2021 PRINT MEDIA KIT
The Canadian Medical Association
Journal (CMAJ) is a peer reviewed
general medical journal that publishes
original clinical research, commentaries,
analyses, and reviews of clinical topics,
health news, clinical practice updates and
thought-provoking editorials. CMAJ has
had substantial impact on health care
and the practice of medicine in Canada
and around the world.

2021 MEDIA KIT | CANADIAN MEDICAL ASSOCIATION JOURNAL

Canada’s leading general medical
journal published since 1911
Reaches 75,000 physicians in print — more GP’s and
specialists than any other medical publication
Our high circulation guarantees superior reach of
practicing physicians at all stages in their career.
CMAJ is valued benefit of membership to the Canadian
Medical Association.
GUIDELINE
ON OBESITY
IN ADULTS

Serving our membership with more
options to read, learn, and engage.
 CMAJ print frequency — 12 x per year
 cmaj.ca — updated daily, archives since 1911
 cmaj email alerts — sent weekly

This update reflects advances
in managing obesity and shifts
the focus to patient-centred
health outcomes

42

+

Ethnicity and end-of-life
care in Ontario

30

Digital contact tracing
for COVID-19

36

Probable congenital
SAS-CoV-2 infection

66

SEPTEMBER 2020

 Regular uploads to CMAJ Podcasts, Blogs, Facebook,

Instagram, Twitter, Pinterest, YouTube and more…

Continued investment in our product
promotes the highest readership among
Canadian physicians.
GUIDELINE

 Accredited provider of Mainpro+ credits (College of

Screening for esophageal
adenocarcinoma in patients
with GERD

Family Physicians of Canada)
 Indexed by PubMed and PubMed Central
 Regularly featured in Canadian and international media
 High Impact Factor — an indication of quality and

relevancy
 An international forum that offers physicians and

researchers exposure to a worldwide audience

2

17 & 34

+

Cancer in Canada in 2020

21

Oral steroids and hypertension

23

Warfarin and acetaminophen
interaction

44

AUGUST 2020

2021 MEDIA KIT | CANADIAN MEDICAL ASSOCIATION JOURNAL

Print Advertising four colour advertising rates
1X

6X

12 X

24 X

B/W Fair balance

1 page

SIZE

$8,500

$8,075

$7,670

$7,400

$1,915

2/3 page

$7,225

$6,865

$6,520

$6,265

$1,845

1/2 page V/H

$6,290

$5,975

$5,675

$5,455

$1,520

1/3 page V/H

$5,530

$5,255

$4,980

$4,800

$1,185

DPS

$13,200

Preferred positions

Issue date

Ad/material
deadline

January

Dec 9/20

February

Jan 6

March

Feb 3

$16,575

April

Mar 10

$8,920

May

Apr 7

June

May 5

July

Jun 9

August

Jul 7

September

Aug 4

October

Sep 8

November

Oct 6

December

Nov 3

4-colour only
Front cover tip-on (supplied)
- Horizontal format only
- Printing is extra

$18,200

Inside front cover

$9,895

Inside front cover DPS
Inside back cover
Outside back cover

$10,190

Inside front cover gatefold (3 pgs) $29,000

Bootlug positions
Table of Contents #1
Table of Contents #2

$ 3,995 (4 X 1)
$ 4,620 (7 X 1 5/8)

Earlug position
Masthead page

$2,315 (1 1/2 X 3 3/4)

Supplied advertising inserts
2 pages

$7,930

Full circulation

4 pages

$15,760

Full circulation

2 pages

$6,630

Per GP, Specialist or Regional split

4 pages

$12,600

Per GP, Specialist or Regional split

Requirements: Full page and/or fractional page inserts are acceptable. Single-leaf inserts: 80lb maximum is allowable.
Multiple-page inserts: 70lb maximum is allowable, to be supplied folded. All inserts to be supplied untrimmed.
Other types of insert stock subject to publisher’s approval. Perforating, embossing and die-cutting permitted, provided
they do not alter outside dimensions of insert.
Bellyband options available upon request (Please speak to your advertising rep.)
CMAJ produces a digital edition flipbook version of each print issue. All run of book scheduled print
advertising is included in our digital edition of CMAJ.

3

2021 MEDIA KIT | CANADIAN MEDICAL ASSOCIATION JOURNAL

Ad sizes and examples

+ PRACTICE

Bootlug
Trim 7” x 1 5/8”
Bleed No Bleed
Live
7” x 1 5/8”

EDITORIAL

RESEARCH

583 New CMAJ policy on sharing
study data

597 Perinatal suicide in Ontario, Canada
S. Grigoriadis, A.S. Wilton,
P. A. Kurdyak, et al.

D. Kelsall

598 Antibiotics and spontaneous
abortion

LETTERS
585 “Clean-catch” urine collection

585 Priority reviews: innovation and
safety

N. Razaz, T. Avitan, J. Ting, et al.

J. Lexchin

600 Outcomes of operative vaginal
delivery

585 Cannabis use, legalization and
youth health

G.M. Muraca, Y. Sabr, S. Lisonkova, et al.

B. Fischer, J. Rehm

1/3 page horizontal
Trim 8 1/8” x 3 5/8”
Bleed 8 3/8” x 3 7/8”
Live
7” x 3”

J.S. Zipursky, A. Cressman,
D.N. Juurlink; A. Bérard, F.T. Muanda,
O. Sheehy

602 Overdiagnosis of thyroid cancer in
Canada

597

Surgical site infection after
cesarean delivery

591 Potential impact of US act on
Canadian drug supply

REVIEW

593 Access to medical cannabis

589 Physicians and MAiD
J. Downar, L.H. Francescutti

CPD

RESEARCH IN CMAJ OPEN

N.S.B. Rawson, L. Binder

COMMENTARY

CPD

Affiliations: Division of Dermatology (Lemieux), Department of Medicine; Department of
Pathology (Belisle) and Division of Infectious Diseases (Luong), Department of Medicine,
Centre Hospitalier de l’Université de Montréal (CHUM), Montréal, Que.
Acknowledgements: The authors thank Dr. Charles Poirier and Dr. Sandra Davar for their
contribution in the care of the patient.
Correspondence to: Alexandre Lemieux, alexandre.lemieux.2@umontreal.ca

Clinical images are chosen because they are particularly intriguing, classic or dramatic. Submissions of clear, appropriately labelled high-resolution images must be accompanied by a
figure caption. A brief explanation (300 words maximum) of the educational importance of
the images with minimal references is required. The patient’s written consent for publication
must be obtained before submission.

Encounters of the best kind. A curated
collection of helpful and healing narratives.
Order your copy today.
www.cmaj.ca/page/cmaj-encounters

BEST EVIDENCE . BEST PRACTICE . BEST HEALTH

20170022 / iStock

CMA member benefit
Learn more

www.cmaj.ca

CMAJ | SEPTEMBER 2017

577

54

CMAJ | AUGUST 2020

RESEARCH | SYNOPSIS

Use of antibiotics during pregnancy
and risk of spontaneous abortion
Flory T. Muanda MD, Odile Sheehy MSc, Anick Bérard PhD
n This is a synopsis of a paper at www.cmaj.ca/lookup/doi/10.1503/cmaj.161020
Cite as: CMAJ 2017 May 1;189:E625-33. doi: 10.1503/cmaj.161020

ABSTRACT

2/3 page
vertical
5 3/8” x
10 7/8”

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.

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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histoplasma antigen.
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Acute histoplasmosis in immunocompetent
individuals may not always require treatment.4 However, chronic mild to moderate
disease can be treated with oral itraconazole,
whereas severe or disseminated disease
should be treated with liposomal amphotericin B. Histoplasmosis in immunocompromised individuals, regardless of severity of
disease, should always be treated.5

in the St. Lawrence River area of Quebec,
with Ontario and Quebec being endemic,
and a few cases seen in the Atlantic provinces.2 Bird and bat feces act as reservoirs.
It is acquired through inhalation of
environmental fungal spores. There is no
human-to-human transmission. Pulmonary involvement is most commonly
observed. Disseminated disease usually
occurs in immunocompromised individuals and typically involves the liver,
spleen, lymph nodes and bone marrow.
Skin and mucosal manifestations occur in
about 10% of patients with disseminated
disease and can present as molluscumlike papules, nodules, vegetative plaque
or ulcerative lesions.3
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