasing contra-
ceptive implants cause less pain with insertion than
intrauterine devices and provide similar VOE reduc-
tion (51). However, use of DMPA has been higher than
that of other contraceptive choices (52, 53).

Pregnant people living with SCD are at increased
risk for complications, including preeclampsia, preterm
birth, and worsening VOEs. Therefore, they require
early involvement of maternal-fetal medicine specialists
and a sickle cell specialist to discuss transfusion sup-
port and the risks and benefits of resuming treatment
with disease-modifying agents (54).

Early menopause and infertility are other concerns,
stemming from chronic illness, iron overload, medica-
tions, and gonadal dysfunction (55). Managing fertility
in both men and women may require adjustments to
hydroxyurea (that is, holding treatment) and timely
referral to reproductive specialists because it can affect
sperm count and ovarian reserve (55-57). If consider-
ing adjustments to disease-modifying agents, people
living with SCD should be referred to a sickle cell spe-
cialist. Fertility preservation is exceedingly important in
the new era of transplant and gene therapy, with pre-
conditioning regimens typically leading to infertility.

Given the complex interactions among menstruation,
VOEs, fertility, and contraception, reproductive health
care in SCD must be individualized. Getting specialists
involved early and choosing contraception carefully can
improve both outcomes and quality of life.

MENTAL HEALTH

Cognitive Impairment and ADHD

Cognitive impairment and neurodevelopmental dis-
orders, including ADHD, are increasingly recognized as
significant comorbid conditions in both pediatric and
adult SCD populations (58).

A systematic review reported a prevalence of 38%
(95% Cl, 14% to 62%) for suspected cognitive impair-
ment in adults with SCD (59). These deficits often
include impairments in working memory, verbal learning,
executive functions, and attention and lead to poor func-
tional results, including nonadherence to treatment and
unemployment (60). The pathophysiology underlying
these neurocognitive issues is multifactorial. Cerebral
vasculopathy, including SCls and overt strokes, plays a
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central role. Up to 39% of children with SCD have SCls
by age 18 years, and SCls are strongly associated with
decreased 1Q and academic achievement (61). They
become even more common in adulthood, with a life-
time prevalence of about 50% (12). Chronic anemia and
hypoxemia also contribute to neurocognitive dysfunc-
tion through reduced oxygen delivery to the brain (60).

Internal medicine physicians should have a high
index of suspicion for ADHD in people living with SCD
who report difficulty with executive functioning (that
is, task initiation, planning and organization, and emo-
tional regulation), trouble focusing on an activity, easy
distractibility, or difficulty following through with a
plan. Early screening is essential for identifying neuro-
cognitive deficits and ADHD in this high-risk popula-
tion. Although no cognitive screening tool has been
formally validated in adults with SCD, clinicians should
weigh the relative benefits and limitations of different
screening tools to select an adapted approach tai-
lored to their specific needs (59). Diagnosis of ADHD
in SCD should involve a multidisciplinary approach,
integrating findings from neurocognitive testing, be-
havioral assessments, school reports, and caregiver
input. Of note, clinicians must differentiate between
symptoms due to neurologic injury, obstructive sleep
apnea (present in 18% to 51% of children and 43% of
adults), and primary ADHD because overlapping pre-
sentations are common (62, 63).

Management strategies include both pharmaco-
logic and nonpharmacologic interventions. Stimulant
medications, such as methylphenidate, are safe and
effective in people living with SCD and ADHD but
require close monitoring given potential cardiovascular
risks (64). Cognitive behavioral therapy and socioemo-
tional supports are crucial adjuncts (65). Improved
screening, early diagnosis, and tailored management
strategies are essential to mitigate the lifelong neuro-
developmental burden in people living with SCD, ulti-
mately improving quality of life and health outcomes.

Depression and Anxiety

Depression and anxiety are common yet often
underrecognized complications in people living with
SCD. Depression prevalence rates in this population
are 20% to 57%, consistently higher than in the general
population (66). Anxiety is also prevalent (6.5% to 29%)
(67). Contributing factors include demographics, edu-
cation, social support, transfusions, ACU, and the fre-
quency of acute VOEs and chronic pain episodes.
Depression and anxiety in SCD are associated with
increased health care use, greater pain burden, poorer
quality of life, and mortality (68, 69).

Regular mental health screening is critical for people
living with SCD, yet implementation remains inconsistent
(70). Many people living with SCD rely on hematologists
for sole care, who may not routinely conduct preventive
screenings. One study found that only 20% of adoles-
cents with SCD saw a PCP before transitioning to adult
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care, and even fewer were screened for depression (71).
Screening is complicated by stigma, underreporting,
and symptom overlap between SCD and depression
or anxiety. Validated tools for depression and anxiety
screening are commonly used, but interpretation can
be challenging. Diagnosis of depression and anxiety
requires careful evaluation using criteria from the
Diagnostic and Statistical Manual of Mental Disorders,
Fifth Edition, to distinguish mental health symptoms
from those of SCD.

Although evidence-based treatments of mental
health conditions are well established in the general
population, there is limited research specifically guiding
optimal treatment approaches for people living with
SCD. However, optimal treatment typically includes a
comprehensive approach to mental health, including
psychotherapy, pharmacotherapy (for example, selec-
tive serotonin reuptake inhibitors [SSRIs] or serotonin-
norepinephrine reuptake inhibitors), symptom man-
agement, social support, lifestyle changes, effective
pain management, and education. Careful monitoring
is needed due to risks, such as increased bleeding with
SSRIs and the potential for serotonin syndrome when
SSRIs are combined with opioids. Peer support, family
involvement, and healthy habits, including exercise,
mindfulness, and sleep, promote well-being. A person-
alized, multidisciplinary approach with shared decision
making is essential for safely and effectively managing
mental health in people with SCD.

DiscussioN

As more people living with SCD survive into adult-
hood, PCPs must play a central role in managing the
long-term health of this population: PCPs are uniquely
positioned to address nonhematologic health needs
that strongly influence morbidity and quality of life.
This narrative fills a critical gap by translating existing
evidence and expert consensus into a practical review
for PCPs. Although some comorbid conditions, such
as hypertension and diabetes, are common across
populations, their risk profiles, presentation, and treat-
ment response in SCD are distinct; Table 2 provides
take-home points. In SCD, commonly accepted clini-
cal cutoffs do not fully apply. The standard marker for
diabetes diagnosis, hemoglobin A, is unreliable in
SCD due to chronic hemolysis and frequent blood
transfusions (22). Hypertension goals are also more
stringent than in the general population (14, 15).
Reduced BMD in people living with SCD warrants ear-
lier awareness to ensure timely diagnosis and inter-
vention to prevent downstream complications (29).

Moreover, addressing cognitive impairment, ADHD,
and mood disorders is essential to improve outcomes,
treatment adherence, and participation in daily life
(61, 68). Reproductive health counseling should
include guidance on increased infertility and contra-
ceptive options in the setting of menses associated
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Table 2. Take-Home Points

PCPs should be aware of SCD-specific considerations when evaluating
common conditions.

Diagnostic criteria for diabetes and hypertension may differ in people
living with SCD and require careful interpretation.

Osteoporosis occurs at higher rates and at younger ages in this popu-
lation, making early screening essential.

Contraception counseling should be individualized to assist with
menstrual-related vaso-occlusive episodes, with attention to possible
thrombotic risks with combined hormonal contraceptives.

Cognitive impairments are more common in people living with SCD
and may warrant early screening and support.

As with many chronic illnesses, depression and anxiety are prevalent
and should be proactively addressed.

PCP = primary care provider; SCD = sickle cell disease.

with VOEs and possible thrombotic risk associated with
estrogen-containing contraceptives (48).

Research on SCD-specific guidelines for best man-
agement is still limited. Because SCD affects every organ,
further research is needed to determine best practices
in disease-specific diagnosis and treatment guidelines.
As long as disease-specific research on common con-
ditions remains limited, SCD management should focus
on comprehensive care using the research and guide-
lines that are currently published.

Care for SCD is best delivered through a multidis-
ciplinary model, where PCPs coordinate with hematolo-
gists, mental health professionals, pain specialists, social
workers, and other subspecialists (3). This approach can
help decrease ACU and improve preventive outpatient
care. Therefore, with longer life expectancy for patients
with SCD, PCPs should be aware of SCD-specific differ-
ences in clinical guidelines and play an active role in
patient care.
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