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PEOPLE ON HEMODIALYSIS ARE SPECIAL 



Beta Blockers 

Beta Blockers 

Beta Blockers 

Beta Blockers 

Beta Blockers 

Beta Blockers 



“Wait a second...I’ve got some questions” 



So, beta blockers are important drugs? 



Do a lot of patients on hemodialysis take 

beta blockers? 

Our best guess is that 36.9% of all 5605 

patients on hemodialysis in Ontario take 

some kind of beta blocker 



And hemodialysis removes some beta 

blockers and not others? 



Does “dialytic clearance” matter? 



AHMERGAWD! 

We should study this! 



STUDY PLAN 



RESEARCH QUESTION 

Do patients in HD centres in which 

beta blocker use has been 

optimized have a lower risk of 

death and major cardiovascular 

events compared to patients in HD 

centres where beta blockers are 

prescribed as usual? 

Covariate-constrained 
randomization of 
Ontario’s hemodialysis 
units (>14 patients) 
Approval of medical 
director 

1) Medication lists reviewed 
2) Patients on beta blockers identified 
3) Medical team (physician, nurse 

practitioner) given recommendations: 
a. Switch to carvedilol if possible (ODB) 
b. Switch to bisoprolol if possible 

Supporting Documents  

 

Table 1: Criteria for carvedilol coverage through Ontario Drug Benefits 

Table 2: Administrative data definitions of outcome measures 

Table 3: Table of dialysis unit randomization demonstrating minimal differences across number 

baseline variables after employing covariate constrained randomization. 

Figure 1: Sample of beta blocker one optimization intervention for patients with heart failure 

already taking a beta blocker. 

Supporting Document: Letter of Support for In-Kind support from Dr. Amit Garg. 

 

 

Table 1: Criteria for carvedilol coverage through Ontario Drug Benefits 

1) NYHA Class II or III heart failure symptoms, AND 

2) Current use of, or previous failure of angiotensin converting enzyme (ACE) inhibitor, 

diuretics with or without digoxin, AND 

3) Left ventricular ejection fraction ≤ 35%, AND 

4) One or more episodes of symptomatic heart failure in the last 12 months 

NYHA: New York Heart Association 

 

Table 2: Administrative data definitions of outcome measures 

Outcome Algorithm Code Position Performance 

Death 
Registered Person’s 

Database 
N/A Accuracy 99%

33
 

Myocardial Infarction 
CIHI-DAD ICD-10 

codes I21, I22 
Primary Diagnosis PPV 85%

35
  

Coronary 
Revascularization 

CIHI-DAD CCI codes 

IIJ50, IIJ57, IIJ76, 

IIJ54GQAZ 

Procedure Codes PPV 97%
35

  

Heart Failure CIHI-DAD code I500 Primary Diagnosis 
PPV 84%

36
 (Li, Glynn 

2011 p700) 
CIHI: Canadian Institute for Health Information; DAD: Discharge Abstract Database; CCI: Canadian Classification 

of Health Interventions; PPV: Positive Predictive Value. 

   

ODB Database to assess 
the penetrance of the 
intervention 



SHOULD WE DO THIS? 

Less Death 

Less CVD Events 

Non-invasive Hypotension 

Costs 



Cheap 
and 

Useless 

Just do a 
traditiona

l RCT 

Mass email to 
dialysis units 

Screen, 
consent, 

randomize and 
follow for 2 

years 

Find patients on 
metoprolol or 
atenolol and 
switch to 
bisoprolol 

1) Find patients 
on metoprolol 
or atenolol and 
switch to 
bisoprolol 
2) Use carvedilol 
for those who 
qualify 

1) Switch to 
bisoprolol  
2) Switch to 
carvedilol 
3) Find HF patients 
and start beta 
blocker 

1) Switch to 
bisoprolol  
2) Switch to 
carvedilol 
3) Find HF patients 
4) Find HTN 
patients and start 
beta blocker 



Thanks for listening 



Panelist Role Perspective 

Dan Tascona Nephrologist 

Marissa Battistella Researcher 

Navdeep Tangri Nephrologist 

Jovina Bachynski Nurse 

Craig Lindsay Patient 


