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Resignations raise questions about OMA
finances
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597 Perinatal suicide in Ontario, Canada

ine doctors are calling for an
independent investigation into
what they describe as a culture of
fear and a lack of financial transparency at
the Ontario Medical Association (OMA).
On July 4, Drs. Kulvinder Gill and Mark
D’Souza resigned as chairs of the OMA’s
two largest districts, citing an “increasingly toxic environment.” They accused
OMA leaders and others in the organization of attempting to muzzle dissent by
censoring communications and reporting
more than 40 vocal members to the College of Physicians and Surgeons of
Ontario (CPSO) for potential discipline.
There was also an “immense amount
of bullying and intimidation,” including
direct threats and insults from people
within positions of authority, said Gill. “All
attempts to address it internally were met
with more bullying and intimidation.”
Last week, seven more district delegates
resigned in response to OMA’s “unwillingness” to address the complaints. They
traced the toxicity at OMA to a struggle over
financial accountability.
The OMA takes in $70 million in revenue each year, with more than $50 million
coming from mandatory membership
dues. However, “there is such a profound
lack of transparency about where those
funds go,” said Gill.
She and the other doctors who resigned
questioned why OMA employs nearly 300
administrative staff, and pays potentially
hundreds of thousands of dollars in honorariums to physicians appointed by the
board to nearly 100 committees.
“Many of the same physicians serve on
multiple redundant committees and a
physician can make a very handsome salary,” Gill explained. “No one knows how
much.”
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Dr. Kulvinder Gill and eight other physicians say they faced bullying and intimidation after pushing
for greater financial transparency.
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bers to CPSO. The same motion passed in
2016, but OMA still hasn’t conducted the
survey, Gill said. “When passed motions
are ignored and motions supported by
membership are blocked or prevented
from being read, that’s a faux democracy.”
Because OMA dues are mandatory,
“there’s no means of accountability,” she
added. In other provinces, fees are voluntary or doctors can choose from more
than one organization to represent them.
Gill and the others who resigned want
an independent investigation to get to
the bottom of the bullying and transparency concerns. In March, a former president of the association made a similar

“Attempts to gain clarity on that have
been blocked,” she said, including a
motion to publish the amounts paid to
OMA executive, board, council and committee members. OMA called the motion out of
order and blocked its submission to the
November 2016 council meeting, Gill said.
“We were told that it contravenes privacy.”
Other motions were never read at the
OMA council in May because time was
taken up with long committee reports —
essentially a filibuster, said Gill.
One of the motions called on OMA to
survey members before implementing a
code of conduct policy that would
empower the organization to report mem-
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Use of antibiotics during pregnancy
and risk of spontaneous abortion
Flory T. Muanda MD, Odile Sheehy MSc, Anick Bérard PhD
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BACKGROUND: Although antibiotics are
widely used during pregnancy, evidence
regarding their fetal safety remains limited.
Our aim was to quantify the association
between antibiotic exposure during pregnancy and risk of spontaneous abortion.
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METHODS: We conducted a nested case–
control study within the Quebec Pregnancy Cohort (1998–2009). We excluded
planned abortions and pregnancies exposed to fetotoxic drugs. Spontaneous
abortion was defined as having a diagnosis
or procedure related to spontaneous abortion before the 20th week of pregnancy.
The index date was defined as the calendar
date of the spontaneous abortion. Ten
controls per case were randomly selected

Editor’s comment
It’s difficult to tease out the effects of
antibiotics on a fetus from the effects of
the infection for which the antibiotic
may have been prescribed. That’s why
the authors of this study decided to
exploit their finding of no significant difference in spontaneous abortion
among women prescribed no antibiotic
in pregnancy and those prescribed penicillins or cephalosporins. Effectively
limiting the infection confounder, they
compared the risk of spontaneous
abortion following use of other antibiotics with that among women who
took a penicillin or cephalosporin. The
figure opposite demonstrates that use
of some classes of antibiotics is probably risky, and it may be wise to avoid
these if an alternative will do to treat
the pregnant patient who has a suspected bacterial infection.
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and matched by gestational age and year
of pregnancy. Use of antibiotics was defined by filled prescriptions between the
first day of gestation and the index date
and was compared with (a) nonexposure
and (b) exposure to penicillins or cephalosporins. We studied type of antibiotics separately using the same comparator groups.

exposed cases), tetracyclines (adjusted OR
2.59, 95% CI 1.97–3.41; 67 exposed cases)
and quinolones (adjusted OR 2.72, 95% CI
2.27–3.27; 160 exposed cases) was associated with an increased risk of spontaneous
abortion. Similar results were found when
we used penicillins or cephalosporins as
the comparator group.

RESULTS: After adjustment for potential

INTERPRETATION: After adjustment for
potential confounders, use of macrolides
(excluding erythromycin), quinolones, tetracyclines, sulfonamides and metronidazole during early pregnancy was associated with an increased risk of spontaneous
abortion. Our findings may be of use to
policy-makers to update guidelines for the
treatment of infections during pregnancy.

confounders, use of azithromycin (adjusted odds ratio [OR] 1.65, 95% confidence interval [CI] 1.34–2.02; 110 exposed
cases), clarithromycin (adjusted OR 2.35,
95% CI 1.90–2.91; 111 exposed cases), metronidazole (adjusted OR 1.70, 95% CI 1.27–
2.26; 53 exposed cases), sulfonamides (adjusted OR 2.01, 95% CI 1.36–2.97; 30
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control in adult patients with type 2 diabetes mellitus:
As a monotherapy in patients for whom metformin is inappropriate due to contraindications
or intolerance.
In combination with metformin or a sulfonylurea when diet and exercise plus monotherapy
with one of these agents does not provide adequate glycemic control.
In combination with metformin and either a sulfonylurea or pioglitazone when diet, exercise,
and dual therapy (with metformin plus either a sulfonylurea or pioglitazone) do not provide
adequate glycemic control.
In combination with metformin and sitagliptin when diet, exercise, and dual therapy
(with metformin and sitagliptin) do not provide adequate glycemic control.
In combination with insulin (with or without metformin) when diet and exercise, and therapy
with insulin do not provide adequate glycemic control.
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Canagliflozin compared with sitagliptin for patients with type 2 diabetes who do not have adequate glycemic control with metformin
plus sulfonylurea: A 52-week randomized trial. Diabetes Care. 2013 Sep; 36(9):2508-15. 3. IMS Health Data. 2017.

468

1.03% reduction in A1C
from baseline vs. -0.66% (p<0.05)

2.5% (2.3 kg) reduction
in body weight
from baseline vs. +0.3% (+0.1 kg)
(p<0.001; secondary endpoint)

5.1 mmHg reduction in
systolic blood pressure
from baseline vs. +0.9 mmHg
(p<0.001; secondary endpoint)

Most serious warnings & precautions:
• Diabetic Ketoacidosis (DKA): Clinical trial and post-marketing cases of DKA have been
reported, some requiring hospitalization in patients taking INVOKANA® and other
sodium-glucose co-transporter 2 (SGLT2) inhibitors. Some cases of DKA have been fatal.
A number of these cases have been atypical with blood glucose values below
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symptoms such as difficulty breathing, nausea, vomiting, abdominal pain, confusion,
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glucose level, and INVOKANA® should be discontinued immediately. INVOKANA® should not
be used for the treatment of DKA or in patients with a history of DKA.
• INVOKANA® is not indicated, and should not be used, in patients with type 1 diabetes.
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Please consult the Product Monograph at http://www.janssen.com/canada/products#prod-386
for important information relating to adverse reactions, drug interactions, and dosing
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INVOKANA® is not indicated for weight reduction
INVOKANA® is not indicated to reduce blood pressure
Symptomatic hypotension may occur. Patients’ volume
status should be evaluated and corrected, as necessary,
before and during treatment with INVOKANA®
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Once-daily, oral INVOKANA® – increases urinary glucose excretion
to lower blood glucose through an insulin-independent mechanism.1†
Indications and clinical use:
INVOKANA® (canagliflozin) is indicated as an adjunct to diet and exercise
to improve glycemic control in adult patients with type 2 diabetes mellitus:
As a monotherapy in patients for whom metformin is inappropriate due
to contraindications or intolerance.
In combination with metformin or a sulfonylurea when diet and exercise plus
monotherapy with one of these agents does not provide
adequate glycemic control.
In combination with metformin and either a sulfonylurea or pioglitazone when
diet, exercise, and dual therapy (with metformin plus either a sulfonylurea
or pioglitazone) do not provide adequate glycemic control.
In combination with metformin and sitagliptin when diet, exercise, and dual therapy
(with metformin and sitagliptin) do not provide adequate glycemic control.
In combination with insulin (with or without metformin) when diet and exercise,
and therapy with insulin do not provide adequate glycemic control.
Patients 65 years and older had a higher incidence of adverse reactions related
to reduced intravascular volume, including hypotension, postural dizziness,
orthostatic hypotension, syncope, and dehydration. Reactions were more
common in patients over 75 years of age and with 300 mg daily.
Smaller reductions in HbA1C with INVOKANA® relative to placebo were seen in
patients 65 years and older, compared to younger patients.

Safety and efficacy in patients under 18 years of age have not been established.
INVOKANA® should not be used in this population.
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infections, urinary tract infections, elevated hemoglobin/hematocrit, serious
hypersensitivity reactions, including angioedema and anaphylaxis, bone fracture,
renal function abnormalities and acute kidney injury, increase in digoxin AUC
and C max, and not recommended for patients with severe hepatic impairment
or pregnant and nursing women.
• Conditions of clinical use, adverse reactions, drug interactions and
dosing/administration instructions.
The Product Monograph is also available by calling us
at 1-800-567-3331.

* Randomized, double-blind, active-controlled, parallel-group, multicentre trial over 52 weeks. 755 adults with type 2 diabetes mellitus (T2DM) were randomized to INVOKANA® 300 mg/day +
metformin + sulfonylurea (n=377) or sitagliptin 100 mg/day + metformin + sulfonylurea (n=378). Baseline (mean) values respectively for INVOKANA® 300 mg vs. sitagliptin 100 mg:
A1C, 8.12% vs. 8.13%; body weight, 87.6 kg vs. 89.6 kg; systolic blood pressure, 131.2 mmHg vs. 130.1 mmHg.
† Clinical significance has not been established.
T2DM=type 2 diabetes mellitus.
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Both in combination with metformin and a
sulfonylurea, INVOKANA® 300 mg demonstrated
vs. sitagliptin 100 mg at 52 weeks:1,2*

Contraindications:
• Renally impaired patients with eGFR less than 45 mL/min/1.73 m2, end-stage renal disease
or patients on dialysis.

Relevant warnings and precautions:
• Risk of DKA, particularly in patients with a very low carbohydrate diet, dehydration, high
alcohol consumption and a low beta-cell function. Consider interrupting treatment in patients
who are hospitalized for major surgical procedures, serious infections or acute serious
medical illnesses.
• Risk of reduced intravascular volume, may lead to postural dizziness, orthostatic
hypotension, hypotension or renal failure, particularly in patients on loop diuretics or
medications that interfere with the renin-angiotensin-aldosterone system
(e.g. angiotensin-converting-enzyme [ACE] inhibitors, angiotensin receptor blockers [ARBs]),
patients with low systolic blood pressure, patients who are volume depleted, patients with
moderate renal impairment, and patients ≥75 years of age.
• INVOKANA® is not indicated, and should not be used, in patients with type 1 diabetes.
• Risk of hypoglycemia in add-on therapy with other antihyperglycemic agents.
• Increases in LDL-C.
• Risk of hyperkalemia.
• Risk of genital mycotic infections and urinary tract infections.
• Use with caution in patients with elevated hemoglobin/hematocrit.
• Risk of serious hypersensitivity reactions, including angioedema and anaphylaxis.
• Risk of bone fracture.
• Risk of increased serum creatinine, decreased eGFR (in a dose dependent fashion) and
renal function abnormalities and acute kidney injury including acute renal failure
and decline in eGFR.
• Do not initiate in patients with eGFR <60 mL/min/1.73 m2 and discontinue if eGFR
is below 45 mL/min/1.73 m2.
• Do not use in pregnant women.
• Do not use in nursing women.
• INVOKANA® may increase digoxin AUC and C max.
• Not recommended in patients with severe hepatic impairment
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to consider INVOKANA®

Clinical use:
• Patients 65 years and older had a higher incidence of adverse reactions related to reduced
intravascular volume, including hypotension, postural dizziness, orthostatic hypotension,
syncope, and dehydration. Reactions were more common in patients over 75 years of age
and with 300 mg daily. Smaller reductions in HbA1C with INVOKANA® relative to placebo
were seen in patients 65 years and older, compared to younger patients.
• Safety and efficacy in patients under 18 years of age have not been established.
INVOKANA® should not be used in this population.
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Risk of spontaneous abortion associated with use of antibiotics during pregnancy (2 comparator groups:
exposure to penicillins and exposure to cephalosporins). Values greater than 1.0 indicate an increased risk
of spontaneous abortion. *Includes cefixime, cefuroxime, cefaclor and cefprozil. †Includes spiramycin and
telithromycin. ‡Includes moxifloxacin and ofloxacin. §Includes tetracycline and demethylchlortetracycline. ¶Includes pivampicillin, ampicillin and cloxacillin sodium.
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Technical specifications
Display Advertising:
www.cmaj.ca/pdfs/display-e.pdf
PDF Export Settings:
www.cmaj.ca/pdfs/export-e.pdf

Payment information
Commission
Agency commission of 15%,
recognized agencies only.
Payment
All invoices are payable to Joule Inc.,
a Canadian Medical Association company.

Advertising sales and
Production enquiries
Insert and shipping enquiries,
display advertising material and billing
Trish Sullivan, Sr. Advertising Sales Rep.,
trish.sullivan@cma.ca
Tel: 905-333-3318, Cell: 905-330-8770

Publisher, Interim
Holly Bodger
holly.bodger@cma.ca

Advertising agencies and advertisers are jointly
and severally responsible for payment of invoices.

Trademarks of the Canadian Medical Association used under licence.
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