©© Special Populations
Medication Guide: The Real-World
Edition!

©© Welcome to Advanced Level Prescribing!

Hey there, medication management ninja! @€ Ready to level up from "standard
dosing" to "holy cow, this patient has EVERYTHING wrong with them"? Welcome to the
wild world of special populations - where normal rules don't apply and every patient is

a unique puzzle! @€

Reality Check! @€ About 40% of your patients will fall into one of these "special"
categories. So this isn't just nice-to-know info - this is your daily survival guide!

©© Meet Your Special Population All-Stars

Think of these as different "game modes" in the medication management video game
- each one has its own rules, power-ups, and boss battles!

©@© The Dialysis Warriors
"My kidneys retired, but I'm still here!"

The Challenge: 750,000 Americans are living this reality right now!

©© The Stroke Survivors
"My brain had a rough day, but we're rebuilding!"

The Challenge: Balancing blood thinners without causing bleeding disasters
©€© The Heart Attack Alumni

"My heart and I have trust issues now"



The Challenge: Preventing the next one without breaking everything else

©© The Diabetes Squad

"My pancreas is on permanent vacation"

The Challenge: Every medication affects blood sugar somehow

The Cancer Fighters
"Chemo and I are frenemies"

The Challenge: Drug interactions that could literally be life-or-death

©© DIALYSIS PATIENTS: The Ultimate
Medication Challenge

"Welcome to Expert Mode!"

©© What Makes Them Special:

Your patient's kidneys have basically rage-quit, and now a machine is doing the job
3x/week. This changes EVERYTHING about how medications work!

©© The Absorption Highway (Now Under Construction):

©© Stomach Issues: Uremic toxins make the gut cranky
©© pH Problems: Stomach acid levels are all wonky
©© Delayed Transit: Food and meds move slower through the system

Transporter Chaos: The cellular "bouncers" that control drug entry
are confused
©© Pro Tip: That iron supplement? Yeah, it's probably not getting absorbed well.
Consider IV options!



©© The Distribution Dilemma:
Think of your patient as a water balloon that gets inflated and deflated 3x/week:

Between Dialysis (The Flood): - @€ Fluid Overload: Medications get diluted like
adding water to soup - @€ Lower Drug Levels: Same dose, bigger volume = weaker
effect

During Dialysis (The Drain): - Rapid Fluid Removal: Medications get concentrated
fast - /\ Toxicity Risk: Suddenly higher drug levels = potential problems

@@ Pro Tip: Time medication administration carefully around dialysis sessions!

©© The Protein Binding Plot Twist:
©© Uremic Toxins vs. Medications: Fighting for the same parking spots
on proteins
©© More Free Drug: Even "normal” levels can cause toxicity

©© Highly Bound Drugs: Warfarin, phenytoin, psych meds - all affected!

©© The Liver Factory (Running on Backup Power):

Even though the liver isn't the main problem, it's affected too: - @€ Chronic
Inflammation: Cytokines mess with liver enzymes - 4 Slower Processing: CYP450
enzymes work at reduced capacity - & Longer Half-Lives: Medications stick around
longer than expected

©© The Dialysis Removal Lottery:
Will your medication get sucked out during dialysis? Let's check the criteria:

LIKELY TO BE REMOVED: - [[i Small molecules (< 500 Da) - €€ Low protein
binding (< 80%) - @€ Small distribution volume (< 1 L/kg) - @€ Water-soluble

Y LIKELY TO STAY PUT: - @€ Big molecules (> 500 Da) - @€ Highly protein bound
(> 90%) - @€ Large distribution volume (> 1 L/kg) - Fat-soluble

©€ Dialysis Medication Cheat Sheet:

©© Medication ©© Dialyzed? ©© Action Needed




©© Vancomycin X No Monitor levels, dose by levels (Lewis &

Nolin, 2021)

©© Digoxin X No Reduce dose, watch for toxicity
(Delicata et al., 2020)

©€ Gabapentin Yes Give extra dose after dialysis (Wong et
al., 1995)

©© Atenolol Yes Give extra dose after dialysis (Huang et
al., 2013)

©© Calcium carbonate X No Give with meals, monitor calcium

©© STROKE PATIENTS: The Anticoagulation

Tightrope "Walking the line between clots and bleeds!"

©© The Balancing Act:

Your patient's brain just had a vascular catastrophe. Now you need to prevent another
one WITHOUT causing a brain bleed. No pressure! @€

©© The Anticoagulation Decision Tree:

©© Ischemic Stroke (Most Common): - & Acute Phase: Aspirin ASAP (unless
contraindicated) - @€ Long-term: Depends on the cause!

©© Hemorrhagic Stroke: - @€ NO ANTICOAGULATION (obviously!) - ¢€ Blood
pressure control is key - & Timing: When can we restart anticoagulation? (Spoiler:
it's complicated!)

©© Stroke Type = Treatment Type:

©© Cardioembolic (A-fib caused it): - @€ First choice: Warfarin or DOAC - @€
Target INR: 2.0-3.0 (if using warfarin) - /1, Watch out for: Bleeding risk vs. stroke risk

©© Large Vessel Disease: - @@ First choice: Aspirin + clopidogrel (short-term) - @€
Long-term: Usually just aspirin - @€ Goal: Prevent without bleeding
©© Small Vessel Disease: - @€ First choice: Aspirin - @€ Focus: Blood pressure



control is huge here!

©© Stroke Medication Danger Zones:

©© Cognitive Medications: - @€ Anticholinergics: Can worsen post-stroke
confusion - @€ Sedatives: Increase fall risk (and stroke patients fall A LOT) - @€
Antipsychotics: Use sparingly, watch for movement issues

©© Cardiac Medications: - @€ Beta-blockers: Can mask stroke symptoms - @€
Diuretics: Dehydration = higher stroke risk - -~ Antiarrhythmics: Drug interactions
with anticoagulants

©© POST-MI PATIENTS: The Prevention

Sq uad "we're not letting this happen again!"

©© The MONA Protocol (Updated Edition):

Remember MONA? Well, she got a makeover: - Morphine (actually, maybe not
always...) - Oxygen (only if needed!) - Nitroglycerin (if appropriate) - Aspirin (YES,
always!)

The Secondary Prevention Dream Team:

©© The Fantastic Four:

1. @€ Antiplatelet Therapy
2. Aspirin 81mg daily (the MVP)

3. + Clopidogrel (for dual therapy when indicated)
4. @€ ACE Inhibitor/ARB
5. Lisinopril, enalapril, losartan (pick your fighter)

6. Goal: Protect the heart muscle
7. @© Beta-Blocker



8. Metoprolol, carvedilol (slow and steady wins)
9. Goal: Let the heart rest and recover
10. @€ Statin
11. Atorvastatin, rosuvastatin (the cholesterol crushers)
12. Goal: Stabilize plaques, prevent new ones
©© Post-MI Medication Timing:

©© Day 1: Aspirin, beta-blocker (if stable)
©© Day 2-3: ACE inhibitor (once BP stable)
©© Before discharge: Statin (high intensity!)

©© Long-term: All four, forever (unless contraindicated)

I\ Post-MI Medication Landmines:

©© Absolutely Avoid: - NSAIDs (except aspirin) - increase MI risk -
Thiazolidinediones (pioglitazone) - heart failure risk - Most antiarrhythmics - can be
proarrhythmic

©© Use with Extreme Caution: - Calcium channel blockers (non-dihydropyridines)
- Tricyclic antidepressants - Stimulants (including ADHD meds)

©© DIABETES PATIENTS: The Blood Sugar Balancing

Act "Everything affects my glucose!"

©© The Universal Truth:

EVERY medication you prescribe will somehow affect blood sugar. It's like the butterfly
effect, but with glucose meters! @€

©© Medications That RAISE Blood Sugar:



©@ Steroids (the obvious villain)
©© Antipsychotics (especially olanzapine, clozapine)

©© Thiazide diuretics (at higher doses)
©© Beta-blockers (can mask hypoglycemia symptoms)

©© Some antibiotics (fluoroquinolones)

©© Medications That LOWER Blood Sugar:

©© ACE inhibitors (improve insulin sensitivity)
©© SSRIs (can affect appetite and metabolism)
©© Sulfonamide antibiotics (can enhance insulin effects)

©© Alcohol (blocks gluconeogenesis)

©© Diabetes Medication Interaction Hall of Fame:

©© The Dangerous Duos: - Metformin + Contrast dye = Lactic acidosis risk - Insulin
+ Beta-blockers = Masked hypoglycemia - Sulfonylureas + Warfarin = Enhanced
anticoagulation - SGLT2 inhibitors + Diuretics = Dehydration city

©© Blood Sugar Monitoring Intensification Guide:

©© Monitor MORE Frequently When Starting: - @€ Steroids (check 2-4x daily) -
©@© Antipsychotics (weekly for first month) - @€ Antibiotics (daily during treatment)
- ©@© New cardiac meds (2x daily for first week)

CANCER PATIENTS: The Interaction Minefield

"Chemo doesn't play well with others!"

©© The Reality Check:

Cancer patients are on an average of 8-12 medications. Chemo drugs have more
interactions than a reality TV show. This is where things get REALLY complicated! @€
The Big Three Interaction Categories:



1. ©€© CYP450 Chaos: Many chemo drugs are metabolized by the same liver enzymes
as other medications: - CYP3A4 (the busiest enzyme in the liver) - CYP2D6 (the
psychiatric medication highway) - CYP2C9 (the warfarin processor)

2. @O Renal Toxicity Tag Team: - Cisplatin + NSAIDs = Kidney disaster -
Methotrexate + Proton pump inhibitors = Toxicity amplification - Ifosfamide +
Nephrotoxic drugs = Renal failure express

3. @€ Cardiotoxicity Combinations: - Doxorubicin + Trastuzumab = Heart failure
risk - 5-FU + Calcium channel blockers = Coronary spasm - Anthracyclines +
Radiation = Cardiac damage amplification

©© Cancer Patient Medication Survival Guide:

©© The "Never Ever" List:

Q@ St. John's Wort (messes with everything)
©© Live vaccines (immunocompromised patients)
Q@ Aspirin (bleeding risk with low platelets)
Grapefruit juice (CYP3A4 inhibitor) (Kiani & Imam, 2007)

I\ The "Proceed with Extreme Caution" List:

©© Antidepressants (drug interactions galore)
©© Antibiotics (especially azoles and macrolides)
©© Cardiac medications (additive toxicity risks)

©© Antiemetics (QT prolongation risks)

©© ELDERLY PATIENTS: The Polypharmacy

Olympics "I take more pills than a pharmacy stocks!"

©© The Beers Criteria Greatest Hits:



©© Medications to Avoid in Elderly:

©© Benzodiazepines (fall risk champions)
©© Anticholinergics (confusion creators)
©© PPIs long-term (fracture and infection risks)

©© NSAIDs (kidney and heart killers)

©© The START/STOP Criteria:

START (medications elderly patients should be on): - @€ Aspirin (if cardiovascular

risk) - @€ Calcium/Vitamin D (if osteoporosis risk) - @€ ACE inhibitors (if heart
failure)

STOP (medications to discontinue): - @€ Z-drugs (zolpidem, etc.) - @€
First-generation antihistamines - @€ Long-acting sulfonylureas

©© Quick Reference: Special Population Cheat Codes

©© Emergency Decision Tree:

©€© New Patient with Multiple Conditions?

I
©© Check ALL the boxes:
] Kidney function (eGFR)
L] Liver function (Child-Pugh)
[ Heart function (EF)
[J Current medication list
[J Recent labs
I
©© Apply Special Population Rules:
* Dialysis = Check removal + timing
« Stroke = Anticoagulation balance
* Post-MI = Secondary prevention
* Diabetes = Blood sugar impact
 Cancer = Interaction check
* Elderly = Beers criteria

©© The Universal Monitoring Intensification Protocol:
©© Population ©€© Monitor ©€ What to Watch

©© Dialysis Pre/post dialysis Drug levels, electrolytes




©© Stroke Weekly initially INR, bleeding signs

©© Post-MI 1-2 weeks BP, HR, renal function

©© Diabetes Daily initially Blood glucose, A1C
Cancer Before each cycle CBC, liver/kidney function

©© Elderly Monthly Falls, confusion, function

©© The Bottom Line: Special Populations
Survival Guide

©© The Golden Rules:

1. @€ Always Check: Kidney function, liver function, drug
interactions 2. @€ When in Doubt: Consult pharmacy, nephrology,

cardiology
3. @© Monitor More: These patients need closer watching
4. @€© Team Approach: No one person knows everything

5. @€ Use Resources: Lexicomp, UpToDate, clinical pharmacists

©© Pro Tips for Success:

©© Think Like a Detective: - What organs are affected? - What pathways are
altered? - What could go wrong?

©© Build Your Phone Tree: - Clinical pharmacist (your new best friend) - Nephrology
(for dialysis questions) - Cardiology (for post-MI/stroke) - Oncology (for chemo
interactions)

©© Essential Apps/Resources: - Lexicomp (drug interactions) - UpToDate (clinical
guidance) - Kidney Disease Improving Global Outcomes (KDIGO guidelines) -
American Heart Association (cardiac guidelines)

©© Remember:



Special populations aren't "difficult patients" - they're patients with complex needs
who deserve expert care! Every challenge is an opportunity to provide life-changing
treatment. @€

You've got this! @€ With the right knowledge, resources, and team approach, you
can navigate even the most complex medication management scenarios!

Ready to become the special populations medication management expert your
patients need? Let's save some lives! ¢
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