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Our Message

MESSAGE  
FROM THE EDITOR

What is the Medical Post?  
Sure, at some level, it is a six-times 
a year magazine and an online 
presence including the Doctor Daily 
e-newsletter. But at a greater level, 
the Medical Post is community for 
Canadian physicians.

Ever since the Medical Post began as 
in 1965 we have stood by the tagline: 
“The independent voice for Canada’s 
doctors since 1965.”

At the core, we produce heavily 
reported journalism about what is 
important and relevant to Canada’s 
physicians. We continue to strive 
to make each issue of the magazine 
a “must read,” high-end editorial 
package with a long shelf life.

 
New website just launched
•  We relaunched online in June 2021 

with tons of improvements for our 
audience:

•  Mobile friendly so content looks 
great on smartphones too

•  Faster loading speeds
•  Readers can click to get an email 

when someone replies to a 
comment they’ve made.

•  (And better for us as Medical Post 
content creators—we can edit 
stories from our smartphones now!)

All of that combined with our 
stellar physician bloggers that tackle 
important issues in medicine create 
the “community”—plus one thing: our 
physician-confirmed commenters: 
Doctors have to give their real names 
to comment—and the discussions and 
questions our audience ask greatly 
improve our content. 

The direction the Medical Post is 
going seems to be paying off! 

Doctors love the Medical Post and 
in the last couple of years the brand 
has won a number of awards for 
editorial excellence at the prestigious 
business-to-business (B2B) National 
Magazine Awards in Canada and 
the Eddie & Ozzie Awards for North 
American B2B magazines.

The Medical Post is growing right 
now as part of EnsembleIQ, a company 
that helps media brands like the 
Medical Post be the best they can be. 
Our sister media brands Profession 
Santé and Pharmacy Practice + 
Business cover Canadian physicians in 
French and Canadian pharmacists in 
both languages. 

We believe covering the 
conversations health care workers have 
about the way ahead helps improve 
healthcare in Canada.

Colin Leslie
cleslie@ensembleIQ.com
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FEATURE

The Medical Post 2019 Relatively Ranking shows 
big variations between top-billing specialties  

and bottom-billing specialties. Could an element  
in the U.S. system have an answer?

BY COLIN LESLIE

The RVU solution

he Medical Post has done 
comparison rankings of 
provincial relativity before. 
But those were based only on 

fee-for-service (FFS) billings. Alternative 
payment programs (APP) make up 
almost one third of Canadian doctors’ 
clinical income today, even though APPs 
barely existed in the mid-1990s. It was 
only last year that the Canadian Institute 
for Health Information (CIHI) started 
releasing data from its new full-time-
equivalent metric, which combines both 
FFS and APP remuneration.

The Medical Post 2019 Relativity 
Ranking used this new FTE metric 
to compare the ratio between the 

average billings of the top three earning 
specialties and the bottom three in each 
province. We then ranked the provinces.

Our 2019 Relativity Ranking shows 
that Quebec doctors have the least 
variation between top billers and 
bottom, and Alberta doctors have the 
greatest. In fact, in Alberta, the top three 
specialties’ average billings are almost 
three times those of the bottom three. 

Billings don’t equal income, of course. 
Overhead is not included here. But 
outside of getting access to doctors’ tax 
returns, calculating accurate overhead 
costs for different specialties and 
different practice situations is difficult. 
In Canada, overhead estimates by 

specialty mostly come from surveying 
doctors. However, some provinces are 
working on more robust measurement, 
developing metrics for “model offices,” 
for example. In such cases, all the various 
practice costs are identified so that data 
can be fit into the model. The cost per 
square foot of medical office space in a 
town, for instance, is plugged into the 
model, along with the average cost of 
equipment, clinic supplies, and a range 
of other expenses. As factors change—or 
different communities use the model—
you simply adjust the relevant metrics, 
and you’re left with a good sense of 
what overhead should be for various 
specialties in various practice situations.

T



DR. JOHN CROSBY

Blogger on  
practice managment

The Contributing Team

EDITORIAL STAFF & 
CONTRIBUTORS

Whether in print or online, with the guidance of our respected physician 
advisory board, our editorial staff and contributors produce The Medical Post’s  
award-winning content that doctors rely on as their primary source of 
independent physician media in Canada.

COLIN LESLIE
EDITOR-IN-CHIEF

MARTHA PORADO
MANAGING EDITOR

MARJO JOHNE
HEALTHCARE REPORTER

Colin Leslie is an 
award-winning journalist 
who has spent most of 
his professional life at the 
Medical Post.

Martha Porado has 
a history in financial 
journalism and joined the 
Medical Post last year.

Marjo Johne focuses 
on creating great digital 
journalism.

DR. MARK SOTH

Blogger on 
physician finance

LOUISE LEGER

Health writer covering 
physician issues

DR. GINEVRA MILLS

Blogger on physician 
wellness & other topics

MISIA LERSKA

Visual media journalist 
adding videos to our 

journalism

KYLIE TAGGART

Medical journalist writes 
on clinical & other topics

DR. MELISSA YUAN-INNES

Blogger on  
physician lifestyle
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Editorial Advisory Board

DR. BENJAMIN 
BARANKIN is a 
dermatologist, medical 
director and founder of 
Toronto Dermatology 
Centre.

DR. SARAH GILES is 
an Ontario rural family/
ER physician.

DR. FRANCO RIZZUTI 
is a preventive 
medicine resident in 
Calgary.

DR. CHRISTOPHER 
SUN is a physician 
with the Crosstown 
Family Health Team in 
Toronto.

DR. MELANIE 
BECHARD is a 
pediatric emergency 
physician at CHEO in 
Ottawa and chair of 
Canadian Doctors for 
Medicare.

DR. COURTNEY 
HOWARD is an 
emergency physician 
in Yellowknife.

DR. DUNCAN 
ROZARIO is chief of 
surgery at Oakville 
Trafalgar Memorial 
Hospital in Ontario.

DR. HIROTAKA 
YAMASHIRO is a 
community based 
comprehensive care 
pediatrician in Toronto 
and a long time pediatric 
leader in Ontario. He 
is currently serving 
as a board director at 
the Ontario Medical 
Association.

DR. ALI DAMJI is a family 
doctor in Mississauga, 
Ont. at the Credit Valley 
Family Health Team. He 
also works part-time as 
an addiction medicine 
physician at Halton 
Mississauga RAAM Clinic.

DR. ALAN KAPLAN 
is a family physician 
practicing in 
Richmond Hill, Ont. 
and chairperson of 
the Family Physician 
Airways Group of 
Canada.

DR. DAVID SATOK is 
a Toronto doctor and 
VP and Chief Medical 
Officer for Rogers 
Communications Inc.

DR. MARIO ELIA is a 
London, Ont. family 
physician.

DR. CHRISTINE 
NICHOLAS is a plastic 
surgeon at Milton 
District Hospital in 
Ontario, specializing in 
breast reconstruction 
and melanoma.

DR. PUNEET SETH 
is a family physician 
in Toronto and digital 
health entrepreneur 
and educator, who 
has spent the last 10 
years driving patient 
and data centric 
transformation in 
healthcare.

DR. FERRUKH 
FARUQUI is a family 
doctor who teaches 
in the department of 
family medicine at the 
University of Ottawa.

DR. BRIDGET REIDY is 
a solo family doctor near 
Victoria, doing mostly 
geriatrics. Trained for 
rural medicine, she has 
done several years each 
of ER, Indigenous health, 
house calls and palliative 
medicine.

DR. MIKE SIMON is 
a family physician in 
Saint John, N.B. and 
past-president of the 
New Brunswick Family 
Physicians and Saint 
John Medical Society. 
He is a preceptor 
for Memorial and 
Dalhousie Medical 
School.
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Readership

CIRCULATION (PRINT & DIGITAL AUDITED)

AB BC MB NB NL NT NS NU ON PE QC SK YT other TOTAL

SUBSCRIBERS 
(PRINT/DIGITAL) 7,392 7,431 1,634 1,268 434 16 1,777 23 19,627 262 727 1,558 79 6 42,234

GENERAL PRACTICE 
& FAMILY MEDICINE 29,073

SPECIALISTS 11,826

OTHER PHYSICIANS 
(INCLUDING RETIRED PHYSICIANS) 549

RESIDENT/INTERN 178

OTHER 608

TOTAL 42,234

59,081
REACH

total market reach with 
digital registrants

42,234
CIRCULATION

magazine subscribers

6x
FREQUENCY

print issues  
per year

11,936
ENEWSLETTER

emails

11.8K
TWITTER

16,847
WEBSITE

65%
GENERAL PRACTICE  
& FAMILY MEDICINE

35%
SPECIALISTS

Source: June 30, 2021 AAM

English registrants
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Average time 
spent reading 
print edition*

AVERAGE NUMBER OF 
READERS PER ISSUE*1.9

20
MINUTES

* The 2019 The Medical Post Readership Survey was an online survey fielded between September 20 to October 15, 2019 by the 
third party research firm RKI: Research + Knowledge + Insights. A total of 456 Medical Post subscribers responded to the survey.



Readership

ARE ‘SATISFIED’ WITH  
THE MEDICAL POST  

PRINT EDITION Like the format of the  
print magazine

MEDIA PLANNER 20226/12

READERSHIP SURVEY  
SCORES HIGH!

92%

OVER 80% HAVE 
TAKEN ACTION  

AFTER READING  
THE MEDICAL POST

96% Find it credible

 Find it is  
93% relevant and useful

 Would definitely  
90% recommend it to others

 Meets my  
88% information needs

 Sponsored Q&A and  
 educational Supplements  
86% provide valuable insights

CREDIBLE,  
RELEVANT & USEFUL

94%

Physician written articles/commentary 97%
Technology 93%
Law Column 92%
Long Investigation on “theme” of issue 90%
Finance Columns 89%
Office Efficiency 82%
Staffing Advice 71%

MOST READ CONTENT

* The 2019 The Medical Post Readership Survey was an online survey fielded between September 20 to October 15, 2019 by the 
third party research firm RKI: Research + Knowledge + Insights. A total of 456 Medical Post subscribers responded to the survey.



Print Key Dates

CALENDAR & THEMES
HOW WE SELECTED THE CONTENT THEMES: 
The data and insights gleaned from our physician advisory  
board along with metrics from our Doctor Daily eNewsletter and  
@Medical Post on Twitter, helped drive our choices for the 2022 
editorial themes. We also support each theme with a physician 
survey.

Each issue will include columns and topics that made  
The Medical Post a mainstay in physicians’ lives for decades, 
including practice management, physician lifestyle and finance.

ISSUE SPACE 
CLOSE

MATERIAL 
DUE

MAILING  
DATE

FEBRUARY
THEME:  
THE JOY ISSUE
Celebrating great saves

JAN 28 FEB 4 FEB 17

APRIL
THEME:  
THE ANTI-PAPERWORK ISSUE
Fighting back against burnout

MAR 16 MAR 23 APR 12

JUNE
THEME:  
THE MISTAKES ISSUE
Complaints and malpractice

MAY 19 MAY 26 JUNE 14

SEPTEMBER
THEME:  
THE FAMILY DOCTORS ISSUE
Maximizing other health workers

AUG 15 AUG 22 SEPT 7

OCTOBER
THEME:  
THE MONEY ISSUE
Physician finance

SEPT 15 SEPT 22 OCT 11

NOVEMBER / DECEMBER
THEME:  
THE CHARITY ISSUE
NGOs and medical aid missions

NOV 15 NOV 22 DEC 6

MEDIA PLANNER 20227/12



Display Ad Options

DISPLAY RATES & SIZES
FREQUENCY

FORMAT 1 x 3 x 6 x

1 Magazine double full page spread $12,721 $11,448 $11,322
2 Magazine full page + 1/3 vertical $11,488 $10,176 $9,540
3 Magazine full page $8,482 $7,634 $7,550
4 1/2 page vertical $6,870 $6,183 $6,114
5 1/2 page horizontal $6,870 $6,183 $6,114
6 1/3 page horizontal $5,938 $5,344 $5,284
7 1/4 page vertical $5,514 $4,962 $4,906

See Print Specifications page for correlating size dimensions.
Effective January 1, 2022. All rates gross. B&W: decrease $1,957 gross

PREMIUM POSITIONS %
OBC +25

IFC +20

First Right Hand Page +10

IBC +10

All other requested positions +5

FRONT COVER TIP-ON
(MATERIAL SUPPLIED)
Total audience rate: $20,500

POLYBAG OUTSERTS
(MATERIAL SUPPLIED)
•  Total audience, GPs only, 

Specialist only, geo-target
•  Belly Bands
•  Ask your account manager  

for details and rates.

MEDIA PLANNER 20228/12

DISPLAY AD SIZE WIDTH HEIGHT

1 Magazine double full page spread 15.75 10.75

2 Magazine full page + 1/3 vertical
7.875 10.75
2.625 10.75

3 Magazine full page 7.875 10.75
4 1/2 page vertical 3.375 10
5 1/2 page horizontal 7 4.625
6 1/3 page horizontal 7 3.125
7 1/4 page vertical 3.375 4.875
8 Front cover tip-on 6 3.5

Standard unit size in inches

7

1

3

6

8

2

4

5

DIGITAL 
EDITIONS

ALL PRINT ADS 
INCLUDED IN

Contact your 
account manager 
for more details



Classified Ad Options

CLASSIFIED AD SIZES

FORMAT WIDTH HEIGHT

AA 1 x 1.5 1.625 1.4583
A 1 x 3 1.625 3
B 2 x 3 3.333 3
C 3 x 3 5.042 3
D 2 x 6 3.333 6.083
E 2 x 9 3.333 9.167
F 3 x 6 5.042 6.083
G 4 x 6 6.75 6.083

Standard unit size in inches

MEDIA PLANNER 20229/12

Contact Nancy Dumont for more information 
on the various classified options available.
514-557-6660  |  ndumont@ensembleiq.com

CLASSIFIED RATES & SIZES

DIGITAL 
EDITIONS

ALL ADS 
INCLUDED IN

CLASSIFIEDS
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$300.00/hr
Wanted: Internal Medicine 

(General and Subspecialist), 
Pediatrician, Surgeon in  
busy outpatient clinic  

in Mississauga

Angela 
(647) 606-4399

www.torontooutpatients.com

Out of 
Storage 
Space?

Let us scan  
or store your inactive 

patient records.
Contact DOCUdavit Solutions

1-888-781-9083 ext. 105

medicalrecords@docudavit.com

www.docudavit.com

84  APRIL 2020  THE MEDICAL POST

Classifieds
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$300.00/hr
Wanted: Internal Medicine 

(General and Subspecialist), 
Pediatrician, Surgeon in busy 

outpatient clinic in Mississauga

Angela (647) 606-4399
www.torontooutpatients.com

Canada’s Most Comprehensive Document Solution Provider

CERTIFIED QUALITY SYSTEM - ISO 9001:2008
CERTIFIED INFORMATION SECURITY 

MANAGEMENT SYSTEM - ISO 27001:2013

Paper & Digital storage
Pick-up & Packing services
Notification to patients
Personalized Website
Digital copy for all patients records

1-888-781-9083, Ext.105
sales@docudavit.com
www.docudavit.com

FREE

SPACE SHARING IN 
PHYSICIAN OFFICE

Medical or Allied Health  
professionals sought, to share  

the use of space on a part-time 
basis in well-furbished offices  

in Coquitlam or Vancouver, B.C. 
Please inquire by SMS @ 

604 889-1288 or 604 833-7223
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1 877 687-7321 ext.:1266
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FREQUENCY

FORMAT 1 x 3 x 6 x

AA 1 x 1.5 $257 $244 $232
A 1 x 3 $624 $578 $534
B 2 x 3 $977 $911 $834
C 3 x 3 $1,345 $1,252 $1,145
D 2 x 6 $1,711 $1,591 $1,452
E 2 x 9 $2,433 $2,267 $2,059
F 3 x 6 $2,433 $2,267 $2,059
G 4 x 6 $3,932 $3,150 $2,926

All rates gross in four colour.

ISSUE SPACE 
CLOSE

MATERIAL 
DUE

MAILING  
DATE

FEBRUARY JAN 28 FEB 4 FEB 17

APRIL MAR 16 MAR 23 APR 12

JUNE MAY 19 MAY 26 JUNE 14

SEPTEMBER AUG 15 AUG 22 SEPT 7

OCTOBER SEPT 15 SEPT 22 OCT 11

NOVEMBER / 
DECEMBER NOV 15 NOV 22 DEC 6

F GAA

B

C

D EA



Importance of chambers in the 
delivery of MDI medication
It has been demonstrated that chambers optimize 
the delivery of MDI medication.1,2*†

Tip  If your patient can taste the inhaler
medication, it’s likely not getting where
it needs to go.

Global and Canadian respiratory guidelines
recommend the use of chambers with MDIs instead 
of nebulizers.4-6 Asthma Canada recommends 
the use of chambers with MDIs for people of all 
ages, as well as that individuals carry their reliever 
medication with them at all times.7,8

Efficacy of inhaler alone vs. inhaler + 
chamber
It has been demonstrated that MDI medication is 
delivered more effectively with a chamber than 
with an inhaler alone.9¥

Introducing AeroChamber2go* Chamber

Developed with help from people with
asthma and COPD.

• Compact and portable
• Shatter resistant
• Easy to access in an emergency
• Chamber also functions as a protective case for
 the inhaler
• Anti-static materials—can be used directly out
 of package

AeroChamber2go* device—tips and tricks

• Remove cap from the inhaler when storing inside
 chamber
• Designed to fi t most commonly prescribed inhalers
• Does not fi t round inhalers, such as Airomir§,
 Qvar§ or Alvesco§

• Simply breathe normally to inhale the medication
• Inhalation valve holds medication suspended until
 ready to inhale

Shake inhaler immediately before 
use (remove cap)

Insert inhaler into back of the chamber

Press inhaler as you start to breathe 
in slowly and deeply

• All one piece and dishwasher safe

Suitable for active adults and adolescents

For more information, visit www.aerochamber2go.com.

This Counselling Corner is published by Ensemble IQ, 20 Eglinton Avenue West, Suite 1800, Toronto, ON M4R 1K8, Telephone: 416-256-9908. 
No part of this Counselling Corner may be reproduced, in whole or in part, without the written permission of the publisher. © 2020

COUNSELLING CORNER

Educate your patients about the importance 
of using chambers with inhalers

References:
1. Gillen M et al. Effect of a spacer on total systemic and lung bioavailability in healthy volunteers and in vitro performance of the Symbicort* (budesonide/formoterol) pressurized metered dose inhaler. Pulm Pharm 
Ther. 2018;52:7-17. doi: 10.1016/j.pupt.2018.08.001. 2. Singh D et al. Effect of AeroChamber™ Plus on the lung and systemic bioavailability of beclomethasone dipropionate/formoterol pMDI. Br J Clin Pharmacol. 
2011;72(6):932-9.doi: 10.1111/j.1365-2125.2011.04024.x 3. Suggett et al. Assessment of potential mouth/throat deposition and lung delivery of suspension-and solution formulated inhaled corticosteroid 
formulations delivered by pressurized metered dose inhaler without and with valved holding chamber using an anatomic adult upper airway. Drug Delivery to the Lungs 2017. doi:10.13140/RG.2.2.19336.93444. 
4. Global Initiative for Asthma (GINA). Pocket Guide for Asthma Management and Prevention. https://ginasthma.org/wp-content/uploads/2020/04/Main-pocket-guide_2020_04_03-fi nal-wms.pdf (accessed July 29, 
2020). 5. Licskai C et al. Addressing therapeutic questions to help Canadian physicians optimize asthma management for their patients during the COVID-19 pandemic. Canadian Thoracic Society. https://cts-sct.ca/
wp-content/uploads/2020/05/CJRCCSM_Addressing-therapeutic-questions-to-optimize-asthma-management-during-the-COVID-19-pandemic.pdf (accessed July 29, 2020). 6. Bhutani M et al. Addressing therapeutic 
questions to help Canadian health care professionals optimize COPD management for their patients during the COVID-19 pandemic. Canadian Thoracic Society. https://cts-sct.ca/wp-content/uploads/2020/05/
CJRCCSM_Addressing-therapeutic-questions-to-optimize-COPD-management-during-the-COVID-19-pandemic.pdf (accessed July 29, 2020). 7. Asthma Canada. How to use your inhaler. https://asthma.ca/spacers 
(accessed May 12, 2020). 8. Asthma Canada. https://asthma.ca/coronavirus-covid-19-and-asthma/ (accessed July 29, 2020). 9. Suggett J et al. Impact of inhalation delay on medication delivery from a Ventolin HFA 
pressurized metered dose inhaler used with and without a new prototype portable valved holding chamber. European Respiratory Journal 2019;54(suppl 63):PA4229. doi:10.1183/13993003.congress-2019.PA4229.

* Trade-marks and registered trade-marks of Trudell Medical International (TMI). § Trade-marks of the respective companies.  Manufactured in Canada with Canadian and USA parts.

Advertisement

MDI=metered dose inhaler

* Phase I, randomized, open-label, single-
 dose, single-center, crossover study
 (n=50) to assess the relative bioavailability
 of single-dose Symbicort® pMDI 160/4.5 µg/
 actuation (2 actuations) with and without
 a spacer (AeroChamber Plus® Flow-Vu®).
 Inhaled doses were administered without
 or with activated charcoal (taken orally)
 to estimate total systemic exposure and
 exposure through the lung, respectively.
 In terms of total systemic exposure, use
 of the spacer increased the relative
 bioavailability determined by AUC(0-last)

 and Cmax by 68% (spacer: no spacer
 treatment ratio, 167.9%; 90% CI, 144.1
 to 195.6) and 99% (ratio, 198.7%; 90% CI,
 164.4 to 240.2) for budesonide, and 77%
 (ratio, 176.6%; 90% CI, 145.1 to 215.0)
 and 124% (ratio, 223.6%; 90% CI, 189.9
 to 263.3) for formoterol, respectively,
 compared with pMDI alone. Similarly, the
 lung exposure of budesonide and
 formoterol increased (AUC(0-last) and Cmax

 by 146% [ratio, 246.0%; 90% CI, 200.7
 to 301.6] and 127% [ratio, 226.5%;
 90% CI, 186.4 to 275.4] for budesonide,
 and 173% [ratio, 272.8%; 90% CI,
 202.5 to 367.4] and 136% [ratio, 236.2%;
 90% CI, 192.6 to 289.6] for formoterol,
 respectively) when the pMDI was
 administered through the spacer.
† Randomized, single dose, three way,
 crossover study (n=12), consisting of a
 single treatment of 4 puff of extra fine
 BDP formoterol (100/6 mg) using (i)pMDI
 alone, (ii) pMDI and AeroChamber Plus™
 and (iii) pMDI and charcoal ingestion. 
 Compared with pMDI alone, use of
 AeroChamber Plus™ increased the peak
 plasma concentrations (Cmax) of BDP
 (2822.3 ± 1449.9 vs. 5454.9 ± 3197.1 pg
 ml-1), its active metabolite beclometasone
 17-monopropionate (17-BMP) (771.6 ±
 288.7 vs. 1138.9 ± 495.6 pg ml-1) and
 formoterol (38.4 ± 17.8 vs. 54.7 ± 20.0
 pg ml-1). For 17-BMP and formoterol, the
 AUC (0,30 min), indicative of lung deposition,
 was increased in the AeroChamber Plus™
 group by 41% and 45%, respectively.
‡ Laboratory study explored how insertion
 of a Valved Holding Chamber (VHC) in the
 pathway between pMDI and the mouth
 might affect the transfer of particles from
 inhaler mouthpiece to the airways of the
 lungs. Significant oropharyngeal airway
 deposition still occurred, even with the
 ultrafine HFA solution product, which was
 greatly reduced when the VHC was
 present (29% v 3%, p < 0.001).
¥ Adult Aerosol Delivery to an Anatomic
 Model (ADAM) oropharyngeal airway was
 used to provide a clinically relevant
 laboratory determination of pMDI
 medication delivery at various locations
 of the model after pMDI actuation
 simulated perfect coordination, with delays
 of 1,2 and 5s also being investigated (for
  pMDI alone and pMDI with prototype
 VHC). The prototype portable VHC had
 similar delivery to pMDI alone (perfect
 coordination) after 2-seconds delay and
 even after a delay of 5-seconds was only
 approximately 20% reduced.

Almost 
10x more 
medication 
deposits  in 
the back of 
the throat.3‡

More 
medication 
is delivered 
to the 
lungs.1,2*†

Inhaler
alone

Inhaler with AeroChamber®

brand of chambers

Inhaler alone
AeroChamber2go§

chamber + Inhaler

When the inhaler is used alone, even
a 1 second inhalation delay reduces 

medication delivery by 80%.

Provides consistent
medication delivery,

even after time delays.

2 in 1 chamber + protective case

 Inhaler can be
 stored inside
 chamber

Designed and Developed in Canada with the help

of people like you

 Designed for use on-the-go

 Simple to use

 Easy to clean

Aero2Go_CC_EN_09-17-2020.indd   1 2020-09-22   6:14 PM

Think Emgality® for 
Migraine Prevention or 
Episodic Cluster Headache

Rx

What are the Emgality® indications?
Emgality® (galcanezumab) is indicated for:
• The prevention of migraine in adults who 

have at least 4 migraine days per month1

• The reduction in the frequency of attacks 
throughout a cluster period in adults with 
episodic cluster headache with prior cluster 
headache periods lasting at least 6 weeks and 
who have had an inadequate response to, or 
tolerated poorly, or had contraindications to 
conventional preventive therapies established 
by Canadian practice guidelines.1

What is the mechanism of action of 
Emgality®?‡

Emgality® is a humanized IgG4 monoclonal 
antibody that binds CGRP and prevents its 
biological activity. Emgality® targets CGRP 
with high affinity (KD = 31 pM) and does 
not bind to the CGRP receptor or related 
peptides adrenomedullin, amylin, calcitonin 
and intermedin.1‡

In the migraine trial in patients with 
episodic migraine (4-14 MHDs/month) 
how effective was Emgality® in 
reducing monthly migraine headache 
days (MHDs)?
Emgality® 120 mg significantly reduced 
mean monthly MHDs (primary endpoint) 
from baseline over months 1-6 by 4.7 and 4.3 
vs. 2.8 and 2.3 for placebo, in EVOLVE-1 and 
EVOLVE-2, respectively (p<0.001)1§¶#

Mean change from baseline in 
monthly MHDs1,2,3

What were the most common adverse 
reactions with Emgality®?
Demonstrated safety profile across a total of 
3,459 patients and healthy volunteers that were 
exposed to Emgality®.1 Of these, 2,129 patients 
were exposed to EMGALITY® once monthly 
for at least 6 months and 750 patients were 
exposed for 12 months. Adverse drug reactions 
(ADRs) were identified based on findings across 
Phase 3 efficacy and safety clinical studies in 
migraine and cluster headache.1

The most common adverse reaction reported 
in ≥ 10% of patients in any study receiving 
Emgality® were injection site reactions, and less 
frequent (≤ 2%) adverse reactions included 
constipation, vertigo, pruritus and urticaria.1

Injection site reactions included multiple 
preferred terms, such as injection site pain, 
injection site erythema, injection site pruritus, 
injection site bruising, injection site swelling, 
and injection site induration.1

What is the dosing for Emgality®?
Emgality® offers once-monthly subcutaneous, 
self-administered dosing.1

A patient may self-inject Emgality by following 
the instructions for use and once they have 
been adequately trained by the healthcare 
professional.

Migraine: initial dose of 240 mg SC 
(administered as two consecutive subcutaneous 
injections of 120 mg), followed by once-
monthly doses of 120 mg SC.1

Episodic Cluster Headache: 300 mg SC 
once a month (administered as three consecutive 
subcutaneous injections of 100 mg each) at the 
onset of the cluster period. The dose regimen 
must be followed as prescribed.1

• The treatment benefit should be assessed 
within 3 weeks after initiation of the 
treatment. In patients with no improvement 
within this time period, any further decisions 
for continuation of the treatment during 
the current cluster period or initiation of the 
treatment for subsequent cluster periods 
should be carefully considered based on 
individual patient basis and clinical judgement. 
If further dosing is warranted, Emgality® 
should not be administered more than once 
a month during a cluster period. Emgality® 
should not be used after the end of a cluster 
period and during the remission time.

Please see the Product Monograph for complete 
dosing and administration information.

Advertisement

Clinical use:
For patients with episodic cluster headache, the treatment 
benefit should be assessed within 3 weeks after initiation 
of the treatment. In patients with no improvement within 
this time period, continuation of the treatment should 
be carefully considered based on individual patient and 
clinical judgement. 

Emgality should be initiated by physicians experienced 
in the diagnosis and treatment of migraine or episodic 
cluster headache. 

Geriatrics (≥ 65 years of age): The safety and efficacy of 
Emgality has not been studied in patients aged 65 or older.

Relevant warnings and precautions:
• Serious hypersensitivity including anaphylaxis. These 

reactions may occur within minutes, although some 
may occur up to one month after administration

• Patients with cardiovascular diseases
• Patients with vascular disorders (episodic cluster 

headache indication)
• Pregnant and nursing women
• Pediatrics (<18 years of age)

For more information:
Please consult the Product Monograph at http://pi.lilly.
com/ca/emgality-ca-pm.pdf for important information 
relating to adverse reactions, drug interactions, and 
dosing information that has not been discussed here. 

The Product Monograph is also available by calling Eli 
Lilly Medical Information at 1-888-545-5972.

This Q&A is published by Ensemble IQ, 20 Eglinton Avenue West, Suite 1800, Toronto, ON  M4R 1K8, Telephone: 416-256-9908. 
No part of this Q&A may be reproduced, in whole or in part, without the written permission of the publisher. © 2021

about

* CGRP=calcitonin gene-related peptide
† Comparative clinical significance has not been established
‡ Clinical significance is unknown
§ EVOLVE-1 and EVOLVE-2 were phase 3, randomized, 

multicentre, double-blind, placebo-controlled studies in  
adult patients with episodic migraine. The studies enrolled a 
total of 1773 adult patients with a history of episodic migraine 
with or without aura, with 4-14 MHDs/month, and at least 
2 migraine attacks during the baseline period. The primary 
efficacy endpoint for EVOLVE-1 and EVOLVE-2 was the mean 
change from baseline in the number of monthly migraine 
headache days over months 1-6. Key secondary endpoints 
included response rates (the mean percentages of patients 
with > 50% reduction) and mean change from baseline in 
the number of monthly migraine headache days that acute 
medication was taken over months 1-6.2,3 In EVOLVE-1, a total 
of 858 patients were randomized in a 2:1:1 ratio to receive 
placebo (N = 433), Emgality 120 mg (N = 213), or Emgality  
240 mg** (N = 212), once monthly for 6 months by 
subcutaneous injection. Patients in the 120 mg Emgality group 
received a 240 mg loading dose. In EVOLVE-2, a total of 915 
patients were randomized in a 2:1:1 ratio to receive placebo 
(N = 461), Emgality 120 mg (N=231), or Emgality 240 mg**  
(N = 223) once monthly for 6 months by subcutaneous 
injection. Patients in the 120 mg Emgality group received a 
240 mg loading dose.

¶ Least Squares (LS) mean change from baseline, difference from 
placebo, and p-value are based on a mixed effects repeated 
measures model including treatment group, region, or country 
(North America, Europe, or other), month, interaction of 
treatment and month, baseline value, and interaction of 
baseline value and month.1

# A superchain procedure adjusting for multiple testing was 
used to maintain the 2-sided type I error at 0.05 for the 
primary endpoints.1

**  The galcanezumab 240 mg dose is not authorized for use.

The first and only CGRP* 
binding antibody with 
indications in ALL 2 of the 
following authorized uses:1†

• Migraine prevention
• Episodic cluster headaches
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1. Eli Lilly Canada Inc. Emgality Product Monograph [Internet]. 2020 [cited 2021 Mar 
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Adapted from Skljarevski et al, Stauffer et al and Emgality® Product 
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MHDs = migraine headache days
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EVOLVE-1 
(over months 1 to 6)

Baseline: 9.2 vs. 9.1

EVOLVE-2 
(over months 1 to 6)

Baseline: 9.1 vs. 9.2

 Emgality 120 mg (N=210)
 Placebo (N=425)

 Emgality 120 mg (N=226)
 Placebo (N=450)

***p<0.001 vs. placebo ***p<0.001 vs. placebo

***
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-4.3
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In October 2020, Diabetes Canada published 
the 2020 Update of its clinical practice guide-
line (CPG) for the pharmacologic glycemic 
management of type 2 diabetes in adults 
(chapter 13).(1) It also produced a User’s Guide 
and Quick Reference Guide to support its 
practical application.(2,3) 

One of the key changes is a new type 2 
diabetes treatment algorithm (Figure 1) that 
recommends glucagon-like peptide-1 recep-
tor agonists (GLP-1 RAs) and/or sodium-
glucose cotransporter-2 inhibitor (SGLT2i) 
agents for cardiorenal protection, for:
• secondary prevention in individuals with 

established atherosclerotic cardiovascu-
lar disease (ASCVD), heart failure with 
reduced ejection fraction (HFrEF) and 
chronic kidney disease (CKD); and

• primary prevention in individuals >60 
years of age with two or more cardiovas-
cular (CV) risk factors (detailed on page 3).
Further, the updated guideline recom-

mends that these cardiorenal protective 
agents should be considered even if the 
glycated hemoglobin (A1C) is at target, and 
at any time that there is a change in clinical 
status. A key message to healthcare pro-
viders continues to be that the provision of 
care needs to expand beyond blood glucose 
management, as summarized by Diabetes 
Canada’s “ABCDES3” of diabetes care 
(Figure 2, available online).(4) Specifically, 
pharmacists need to also consider CV and 
renal status when optimizing medications.

This learning activity will apply the updated 
guideline to case studies from the perspective 
of the community pharmacist. The case stud-
ies will demonstrate the appropriate use of 
GLP-1 RAs and build on previous learning 
activities produced in 2019 and 2020.(5,6)

This learning activity will also offer prac-
tical suggestions for pharmacists to become 
active and valued members of diabetes 
healthcare teams.

Case 1 - Mei Ling T.
Mei Ling is a long-standing client at your 
pharmacy. She asks, “I have heard that 
people with diabetes don’t fare as well if 
they were to come down with COVID-19. 
What can I do to help take care of myself?” 

Your staff book a virtual appointment 
with you and Mei Ling grants permission 
to have the most recent bloodwork faxed 
over to the pharmacy: 
• A1C = 8.9%
• eGFR = 90 mL/min/1.73m2

Mei Ling is a 53-year-old teacher with 
overweight (BMI 28.0 kg/m2) who has been 
living with type 2 diabetes for two years. 
She has no other medical conditions, and 
her home blood pressure readings are about 
138/83 mmHg. Mei Ling is adherent to the 
following medications:
• metformin 2,000 mg XL po once daily
• perindopril 8 mg po once daily
• rosuvastatin 10 mg po once daily

Drawing from resources from Diabetes 
Canada, you educate Mei Ling on safe 
COVID-19 practices, adult immunizations 
and “staying safe when you are sick.”(7,8,9) 
You proceed to discuss Mei Ling’s diabe-
tes self-management. She agrees that she 
would like to target an A1C of ≤6.5%, in 
accordance with Diabetes Canada’s 2018 
Clinical Practice Guidelines.(10) However, 
she leads a busy life with little time for 
added self-care. Currently she sometimes 

Optimizing care: a practical 
application of GLP-1 RAs following 
the Diabetes Canada 2020 Update

Learning Objectives
Upon successful completion of this 
learning activity, pharmacists will be 
better able to:
1.  Apply the Diabetes Canada 2020 

Update on the pharmacologic 
glycemic management in 
adults with type 2 diabetes with 
cardiovascular disease or who 
are at high risk of cardiovascular 
disease.

2.  Identify and counsel adults with 
type 2 diabetes who would benefit 
from GLP-1 RA therapy.

3.  Prepare a pharmaceutical 
recommendation and share 
information with the diabetes 
healthcare team.

Instructions
1.  After carefully reading this lesson, 

study each question and select  
the one answer you believe to  
be correct. Answer online at 
eCortex.ca.

2.  To pass, a grade of at least 70%  
(4 out of 5) is required. 

3.  Complete the required feedback 
form for this lesson online at 
eCortex.ca. 

Please consult this course online 
at eCortex.ca for expiry dates.

DISCLOSURES
The author discloses the receipt of funds 
from the company sponsoring this learning 
activity and other commercial entities for 
consulting services, speaking engagements 
and membership on advisory boards. One 
expert reviewer discloses the receipt of funds 
from the sponsor and other commercial 
entities for consulting services, speaking 
engagements and membership on advisory 
boards. The other reviewer and provider 
declare no real or potential conflict with the 
sponsor of this lesson.
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New Allergic Rhinitis Guideline 
FOUR QUESTIONS TO OPTIMIZE THERAPY

Antihistamine (AH)
•  Relative efficacy: Moderate(2) 
•  Onset of action:  

at least 60 minutes(1)

•  Place in therapy: Mild severity 
or intermittent symptoms(2)

•   sneezing, itching and 
rhinorrhea.(3)

•  Less effective than INCS and 
INCS/AZE.(1)

•  Avoid first generation AH  
(e.g. diphenhydramine).(4)

•  Side effects: well tolerated 
(dry mouth, sedation, urinary 
retention and headache).(2)

Intranasal  
corticosteroids (INCS)
• Relative efficacy: High(2)

•  Onset of action: Hours, but 

peak effect could take days(1,3)

•  Place in therapy: Mild persistent 
symptoms, or moderate to 
severe symptoms(2)

•  Highly effective but slower onset 
of action.(3)

•  Combination with oral 
antihistamine offers little benefit 
over INCS alone.(1)

•  Can also improve ocular  
AR symptoms.(3)

•  Side effects: Nasal irritation and 
stinging.(3)

Intranasal corticosteroid 
and azelastine (INCS/AZE)
•  Relative efficacy:  

High to very high(2)

•  Onset of action: 5 minute onset, 
but peak effect could take days(1)

•  Place in therapy: Mild persistent 
symptoms, or moderate to 
severe symptoms(2)

•  The combination of INCS and 
intranasal azelastine has been 
shown to be more effective that 
the individual components alone.(3)

•  The rapid onset of action could 
be preferred by patient.(1)

•  Side effects are similar to INCS 
alone.(3)

Leukotriene  
receptor antagonist 
•  Relative efficacy: Moderate(2)

•  Onset of action: 48 hours(5)

•  Place in therapy: Mild persistent 
symptoms(6)

•  Not considered a first-line  
AR therapy.(1)

•  Should be considered when AH, 
INCS, INCS/AZE are not well 
tolerated or are ineffective in 
controlling AR.(3)

Allergen immunotherapy
•  Relative efficacy:  

Moderate to high(7)

•  Onset of action: Months(3)

•  Place in therapy: When optimal 
avoidance measures and 
pharmacotherapy are insufficient 
to control symptoms or are not 
well tolerated.(3)

•  Considered for AR from tree, 
grass, ragweed, dust mites, 
cockroach or pet dander.(3)

•  Side effects: anaphylaxis 
can occur, local reaction are 
common.(6)

MADE POSSIBLE THROUGH THE FINANCIAL SUPPORT OF MYLAN

STEP 1: ASK THE FOUR QUESTIONS

STEP 2: APPLY THE ALGORITHM

AR TREATMENTS SUMMARY

Harold Kim, MD, FRCPC
Allergist – Western and 
McMaster Universities
Staff Physician – St. Joseph’s 
Health Care Centre
London, ON

HOW SEVERE ARE  
YOUR SYMPTOMS ON A 
SCALE FROM 0 TO 10?

1
WHAT ARE YOU  

TAKING FOR  
YOUR ALLERGIES?

2
HOW IMPORTANT  

IS IT TO HAVE  
RAPID SYMPTOM RELIEF?

3
ARE THE SYMPTOMS  

PERSISTENT  
OR INTERMITTENT?

4

INCS  INCS/AZE

ON TREATMENT NO TREATMENT 

AH  INCS or 
INCS/AZE

INCS/AZE

Rapid onset No need for 
rapid onset

Intermittent SX’s –  
AH, INCS or INCS/AZE

Persistent SX’s – 
INCS or INCS/AZE

AH – antihistamines
INCS – Intranasal steroids
INCS/AZE – Intranasal steroid/azelastine
SX’s – symptoms
Adapted from reference(1)

SX’sNO SX’s 

step down 
treatment

use AH, INCS, or  
INCS/AZE or maintain 

current treatment

0

SYMPTOM 
SCALE SCORE  

≥ 5

SYMPTOM 
SCALE SCORE  

< 5
510

Depending on skin test results:  
Consider mattress covers, reducing humidity, 

keeping windows closed, using an air conditioner, 
limiting time outside during peak season.

Patients should try to avoid allergens 
that worsen their symptoms (e.g. house 

dust mite, moulds, pets, pollens) and 
irritants (e.g. tobacco smoke).(3)

Allergen 
avoidance

Avoidance can  
be very difficult for 

many allergens.
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ALLERGIC ALLERGIC 
RHINITISRHINITIS  

MANAGING 

IN YOUR ASTHMA PATIENTS

Most patients with asthma, have concurrent rhinitis, and 10-40% of  
patients with allergic rhinitis (AR) have asthma.1 The GINA 2020 guidelines 
recommend that clinicians assess patients with asthma for comorbidities 
such rhinitis, rhinosinusitis, GERD, obesity, obstructive sleep apnea, de-
pression and anxiety as they can contribute to symptoms and poor quality 
of life—and sometimes to poor asthma control.1 

The Allergic Rhinitis and Its Impact on Asthma (ARIA) guidelines were 
updated in 2020 and provide a new treatment algorithm for patients with 
allergic rhinitis.2 These guidelines now recommend oral antihistamines, 
intranasal corticosteroids (INCS) and intranasal fluticasone/azelastine 
(Dymista®) as first-line treatment options. 

A patient with asthma and AR commonly presents in primary care. The 
challenge for some clinicians is determining what is the most effective way 
of optimizing pharmacotherapy in patients with asthma and comorbid AR.

To address common questions, we asked Dr. Anne Ellis, Professor and 
Chair of the Division of Allergy & Immunology at Queen’s University, to 
share her expertise on the management of AR in patients with asthma. 

Can you discuss the relationship 
between asthma and AR?

DR. ANNE ELLIS (AE): I think it is 
important to remember that the 
inflammation between the lower and 
upper respiratory tract is related. In 
almost all my asthma patients, I see 
rhinosinusitis symptoms. Some of these 
patients have seasonal AR symptoms 
where others will experience perennial 
symptoms.

Do asthma patients with AR present 
differently than patients without asthma?

AE: The patients present with the same 
symptoms. They will typically present 
with rhinitis, sneezing, post-nasal drip 
and conjunctivitis. The difference with 
asthma patients is they can present 

with a worsening of asthma control. 
It is important that when a patient 
presents with poor asthma control, we 
assess the upper respiratory as well, as 
AR symptoms could be affecting the 
patient’s asthma.

Can you please discuss the changes  
in the ARIA guidelines?

AE: The guidelines have prioritized 
INCS for the management of AR. We 
now have three first-line options, oral 
antihistamines, INCS and INCS with 
topical antihistamine (fluticasone/
azelastine).2 All of these options can 
be considered in patients with mild AR 
symptoms, where INCS and intranasal 
fluticasone/azelastine should be 
considered in people with moderate to 
severe symptoms.

DR. ANNE ELLIS
Professor and Chair of the 

Division of Allergy & Immunology 
at Queen’s University,  

Kingston, Ontario

The key is to assess  
both the upper and  

lower airways.  
We should be targeting 

treatment at the  
patient’s  

symptoms.”

“
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What would you like clinicians to know 
about oral antihistamines?

AE: Antihistamines are a commonly 
used first-line treatment in AR patients. 
They tend to be tried by most patients 
but are generally more effective in 
people with mild symptoms. Although 
they are commonly prescribed, it is 
important to remember that by the 
time an AR patient is presenting to a 
physician, most have already tried one 
or more antihistamines.

What oral antihistamines do you use?

AE: I tend to use cetirizine, rupatadine, 
or bilastine for my patients. I find that 
they work more effectively for AR 
patients. I avoid using first-generation 
antihistamines like diphenhydramine 
or chlorpheniramine as they are 
associated with significant cholinergic, 
muscarinic, serotonergic, and cardiac 
adverse effects with no benefits over 
the second-generation agents.

What would you like clinicians to know 
about INCS and intranasal fluticasone/
azelastine?

AE: INCS are foundational treatment 
to managing AR, just like inhaled 
corticosteroids are to managing asthma. 
INCS are effective and well-tolerated 
agents that will often control many of 
the AR symptoms. The issue with INCS 
is that it can take three to five days for 
patients to see a significant reduction 
in symptoms. This is concerning in 
people with severe symptoms or those 
who are likely to stop treatment if they 
do not see quick relief. This is where  
fluticasone/azelastine can help this 
group. It can be used first-line, but 
unlike INCS, it can lead to symptom 
relief in five to 15 minutes. This can  
be helpful for many of these patients  
with severe symptoms. The ARIA guide-
lines also recommend that clinicians 
consider intranasal fluticasone/
azelastine in people who have AR 
symptoms not responding to INCS.2 
Another point is that although a com-
bination of oral antihistamine and INCS 
are commonly used, unlike intranasal 
fluticasone/azelastine, there is little 
data to support that this combination is 
more effective than an INCS alone.

Do you have any safety concerns in 
people using AR therapies with asthma 
medications?

AE: Second generation antihistamines, 
INCS, intranasal fluticasone/
azelastine are very well tolerated. 
Epistaxis is common with INCS, so it 
can be prevented by having the 
patient point the spray away from 
the septum when administering the 
medication. With patients > 55 years, 
I will normally ensure ocular pressure 
is assessed if they require long-term 
INCS therapy. Fluticasone/azelastine is 
very well tolerated, with some patients 
experiencing some taste disturbances, 
so I do inform patients of this potential 
side effect as this is not seen with 
standard INCS. This side effect can be 
minimized by not inhaling too deeply 
or tilting the head backwards during 
administration. I use INCS with inhaled 
corticosteroids regularly and don’t feel 
there are any major safety concerns 
when used at appropriate doses.

When a clinician is presented with 
a patient with both asthma and 
AR symptoms, what would be your 
recommended assessment and 
management strategies?

AE: The key is to assess both the upper 
and lower airways. We should be 
targeting treatment at the patient’s 
symptoms. If a patient has significant 
AR symptoms, simply stepping up his/
her asthma medication may not lead 
to symptom control. It is important 
to ask the patient if he/she has any 
nasal symptoms and prescribe the 
appropriate AR treatment, if required.

What are some of the tips that you can 
provide clinicians on AR management?

AE: One of the key recommendations 
is that if you have a patient who has 
persistent symptoms, consider referral 
to an allergist. Immunotherapy is now 
available as both injections and 
sublingual formats. Instead of requiring 
long-term medication, this treatment 
can lead to definitive AR control. I like 
it because it can address AR and 
manage a patient’s asthma triggers as 
well. It does take several months for this 
therapy to be effective, so family 

physicians should consider referrals at 
least six months prior peak symptoms in 
people with seasonal allergies. Also, if 
the patient has allergic conjunctivitis, 
this can be commonly managed by 
oral antihistamines or INCS. If they are 
not sufficient, I tend to add an ocular 
mast cell stabilizer like olopatadine 
(Pataday®) or ketotifen (Zaditor®) as 
required.

What would you like every clinician to 
do in their practice tomorrow to ensure 
optimal AR management in patients  
with asthma?

AE: I think the key things are to assess 
asthma patients for AR symptoms 
and take these symptoms seriously. 
AR symptoms can have a significant 
burden and affect quality of life. 
Appropriate treatment can reduce 
this burden. I would also recommend 
that they use all the tools in the 
toolbox. If they have seasonal allergies, 
consider INCS or intranasal fluticasone/
azelastine as first-line treatments. 
Consider referral if a patient has 
moderate to severe allergies. 
Immunotherapy can be life-changing 
for these patients.

Interview conducted by Michael Boivin, Bsc.Phm, 
RPH, CDE, CTE
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KELLY’S ADVICE  
TO SAMANTHA AND 
RAHIM

First, the most important 
thing is to get a good 
doctor-focused financial 
advisor, accountant and 
lawyer. They are your team, 
your backbone. Doctors 
are busy, you need expert 
advice to help them make 
the right decisions!

Next, everyone is unique, 
so naturally with Rahim and 
Samantha, I would ask them 
more about who they are 
and what is truly important 
to them, so we can create a 
tailor-made plan.

In general, people have 
debt when they come out of 
school, and doctors usually 
have a little bit more. They’re 
usually scared about this, 
but I would say not to be 
concerned; as long as you 
put a plan in place to move 
forward, you will do well. 

TFSA OR RRSP?

In the case of Rahim, 
renting is the right thing to 
do, and if possible, saving 
money in a TFSA. 

When you’re first done 
school, you still have a lot 
of tax advantages. So, is 
an RRSP going to be the 
best thing? Maybe in a few 
years, but probably not right 
away. A first-year resident 
would only be making 
about $62,000, so it’s best 
to accumulate that RRSP 
contribution room until at 
least their second year 
of practice when income 
is closer to $200,000 to 
$300,000 so that they can 
get that better tax bracket.

At first, in your TFSA, you 
would invest with a longer-
term strategy, like anywhere 
from three to five years, with 
the idea of eventually using 
that for a down-payment 
on a house. You might pay 

down some debt, but in 
today’s economy, borrowing 
rates are next-to-nothing for 
physicians. You’d earn more 
in your investment than you 
would be paying down debt. 

SETTLING DOWN

Once you decide where 
you want to live, that’s when 
you might pull some of the 
investments out because 
you don’t want money in 
the market if you have a 
shorter-term time horizon. 

Then you’d get a pre-
approval for a mortgage 
to know what you qualify 
for in the area where you 
want to live, and to decide 
what payment you are 
comfortable with. 

TO INCORPORATE 
OR NOT?

For Samantha, hospital 
work is guaranteed income 
that she can count on while 
getting the rest of her prac-
tice going. She can use it 
to help fund the opening of 
her clinic and wait on paying 
down substantial debt. She’s 
in internal medicine, so, her 
income is going to be quite 
high. Once her income rises, 
she can then start saving 
for parental leave or plan to 
reborrow at the time.

Should Samantha go 
for sole proprietorship or 
should she incorporate?

Some doctor clients 
buy a building and rent out 

space to other doctors. In 
that case, you do want to 
incorporate. If you decide 
to rent a room in someone’s 
clinic, you don’t have a lot 
of overhead, and can have 
sole ownership. 

Some physicians either 
want to incorporate too 
soon or buy something 
when it doesn’t make 
sense. That’s where advice 
from an advisor and a tax 
accountant is needed.

When you incorporate, 
you get dividends paid ver-
sus T4 income. Your money 
stays in the corporation, and 
until you take it out and need 
it, there’s no tax.

It’s costly to incorporate, 
so when you’re in your first 
year, it doesn’t make a lot 
of sense to pay $10,000 to 
incorporate because you’re 
in a lower tax bracket.

DOING IT RIGHT

Sometimes physicians 
will listen to their friends 
or colleagues and follow 
their lead, instead of 
getting financial advice. 
Just because somebody 
else did something and it 
worked for them doesn’t 
mean it is right for you. 
Or some will take a do-
it-yourself approach to 
investing. Instead, build a 
trusted relationship with 
your financial advisor and 
accountant. 

When you get out of 
school, debt is scary and 
there are a lot of unknowns. 
But your income will rise 
significantly, and your life 
is going to evolve. With the 
right planning, you can have 
a fulfilling and financially 
secure future.
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Our CIBC  
healthcare specialist  

is Kelly Surette 

DEBT: $200,000

INVESTMENTS: 
$20,000 in TFSA invested 
in mutual funds

PROFESSIONAL 
GOALS: 
To locum for a few years to 
decide where he wants to 
live and later join a clinic

PERSONAL GOALS: 
To buy a house in next  
few years

QUESTIONS: 
What should I do first? 
Should I pay off all my debt? 
Or invest in my RRSP? Is it 
OK to rent for a few years?

RAHIM, 29: 
Just finishing residency  
(family medicine) 

DEBT: $150,000

INVESTMENTS: 
None

PROFESSIONAL  
GOALS: 
To open own clinic combined 
with hospital work

PERSONAL GOALS: 
To have a family with partner 
and take parental leaves 
along the way

QUESTION: 
How should I fund upfront 
costs of opening a clinic? 
Should I start saving now  
for parental leaves?  
Should I incorporate?

SAMANTHA, 31: 
Just finishing residency 
(internal medicine)

536 DOCTORS  
ANSWERED THIS 

QUESTION: 

“After residency,  
should one:  

Pay down debt first; 
Start investing first;  

Do both at the  
same time?”

THEY SAID:

Pay down debt: 32%
Start investing: 3%
Do both: 65%

CREATING A FINANCIALLY SECURE LIFE

PART 1: Starting out
In this three-part series, we offer physician-focused  
financial advice for different stages of your career

Creating a financially secure life can feel like a daunting task. After all, 
doctors are experts in medicine, not finance! 

That’s why, in partnership with CIBC, the Medical Post asked hundreds 
of doctors about their financial concerns. Based on those findings, we 
enlisted CIBC’s physician-focused healthcare specialists to address 
common concerns through composite “personas” that represent typical 
Canadian physicians at different career stages.

In this, the first of three installments (the next two will be in our 
December Finance Issue), we look at Rahim and Samantha, who are just 
starting out.
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