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needed salary increase from a
government working under a
zero-increase spending mandate in ongoing negotiations
for a new collective bargaining
agreement. The old one expired
in March 2010.
“We’ve seen a dramatic
decline in salaries here over
the past decade,” Dr. Oda told
the Medical Post. “In 2000, B.C.
was the second-best province
in terms of residents’ salaries,
now we’re second last.”
In addition to better salaries, she said residents want the
current payment of $400—for
working anywhere between
one and six 24-hour calls per
month, depending on where
one works and what one
does—changed to $400 per call.
She said more money is particularly needed for residents
working in Vancouver, which
is frequently recognized as one
of the expensive cities on the
planet. “But even in the periphery it can be costly to live and
travel,” noted Dr. Oda. “You
don’t need a car in Vancouver
but you do in rural areas, and
there’s no compensation for
that.”
Neither is there compensation, she added, for the $1,500
a year residents in the province
must pay for malpractice
insurance.
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A NATIONAL ROUNDUP

State of the
postgrad nation
From the fallout of Quebec’s 16-hour work limit to availability
of specialty posts, medical residency groups dish the dirt

Despite the provincial
government’s tight grasp on
its purse strings, Dr. Oda said
negotiations are going well.
“We’re hoping for a settlement
within the next few months.”
She said she is also hopeful
that the new agreement will
provide for improved resident
access to personal protective
and workplace exposure
equipment.
Dr. Oda said her association
is also working with government in an effort to improve
the transition to practice, particularly in finding a position
after residency. “It’s a major
problem everywhere but it’s
acute here, especially in surgical specialities with limited
numbers of positions,” she said.
She also noted that B.C. residents are “fascinated” by the
recent agreement in Quebec
to limit daily on-call hours to
16—but the issue remains a
delicate one. “It’s very divisive
within the membership,” said
Dr. Oda. “Many believe there is
value in working long hours.”

Alta. | Better
work-life balance
lauded

The signing of a
new contract in
June—and the fact they earn
thousands more in salary than
their counterparts elsewhere in
Canada—doesn’t mean that life
is a bowl of cherries for medical residents here.
This fall, the young doctors who lead the Professional
Association of Resident
Physicians of Alberta (PARA)
are turning their attention to
enhancing the work conditions and personal lives of the
roughly 400 residents who
work at provincial hospitals.
“Our big focus now is
improving relationships with
all the different bodies and
people we deal with,” said

by Mark Cardwell
STRIKES. ELEVENTH-HOUR DEALS. The struggle to stay awake. Historic firsts. These sound like plot line
twists for the latest sexy TV hospital drama. But they’re actually a sampling of the key issues facing medical
residents across Canada in fall 2011. By all accounts, it has been an emotionally charged and actionpacked year for the organizations in each province that represent the thousands of young doctors who
work and train around the clock across Canada. The Medical Post spoke with the presidents of every
provincial resident and intern association to hear about the hot-button issues they have been dealing with
these days, and to get their take on some of the ground-shaking events that have forever altered the
landscape of medical residency in Canada. Here’s what they had to say.

B.C. | Stuck in
second-to-last
place

Dr. Joanna Oda
is a fast reader.
Just days after taking over as
president of the Professional

Association of Residents of
British Columbia last month,
the third-year resident in public health and preventive medicine at St. Paul’s Hospital in
Vancouver was already speaking with authority on some of

the most pressing issues facing
B.C.’s 1,100 resident physicians.
Take money, for example, or
rather the efforts by her association in conjunction with the
Health Employees Association
of B.C. to squeeze a much-
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PARA president Dr. Dave
Ward, a third-year internal
medicine specialist at the University of Calgary.
One important relationship,
he noted in an interview, is
with Alberta Health Services
(AHS), the government agency
that pays provincial health
professionals in fee-for-service
practice. PARA has doctors on
joint AHS committees focused
on issues such as patient advocacy and the
educational
environment,
said Dr. Ward.
“It’s big picture stuff.”
On a more
Dr. Ward
grassroots
level, he said,
PARA is working to build better relations with the deans of
Alberta’s medical faculties, as
well as attending physicians,
nurses and allied health professionals. The goal? To improve
the quality of teaching and
training of medical students.
This relationship management, added Dr. Ward, “enhances the concept of collegiality
and team-based environment
which is focussed on the
patient.”
Another issue is resident
work hours. “We are trying
to find the optimal balance
between training and education and patient care,” said Dr.
Ward. “Health care is not a
nine-to-five service.”
He noted the recent agreement in Quebec that limits
daily on-call duties to 16 hours
has caught the attention of
residents in Alberta, where
there is a 24-hour limit plus
two hours on site for handover
without clinical duties. “What
people are saying here is that
what Quebec has done is to
be applauded,” said Dr. Ward.
“Let’s use that to find ways to
better balance needs.”
For now, he noted, Alberta
residents seem satisfied with
the alternative call scheduling
arrangements that are being
used in most hospitals. “It’s
essentially a night float system
or shift work that allows us to
go home,” said Dr. Ward. “It’s
a practical, grassroots way for
people to get around long shifts
(and) minimize the fatigue
factor.”
Salary wise, he said residents
are happy with the arbitrated
settlement that made them the
best-paid residents in Canada.
He also lauded extras such as
the fact that Alberta medical
residents continue to enjoy frozen, interest-free student loans

until they are finished their
residency, and the fact that the
number of weeks residents can
be on call has been decreased
from 31 to 27. “We’re leaders
in that regard,” said Dr. Ward.
“That helps residents with
families.”

Sask. | Anger
despite good pay
deal

The salary increase
contained in their
new collective agreement has
lifted the roughly 300 medical
residents in Saskatchewan up

(almotriptan malate)
6.25 mg and 12.5 mg tablets

Prescribing Summary
Patient Selection Criteria
INDICATIONS AND CLINICAL USE
Adults (> 18 years of age)

AXERT® (almotriptan malate) tablets are indicated for the
acute treatment of migraine attacks with or without aura.
AXERT® is not intended for the prophylactic therapy
of migraine or for use in the management of
hemiplegic, ophthalmoplegic or basilar migraine (see
CONTRAINDICATIONS).
Safety and effectiveness of AXERT® have not been
established for cluster headache which is present in an
older, predominantly male population.
AXERT® should only be used where a clear diagnosis of
migraine has been established. If a patient has no
response for the ﬁrst migraine attack treated with
AXERT®, the diagnosis of migraine should be
reconsidered before AXERT® is administered to treat any
subsequent attacks.
Pediatrics

Adolescents (12-17 years of age)
AXERT® is indicated for the acute treatment of migraine
headache pain in patients 12-17 years of age who have
a history of migraine attacks with or without aura usually
lasting 4 hours or longer (when untreated). Efﬁcacy of
AXERT® on migraine-associated symptoms of nausea,
photophobia and phonophobia has not been established.
Children (< 12 years of age)
AXERT® is not indicated for use in patients under 12 years
of age.
Geriatrics (> 65 years of age)
Clinical studies of AXERT® did not include sufﬁcient
numbers of subjects over 65 years of age to determine
whether they respond differently from younger subjects.
In general, dose selection for an elderly patient should be
cautious, usually starting at the low end of the dosing
range, reﬂecting the greater frequency of decreased
renal, cardiac, and hepatic function, and of concomitant
disease or other drug therapy (See WARNINGS AND
PRECAUTIONS, Special Populations).
CONTRAINDICATIONS

AXERT® (almotriptan malate) is contraindicated in patients
with history, symptoms, or signs of ischemic cardiac,
cerebrovascular or peripheral vascularsyndromes,
valvular heart disease or cardiac arrhythmias (especially
tachycardias). In addition, patients with other signiﬁcant
underlying cardiovascular diseases (e.g., atherosclerotic
disease, congenital heart disease) should not receive
AXERT®. Ischemic cardiac syndromes include, but are
not restricted to, angina pectoris of any type (e.g., stable
angina of effort and vasospastic forms of angina such as
the Prinzmetal’s variant), all forms of myocardial
infarction, and silent myocardial ischemia. Cerebrovascular
syndromes include, but are not limited to, strokes of any
type as well as transient ischemic attacks (TIAs).
Peripheral vascular disease includes, but is not limited
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from the second-lowest rung
on the Canada-wide pay scale
to a middle-of-the-pack place.
But the slowness of the
negotiations that yielded the
deal, together with the provincial government’s refusal
to make an offer, has both
poisoned relations between
government and residents and
energized the latter in their
demands and dealings with
authorities.
“The last round of negotiations created a lot of animosity
and distrust and made our
members more interested and
involved in the negotiating
process than would normally
be the case,” said Dr. Nick Peti,
president of the Professional
Association of Internes and

CanadianHealthcareNetwork.ca

Residents of Saskatchewan (PAIRS).
According to Dr.
Peti, that anger will
likely continue into the
next round of negotiations, which will begin
soon since the new
Dr. Peti
four-year collective
agreement, which took effect
in April and is retroactive to
2008, will expire in December
2012. Those discussions, he
added, are always up close
and personal because PAIRS
negotiates with the University
of Saskatchewan, which has
long acted as the intermediary
for the provincial government
in collective bargaining with
residents.
Despite appearances, Dr.

to, ischemic bowel disease, or Raynaud’s syndrome
(see WARNINGS).
Because AXERT® may increase blood pressure, it should
not be given to patients with uncontrolled hypertension
(see WARNINGS).
AXERT® should not be administered within 24 hours
of treatment with another 5-HT1 agonist, or an
ergotamine-containing or ergot-type medication, such as
dihydroergotamine or methysergide.
AXERT® should not be given to patients with hemiplegic,
ophthalmoplegic or basilar migraine.
AXERT® is contraindicated in patients who are
hypersensitive to almotriptan or any other ingredients
in AXERT®.

Safety Information
WARNINGS AND PRECAUTIONS
General

AXERT® (almotriptan malate) tablets should only be used
where a clear diagnosis of migraine has been established.
AXERT® should be administered with caution to
patients with diseases that may alter the absorption,
metabolism or excretion of drugs, such as those with
impaired hepatic or renal function (see DOSAGE
AND ADMINISTRATION).
Hypersensitivity to Sulfonamides

Caution should be exercised when prescribing
almotriptan to patients with known hypersensitivity to
sulfonamides. The chemical structure of almotriptan
contains a sulfonyl group, which is structurally different
from a sulfonamide. Cross-sensitivity to almotriptan in
patients allergic to sulfonamides has not been evaluated.
Ability to Operate Machinery and Vehicles

Patients should be advised to avoid driving a car or
operating hazardous machinery until they are reasonably
certain that AXERT® does not affect them adversely.
Cardiovascular
Risk of Myocardial Ischemia and/or Infarction and
Other Adverse Cardiac Events

Because of the potential of this class of compounds
(5-HT1B/1D agonists) to cause coronary vasospasm,
AXERT® should not be given to patients with documented
ischemic or vasospastic coronary artery disease (see
CONTRAINDICATIONS). It is strongly recommended that
5-HT1 agonists (including AXERT®) not be given to
patients in whom unrecognized coronary artery disease
(CAD) is predicted by the presence of risk factors such as:
hypertension, hypercholesterolemia, smoker, obesity,
diabetes, strong family history of CAD, female with
surgical or physiological menopause, or male over
40 years of age, unless a cardiovascular examination
provides satisfactory clinical evidence that the patient is
reasonably free of coronary artery and ischemic
myocardial disease or other signiﬁcant underlying
cardiovascular disease. The sensitivity of cardiac
diagnostic procedures to detect cardiovascular diseases
or predisposition to coronary artery vasospasm is modest
at best. If, during the cardiovascular evaluation, the
patient’s medical history, electrocardiogram (ECG) or
other evaluations reveal ﬁndings indicative of, or
consistent with, coronary artery vasospasm, or
myocardial ischemia, AXERT® should not be administered
(see CONTRAINDICATIONS).
These evaluations, however, may not identify every
patient who has cardiac disease, and in very rare cases,
serious cardiac events, such as myocardial infarction or
coronary ischemia have occurred in patients without
evidence of underlying cardiovascular disease.
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Peti said the quaint
negotiating arrangement is advantageous
for a number of reasons. “The university
is the leading training
institution and they
have a good understanding of residents,”
said the fourth-year senior resident, who spoke to the Medical
Post after coming off a 26-hour
shift at a Regina hospital.
Despite the strained relations with government, Dr. Peti
said residents are learning to
live with some positive changes
in working conditions that are
contained in the new collective
agreement.
One is a new 26-hour limit
on resident work days: 24

For patients with risk factors predictive of CAD, who
are determined to have a satisfactory cardiovascular
evaluation, it is strongly recommended that administration
of the ﬁrst dose of AXERT® take place in a clinical setting,
such as the physician’s ofﬁce or a similarly staffed
medical facility, unless the patient has previously received
almotriptan. Because cardiac ischemia can occur in the
absence of any clinical symptoms, consideration should
be given to obtaining an ECG during the interval
immediately following the ﬁrst use of AXERT® in a patient
with risk factors. However, an absence of drug-induced
cardiovascular effects on the occasion of the initial dose
does not preclude the possibility of such effects occurring
with subsequent administrations.
If symptoms consistent with angina occur after the use of
AXERT®, ECG evaluation should be carried out to look for
ischemic changes.
It is recommended that patients who are intermittent
long-term users of AXERT® and who have or acquire risk
factors predictive of CAD as described above undergo
periodic interval cardiovascular evaluation as they
continue to use AXERT®.
The systematic approach described above is intended to
reduce the likelihood that patients with unrecognized
cardiovascular disease are inadvertently exposed
to AXERT®.
As with other 5-HT1 agonists, sensations of tightness,
pain, pressure, and heaviness in the precordium, throat,
neck and jaw have been reported after treatment with
AXERT® (almotriptan malate). These events have not
been associated with arrhythmias or ischemic ECG
changes in clinical trials. Because drugs in this class,
including AXERT®, may cause coronary artery vasospasm,
patients who experience signs or symptoms suggestive
of angina following dosing should be evaluated for the
presence of CAD or a predisposition to Prinzmetal’s
variant angina before receiving additional doses of
the medication, and should be monitored
electrocardiographically if dosing is resumed and similar
symptoms recur. Similarly, patients who experience other
symptoms or signs suggestive of decreased arterial ﬂow,
such as ischemic bowel syndrome or Raynaud’s
syndrome following the use of any 5-HT1 agonist, are
candidates
for
further
evaluation
(see
CONTRAINDICATIONS and WARNINGS).
Cardiac Events and Fatalities Associated with
5-HT1 Agonists

Serious adverse cardiac events, including acute
myocardial infarction have been reported within a few
hours following administration of almotriptan. Lifethreatening disturbances of cardiac rhythm and death
have been reported within a few hours following the
administration of other 5-HT1 agonists. Due to the
common pharmacodynamic actions of 5-HT1 agonists,
the possibility of cardiovascular effects of the nature
described below should be considered for all agents of
this class.
Considering the extent of use of 5-HT1 agonists in
patients with migraine, the incidence of these events is
extremely low.
AXERT® can cause coronary vasospasm; at least one
of these events occurred in a patient with no
cardiac history and with documented absence of
coronary artery disease.
Patients with symptomatic Wolff-Parkinson-White
syndrome or arrhythmias associated with other cardiac
accessory conduction pathway disorders should not
receive AXERT®.
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hours of clinical work plus two
hours “to tie up loose ends,”
said Dr. Peti, “and do those
administrative duties that are
such a fun part of any job.”
He called that “a substantial
improvement” over the old
system, which was technically
limited to 28 hours but could,
and often did, go well between
the 30-hour mark.
He also lauded the new,
increased salary scale, which
now pays first-year physicians
an average of $53,000—albeit
for 80 to 100 hours of work in
an average week.
Dr. Peti noted, however,
that Saskatoon, which is
where most residents live,
was recently judged the most
expensive city on the Canadian

Prairies. “It makes it hard on
the bottom line,” said Dr. Peti.
“And if you’re married with
kids, it’s hard or even impossible for a spouse to work if
you’re working 100 hours a
week.”
One unpleasant fallout from
the new collective agreement—
and a contentious issue that
angered residents and made its
repeal a priority for residents
in future collective bargaining
negotiations—is a new requirement for them to start repaying
student loans during residency.
“It was a sudden announcement for which a lot of people
were unprepared,” said Dr. Peti.
He noted that a poll of medical residents in the province
revealed the minimum average

Cerebrovascular Events and Fatalities with 5-HT1 Agonists

Cerebral hemorrhage, subarachnoid hemorrhage, stroke
and other cerebrovascular events have been reported in
patients treated with other 5-HT1 agonists, and some
have resulted in fatalities. In a number of cases, it
appears possible that the cerebrovascular events were
primary, the agonist having been administered in the
belief that the symptoms experienced were a
consequence of migraine, when they were not. Before
treating migraine headaches with AXERT®, in patients not
previously diagnosed as migraineurs, and in migraineurs
who present with atypical symptoms, care should be
taken to exclude other potentially serious neurological
conditions. If a patient does not respond to the ﬁrst dose,
the opportunity should be taken to review the diagnosis
before a second dose is given. It should be noted,
however, that patients who suffer from migraine may
have an increased risk of certain cerebrovascular events
such as stroke, hemorrhage or transient ischemic attack.
Other Vasospasm-Related Events

5-HT1 agonists may cause vasospastic reactions other
than coronary artery vasospasm. Both peripheral vascular
ischemia and colonic ischemia with abdominal pain and
bloody diarrhea have been reported with 5-HT1 agonists.
Increases in Blood Pressure

Signiﬁcant elevations in systemic blood pressure,
including hypertensive crisis, have been reported on rare
occasions in patients with and without a history of
hypertension treated with other 5-HT1 agonists.
AXERT® is contraindicated in patients with uncontrolled
hypertension (see CONTRAINDICATIONS). In patients
with controlled hypertension, AXERT® should be
administered with caution, as transient increases in blood
pressure and peripheral vascular resistance have been
observed in a small portion of patients.
Endocrine and Metabolism
Selective Serotonin Reuptake Inhibitors/Serotonin
Norepinephrine Reuptake Inhibitors and Serotonin
Syndrome

Cases of life-threatening serotonin syndrome have been
reported during combined use of selective serotonin
reuptake inhibitors (SSRIs)/serotonin norepinephrine
reuptake inhibitors (SNRIs) and triptans. If concomitant
treatment with AXERT® and SSRIs (e.g., ﬂuoxetine,
paroxetine, sertraline) or SNRIs (e.g., venlafaxine) is
clinically warranted, careful observation of the patient is
advised, particularly during treatment initiation and dose
increases. Serotonin syndrome symptoms may include
mental status changes (e.g., agitation, hallucinations,
coma), autonomic instability (e.g., tachycardia, labile
blood pressure, hyperthermia), neuromuscular aberrations
(e.g., hyperreﬂexia, incoordination) and/or gastrointestinal
symptoms (e.g., nausea, vomiting, diarrhea).
Hepatic/Biliary/Pancreatic

AXERT® should be used with caution in patients with
hepatic impairment. The maximum daily dose should not
exceed 12.5 mg over a 24-hour period, and a starting
dose of 6.25 mg is recommended (see DOSAGE AND
ADMINISTRATION).
Neurologic

Care should be taken to exclude other potentially serious
neurologic conditions before treating headache in
patients not previously diagnosed with migraine or who
experience a headache that is atypical for them. There
have been rare reports where patients received 5-HT1
agonists for severe headache that were subsequently
shown to have been secondary to an evolving neurological
lesion. For newly diagnosed patients or patients
presenting with atypical symptoms, the diagnosis of
migraine should be reconsidered if no response is seen
after the ﬁrst dose of AXERT®.
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monthly payment was $1,000,
an amount equal to monthly
rent in Saskatchewan.
“The average resident only
makes $3,000 a month so that
doesn’t leave a lot of leeway for
living,” noted Dr. Peti. He said
talks are being held with the
province “to find a long-term
solution to the situation.”

All photos courtesy of doctors
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Man. | Consensus
sought on duty
hours

Tremors from the
historic agreement
that limits the consecutive
hours of work for medical
residents in Quebec to 16 are
reverberating strongly among
their 400 medical colleagues

Renal
®

AXERT should be used with caution in patients with
severe renal impairment. The maximum daily dose
should not exceed 12.5 mg over a 24-hour period, and a
starting dose of 6.25 mg should be used (see DOSAGE
AND ADMINISTRATION).
Sensitivity/Resistance

Rare
hypersensitivity
(anaphylaxis/anaphylactoid)
reactions have occurred in patients receiving other 5-HT1
agonists. Such reactions can be life threatening or fatal.
In general, hypersensitivity reactions to drugs are more
likely to occur in individuals with a history of sensitivity
to multiple allergens. Owing to the possibility of
cross-reactive hypersensitivity reactions, AXERT® should
not be used in patients having a history of hypersensitivity
to chemically-related 5-HT1 receptor agonists.
(see PRECAUTIONS).
Special Populations
Pregnant Women:

There have been no adequate and well-controlled studies
or clinical trials in pregnant women; therefore AXERT®
should only be used during pregnancy if the potential
beneﬁt justiﬁes the risk to the fetus.
Nursing Women:

It is not known whether almotriptan is excreted in human
milk. Since many drugs are excreted in human milk,
caution should be exercised when AXERT® is
administered to a nursing woman.
Paediatrics

Adolescents (12-17 years of age):
The pharmacokinetics of AXERT® have been evaluated
in adolescent patients aged 12-17 years. The
pharmacokinetic parameters in adolescents were
similar to those of adults with the exception of oral
clearance which was slightly higher.
Children (< 12 years of age):
Safety and efﬁcacy of AXERT® in pediatric patients under
the age of 12 years have not been studied and AXERT® is
not indicated for use in this patient population.
Post-marketing experience with other triptans include
a limited number of reports that describe pediatric (under
12 years of age) and adolescent (12-17 years of age)
patients who have experienced clinically serious adverse
events that are similar in nature to those reported as rare
occurrences in adults.
Geriatrics (> 65 years of age):
Clinical studies of AXERT® did not include sufﬁcient
numbers of subjects over 65 years of age to determine
whether they respond differently from younger subjects.
In general, dose selection for an elderly patient should be
cautious, usually starting at the low end of the dosing
range, reﬂecting the greater frequency of decreased
renal, cardiac, and hepatic function, and of concomitant
disease or other drug therapy (See INDICATIONS).
ADVERSE REACTIONS (see Product Monograph for
full listing)
Adverse Drug Reaction Overview
Serious cardiac events, including some that have
been fatal, have occurred following use of other
5-HT1 agonists. These events are extremely rare
and most have been reported in patients with risk
factors predictive of CAD. Events reported have
included coronary artery vasospasms, transient
myocardial ischemia, myocardial infarction,
ventricular tachycardia, and ventricular ﬁbrillation
(see CONTRAINDICATIONS, WARNINGS and
PRECAUTIONS).
Serious cardiac events, including myocardial
infarction, coronary artery vasospasm and
intermediate coronary syndrome, have occurred

Drs. Robin Ducas and Mehrdad Golian

in Manitoba, said the copresidents of the professional
association of residents and
interns in Canada’s easternmost Prairie province.

following the use of AXERT® tablets. These events
are extremely rare and have been reported mostly
in patients with cardiovascular risk factors (see
WARNINGS).
Clinical Trial Adverse Drug Reactions

The most common adverse events during treatment
with AXERT® were nausea, somnolence, headache,
paresthesia, and dry mouth. In long-term, open-label
studies where patients were allowed to treat multiple
attacks for up to one year, 5% (63 out of
1347 patients) withdrew due to adverse experiences.
AXERT® is generally well tolerated. Most adverse
events were mild in intensity and were transient, and
did not lead to long lasting effects. The incidence of
adverse events in controlled clinical trials was not
affected by gender, weight, age, presence of aura, or
use of prophylactic medications or oral contraceptives.
There were insufﬁcient data to assess the effect of
race on the incidence of adverse events.
To report an adverse event contact McNeil Consumer
Healthcare, a division of Johnson & Johnson Inc., at:
1-877-566-0696.

Administration
DOSING CONSIDERATIONS

AXERT (almotriptan) is not indicated for use in paediatric
patients under 12 years of age (see INDICATIONS).
Hepatic Impairment

The pharmacokinetics of almotriptan have not been
assessed in this population. Therefore, the maximum daily
dose should not exceed 12.5 mg over a 24-hour period,
and a starting dose of 6.25 mg should be used (see
PRECAUTIONS).
Renal Impairment

In patients with severe renal impairment, the clearance of
almotriptan was decreased. Therefore, the maximum daily
dose should not exceed 12.5 mg over a 24-hour period,
and a starting dose of 6.25 mg should be used (see
PRECAUTIONS).
Recommended Dose and Dosage Adjustment
Adults and Adolescents (≥ 12 years of age)

In controlled clinical trials, single doses of 6.25 mg and
12.5 mg of AXERT® (almotriptan malate) were effective
for the acute treatment of migraine in adults and
adolescents of age 12 to 17 years. In some adult patients,
the 12.5 mg dose tends to be a more effective dose.
However, the 12.5 mg dose was generally associated with
a higher frequency of adverse events in adolescents.
Individuals may vary in response to doses of AXERT®.
The choice of dose should therefore be made on an
individual basis.
If the headache returns, the dose may be repeated after
2 hours, but no more than two doses of 12.5 mg in
total (maximum of 25 mg) should be given within a
24-hour period. Controlled trials have not adequately
established the effectiveness of a second dose if the
initial dose is ineffective. The safety of treating an
average of more than four headaches in a 30-day
period has not been established.

Study References
SUPPLEMENTAL PRODUCT INFORMATION
THERAPEUTIC CLASSIFICATION: 5-HT1 Receptor Agonist
WARNINGS AND PRECAUTIONS
Special Cardiovascular Pharmacology Studies With Another 5-HT1 Agonist
In subjects (n=10) with suspected coronary artery disease undergoing

“Residents in Manitoba may
regularly work for 26 hours
consecutively while on call,”
said Drs. Robin Ducas and
Mehrdad Golian, in an e-mail
interview. “This move has been
questioned due to findings
in the literature that indicate
increased medical error rates
with excessive work hours and
negative impact on resident
health.
“However, the resident
opinion on limiting work
hours is divided, as some feel
by limiting work hours on call
they may not have the required
exposure to cases and procedures. Currently in Manitoba we
are working to poll our residents to see what the general
consensus is.”

“Some residents
feel by limiting work
hours on call they
may not have the
required exposure
to cases and
procedures.”
According to the co-presidents, the debate over daily
work hour limits is intrinsically
linked to another key issue:
length of training. “Residents
are concerned that their
already-long programs may
have to be extended further,
if work hours are limited to
ensure adequate exposure and
experience,” they said.
Another hot-button issue
for Manitoba medical residents: the availability of jobs
after completion of residency
for some specialties. “We will
actively be working with (the)
Manitoba Post-Graduate Medical Education office and Canadian Association of Internes
and Residents with regard to
this matter,” they explained.
Meanwhile, they said “our
current contract has expired as
of June 2011. We are actively
working on negotiations with
Winnipeg Regional Health
Authority on our new contract,
to raise our salary and benefits
see Postgrad | page 82
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“When we are
sleep deprived,
the quality of
training we
receive may not
be optimal.”

to that of the Ontario Prairie Average
(OPA).” The OPA is a negotiating tool
used by the medical profession in the
province to figure out how much doctors in adjoining provinces are paid.

Ont. | Focus on
quality of training

—Dr. Mathieu Dufour

Sure salary is a big
issue for the 4,800
residents who work
in Canada’s most
populous province. But as negotiations between their association and the
Council of Academic Hospitals continue in an effort to reach a new collective agreement, the quality of training
and the welfare of patients are the things
that matter most.

angiography, a 5-HT1 agonist at a subcutaneous dose of 1.5 mg produced an 8%
increase in aortic blood pressure, an 18% increase in pulmonary artery blood
pressure, and an 8% increase in systemic vascular resistance. In addition, mild
chest pain or tightness was reported by four subjects. Clinically signiﬁcant
increases in blood pressure were experienced by three of the subjects (two of
whom also had chest pain/discomfort). Diagnostic angiogram results revealed
that 9 subjects had normal coronary arteries and 1 had insigniﬁcant coronary
artery disease.
In an additional study with this same drug, migraine patients (n=35) free of
cardiovascular disease were subjected to assessments of myocardial perfusion
by positron emission tomography while receiving a subcutaneous 1.5 mg dose in
the absence of a migraine attack. Reduced coronary vasodilatory reserve
(~10%), increased coronary resistance (~20%), and decreased hyperaemic
myocardial blood ﬂow (~10%) were noted. The relevance of these ﬁndings to the
use of the recommended oral dose of this 5-HT1 agonist is not known.
Similar studies have not been done with AXERT®. However, owing to the common
pharmacodynamic actions of 5-HT1 agonists, the possibility of cardiovascular
effects of the nature described above should be considered for any agent of this
pharmacological class.
Clinical Trial Adverse Drug Reactions
Because clinical trials are conducted under very speciﬁc conditions, the adverse
reaction rates observed in the clinical trials may not reﬂect the rates observed
in practice and should not be compared to the rates in the clinical trials of another
drug. Adverse drug reaction information from clinical trials is useful for identifying
drug-related adverse events and for approximating rates.
As with other 5-HT1 agonists, AXERT® has been associated with sensations of
heaviness, pressure, tightness or pain which may be intense. These may occur in
any part of the body including the chest, throat, neck, jaw and upper limbs.
Signiﬁcant elevations in systemic blood pressure, including hypertensive crisis,
have been reported on rare occasions in patients with and without a history of
hypertension treated with other 5-HT1 agonists. AXERT® is contraindicated in
patients with uncontrolled hypertension (see CONTRAINDICATIONS). In
volunteers, small increases in mean systolic and diastolic blood pressure relative
to placebo were seen over the ﬁrst 4 hours after administration of 12.5 mg of
almotriptan (0.21 and 1.35 mm Hg, respectively). The effect of AXERT® on blood
pressure was also assessed in patients with hypertension controlled by
medication. In this population, mean increases in systolic and diastolic blood
pressure relative to placebo over the ﬁrst 4 hours after administration of 12.5 mg
of almotriptan were 4.87 and 0.26 mm Hg, respectively. The slight increases in
blood pressure in both volunteers and controlled hypertensive patients were not
considered clinically signiﬁcant (see also CONTRAINDICATIONS and WARNINGS).
The most common adverse events during treatment with AXERT® were nausea,
somnolence, headache, paresthesia, and dry mouth. In long-term, open-label
studies where patients were allowed to treat multiple attacks for up to one year,
5% (63 out of 1347 patients) withdrew due to adverse experiences.
Tables 1 and 2 list the adverse events in clinical trials of adult patients and
adolescents (12-17 years of age), respectively, that occurred in at least 1% of the
patients treated with AXERT®, and at an incidence greater than in patients treated
with placebo, regardless of drug relationship. These events reﬂect experience
gained under closely monitored conditions of clinical trials in a highly selected
patient population. In actual clinical practice or in other clinical trials, these
frequency estimates may not apply, as the conditions of use, reporting behaviour,
and the kinds of patients treated may differ.
Table 1 – Incidence of Adverse Events in Controlled Clinical Trials in
adults (Reported in at Least 1% of Patients Treated with AXERT®, and
at an Incidence Greater than Placebo)
Adverse Event

Percentage of Patients Reporting the Event
Placebo
(n=386)
(%)

AXERT® 6.25
mg (n=527)
(%)

AXERT® 12.5
mg (n=1313)
(%)

Digestive
Nausea
Dry Mouth

1

1

2

0.5

1

1

0.5

1

1

Nervous
Paresthesia

Table 2 – Adverse Drug Reactions Reported by ≥ 1% of Adolescent
Patients Treated with AXERT® in 1 Placebo-Controlled, Double-Blind
Clinical Trial
System/Organ
Class Adverse
Reaction

Placebo
(n=172)
(%)

AXERT®
6.25 mg
(n=180)
(%)

AXERT®
12.5 mg
(n=182)
(%)

AXERT®
25 mg
(n=186)
(%)

Nervous system
disorders
Dizziness

2

4

3

6

Somnolence

2

<1

5

3

Headache

2

1

2

1

Paresthesia

<1

<1

1

1

Gastrointestinal
disorder
Nausea

0

1

3

2

Vomiting

<1

2

0

2

Long-term Safety
Adults (> 18 years of age)
In a long-term open label study, 762 adult patients treated 13,751 migraine
attacks with AXERT® over a period of up to 1 year. Migraine headaches could be
treated with either a single dose of 12.5 mg AXERT® or an initial 12.5 mg dose
followed by a second 12.5 mg dose if needed. In this study, 3% (24 of 762) of
patients withdrew due to an adverse experience. The most common adverse
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“We are not just focusing on money,”
said Dr. Mathieu Dufour, a fifth-year
resident in psychiatry in Ottawa and the
president since June of the Professional
Association of Internes and Residents
of Ontario (PAIRO). “We are working
to achieve optimal working conditions, optimal training environments
and optimal transition support for all
residents.”

events (deﬁned as occurring in more than 3% of patients) in descending order
frequency were as follows: back pain (8%), bronchitis (6.4%), inﬂuenza like
symptoms (5.8%), pharyngitis (4.6%), vomiting (4.2%), rhinitis (4.1%), skeletal
pain (3.4%) and sinusitis (3.4%). Due to the lack of placebo control in this study,
the role of AXERT® in causation cannot be reliably determined.
Pediatrics
Adolescents (12-17 years of age)
In a long-term open label safety study in adolescents, 420 patients with a history
of migraine with or without aura treated each migraine attack with one or two
doses of almotriptan (12.5 mg each) for up to 12 months. A total 319 patients
(71.4%) completed the study. Ten (2.4%) of the subjects withdrew from the study
due to one or more adverse events. Adverse events that occurred in ≥ 2% of
subjects in decreasing order of subject frequency were: nasopharyngitis (12.4%),
sinusitis (6.9%), upper respiratory tract infection (6.7%), pharyngolaryngeal pain
(6.4%), nausea (6.0%), vomiting (5.5%), streptococcal pharyngitis (4.3%), nasal
congestion (4.0%), cough (3.8%), pyrexia (3.6%), viral gastroenteritis (3.6%),
inﬂuenza (3.3%), viral infection (3.1%), joint sprain (2.9%), pharyngitis (2.6%),
upper abdominal pain (2.4%), and bronchitis (2.1%). Some of the adverse events
that occurred in between 1% and 2% of subjects were: dizziness (1.9%), diarrhea
(1.9%), insomnia (1.9%), dysmenorrhea (1.7%) and syncope (1.4%).
OVERDOSAGE
For management of a suspected drug overdose, contact your regional
Poison Control Centre.
Full Product Monograph may be obtained from McNeil Consumer Healthcare, a
division of Johnson & Johnson Inc., at: 1-877-566-0696
Distributed by
McNeil Consumer Healthcare,
division of Johnson & Johnson Inc.
Markham, Canada L3R 5L2
®

All trademark rights used under license
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According to Dr. Dufour, that optimal triple play is the main focus of
PAIRO’s negotiating team. For example,
he said PAIRO wants to see more
government support for the tools and
resources to teach and train both medical students and young doctors for the
many important personal and professional changes that occur in their lives
over a very short period.
“The transitions—from medical
student to resident, from junior resident
to senior resident, from resident to
doctor—are very stressful because of the
increased levels of responsibility,” said
Dr. Dufour. “Adding student debt, possibly a wife and kids, and the constant
need to perform make it a very trying
time in young people’s lives.”
In addition to increased support,
he said a key issue in the collective
bargaining talks is an increase in the
consecutive periods of call (which are
24 hours in Ontario) that residents can
be required to work from the current
two periods to four.
“In the past we have succeeded in
ensuring long hours don’t impact on
residents’ lives and training,” said Dr.
Dufour. “But we’re not just looking at
the number of hours we work, but the
quality of training in optimal conditions. When we are sleep deprived, the
quality of training we receive may not
be optimal.”
He added that Ontario residents are
keeping a close eye on the new 16-hour
limit in Quebec. “We’re keen to see how
the government and hospitals there
react,” said Dr. Dufour, who was raised
in Montreal. “But for now our focus is
trying to assess the best training model
to optimize patient care and training.”
That doesn’t mean, he added, that
money isn’t an important issue. According to Dr. Dufour, Ontario residents
currently rank fifth on the salary scale,
trailing such provinces as Alberta, Saskatchewan and Newfoundland and Labrador. “Historically residents in Ontario
have been among the best paid,” he said.
“We’re working to keep it that way in
future, not just in terms of salary but
health benefits and vacation time, too.”

Que. | Implementing
16-hour call begins

What a roller-coaster
year it’s been for Quebec
medical residents.
After months of
heated negotiations with the province
over a new collective bargaining agreement—talks that were strained by residents’ refusal to teach medical students
after the McGill University Health Centre launched a legal challenge to a June
arbitrator’s ruling that limits call duty
for residents to 16 hours a day—a new
deal was finally reached last month. The
deal ended a long-threatened, shortlived, four-hour-long general strike by
medical residents.
In addition to enshrining the
16-hour ruling and instituting a new
monthly stipend for teaching—a first
in Canada—the new agreement, which
the province was expected to officially
endorse next month, raises the salary
of residents from a national low of 37%
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below the Canadian average to a more
respectable 18% or 19% off par.
Though happy with the new five-year
agreement, the president of the Quebec
Federation of Resident Doctors said his
group is not sitting on its laurels.
“It’s been an extremely busy year for
us but the results are very positive,” said
Dr. Charles Dussault. “We still have a lot
of work ahead of us, though.”
One big job, he
added, will be to
oversee the implementation of the
16-hour duty limit
and to ensure that
all hospitals are fully
engaged in it. “We’ve
Dr. Dussault
been fighting for that
for four years, so we want to make sure
it goes as smoothly as possible on the
ground,” said Dr. Dussault.
Another issue that is coming quickly
to a head, he added, is the government’s
new five-year plan for the distribution of medical manpower across the
province. “We’ve been working closely
with them on this,” said Dr. Dussault.
He noted the plans, which are known
profession-wide by their French acronym of PREMS, have traditionally been
based on one-year deals. Having longer
plans, said Dr. Dussault, “will make it
easier for both residents and hospitals to
plan for the future.”

Maritimes | Shift to
competency-based
training

To hear the president of
the Association of Residents in the Maritime Provinces
(PARI-MP) tell it, the most pressing
issue facing the approximately 450
medical residents employed across the
Maritime provinces (all affiliated with
Dalhousie University) is duty hours.
“It’s definitely a hot topic here these
days because of the ruling in Quebec,”
Dr. Richard Liu, a third-year general
surgery resident, said on the phone
from Halifax. “It’s forced the entire medical community to look
at traditional models
and decide how we
move forward.”
For Dr. Liu, the
issue of duty hours
strikes at the very
nature of medical resi- Dr. Liu
dency, which requires
students to be both learners and care
givers on the job. “Those things are not
mutually exclusive,” he said. “But we
need to be well rested to do both well.”
Dr. Lui said the issue of duty hours,
which are currently 24-plus-two in the
Maritimes, has been a water cooler topic
of discussion for a decade. “But the Quebec decision has given a renewed sense
of urgency to the issue,” he added. “We
need to clearly define our goals in regards
to residency training (and) find a model
that works in today’s world. If we don’t
come up with a way to address it, it will
ultimately be taken out of our hands.”
In addition to duty hours, Dr. Lui
said his association is closely following
the shift to a new training system based
on competency instead of time served.
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N.L. | Regionally
competitive again

A sleep deprived resident’s
training may not be optimal.

“The focus of training and education
should always be to produce the best
doctors possible while providing the
best patient care,” he said.
A related and equally urgent issue, he
added, is the question of transition to
practice and the availability of positions,
particularly in surgical specialities. “We
spend all this time and money and effort
training physicians without making sure
that we put them in systems that can
support them at the end. Something
needs to be done to correct that.”
Then there are salary concerns.
“Money is always an issue,” said Dr.
Liu. He explained the past PARI-MP

president, Dr. Matt Smith, is currently
heading the residents association’s negotiating team in bargaining talks with
Halifax’s Capital Health Authority. The
authority represents the Nova Scotia
government and, ultimately, the other
Maritime provinces, which traditionally
follow Nova Scotia’s lead on medical pay
deals. “We used to be doing well,” Dr.
Liu said about the Maritimes’ secondplace salary ranking among Canadian
medical residents just a year ago,
although recent pay hikes for residents
in Newfoundland and Saskatchewan
have now relegated N.S. to fourth place.
“We need to remain competitive.”

petitive atmosphere, we need to remain
competitive in regards to salary and
What a year it’s been for benefits.”
Dr. Sean Murphy.
At the end of the day, government
In addition to
came to the same conclusion. In April,
becoming a father
PAIRN signed a new deal that raised
for the first time and
residents’ salaries by as much as 20%,
keeping up with his
flirting with parity with the other Atlanresponsibilities as a fifth-year resident in tic provinces.
obstetrics/gynecology based out of the
The new four-year deal, which ends
Health Sciences Centre in St. John’s, he
on June 30, 2013, also includes a daily
also led the Professional Association of
work hour limit of “24-plus-2.” Dr. MurInternes and Residents of Newfoundphy called that a welcome change from
land’s (PAIRN) negotiations
the province’s traditional system
to renew residents’ collective
of noon-the-next-day, which
agreement with the province.
often resulted in 28- to 30-hour
Dr. Murphy, PAIRN’s
shifts.
immediate past-president,
“We really wanted to focus
said the negotiations dragged
on reducing working hours,” he
on for more than a year and
said.
took a backseat to contract
Dr. Murphy
“We wanted to make sure
talks between the government
that we had those two hours of
and the Newfoundland and Labrador
hand over time, and not have to take on
Medical Association for a new deal for
new cases, to minimize the number and
practising physicians.
possibility of errors.”
According to Dr. Murphy, residents
Dr. Murphy said the association is
faced a frustrating, uphill battle to
now focusing on what he says are the
reverse the province’s decades-long
truly important issues.
place at or near the bottom of the
They notably include working hours
national resident salary scale.
(in light of the Quebec decision limiting
“We wear many hats during the
call duty to 16 hours a day) and ensurday (but) our employers see us just as
ing an expanded capacity for training
employees and students,” he said in an
to keep pace with a planned expansion
interview.
in the number of Memorial University
“But . . . in order to maintain a commedical students.

Help your patients be more
interactive in their healthcare

CADUET (amlodipine besylate/
atorvastatin calcium) is
indicated in patients for
whom treatment with both
amlodipine besylate and
atorvastatin calcium is
appropriate, speciﬁcally,
patients at cardiovascular risk.
Please refer to the Product
Monographs of NORVASC
(amlodipine besylate) and
LIPITOR (atorvastatin calcium).

The unique combination
of PrNORVASC®and PrLIPITOR®.
Covered by most provincial
Formularies*
*See respective Formularies for details
(not covered in BC, AB, PEI).

Your CADUET patients can now
enroll in the new BestLifeRewarded program,
an interactive loyalty program that incentivizes
proactive healthy behavior.

Learn more. Ask your CADUET sales rep
or visit bestliferewarded.com/PﬁzerMD
and enter the password healthyrewards1.

Please consult the CADUET
Product Monograph to obtain
information on the indications,
contraindications, warnings,
precautions, safety and dosing.
Reference: 1. CADUET Product Monograph.
Pﬁzer Canada Inc., December, 2010.
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