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preventing a recurrence of disease in 
a signi�cant portion of these 
patients. We have also worked close-
ly with many families to access inter-
im treatment options. 

We have received an early positive 
recommendation for use of adjuvant 
nivolumab (Opdivo) from pCODR, 
(the pan-Canadian Oncology Drug 
Review), subject to a �nal recom-
mendation. Price negotiations 
between provinces and the manu-
facturer are still pending the �nal 
recommendation, but for some of 
you with private insurance, you may 
have access now. For others, the 
manufacturer is providing interim 
compassionate access – please 
check with your oncology team for 
details.  There are a few more hurdles 
along the way to having provincial 
coverage, but this is welcome news.  
We are also waiting for recommen-
dations on the targeted therapy 
combination of dabrafenib (Ta�nlar) 
and trametinib (Mekinist) for adju-
vant use, as well as pembrolizumab 
(Keytruda) monotherapy for use in 
the adjuvant setting.  We will provide 
updates on our website and via 
email as information becomes avail-
able.

We are also optimistic that a new 
treatment is on the horizon for 
another form of skin cancer called 
cutaneous squamous cell carcinoma 

(CSCC).  CSCC is the second most 
common form of skin cancer in 
Canada (next to basal cell carcino-
ma). In certain cases it can be devas-
tating if it becomes metastatic, 
potentially resulting in death. Cemi-
plimab (Libtayo) is a new immuno-
therapy drug known as a checkpoint 
inhibitor. It works by blocking a 
protein called PD-1 on certain 
immune cells and is for the treat-
ment of patients with metastatic 
CSCC or locally advanced CSCC who 
are not candidates for curative 
surgery or curative radiation. We are 
hopeful that this new therapy will 
become available shortly for this 
patient population, which is lacking 
e�ective treatment options.

Advances in treatments continue to 
be welcome news for all of us. If you 
or your family member is in need of 
further information or support, 
please contact us directly toll free at 
1-877-560-8035 or visit our website 
www.melanomametwork.ca Please 
remember to always consult your 
physician or oncologist for speci�c 
treatment questions and recom-
mendations.  We hope to see you or 
speak with you at one of our many 
patient events in 2019.

MESSAGE FROM THE CHAIR
Advances in Treatments 

There is welcome news to start o� 
2019. We are making progress to 
bring access of both the targeted 
therapies and immunotherapies to 
fully resected stage III and IV 
patients (previously only available 
for metastatic patients).Thanks to all 
of you who participated in the 
patient surveys this past fall which 
helped us greatly with our submis-
sions.  MNC is a signi�cant contribu-
tor on behalf of our patient commu-
nity to bring awareness of the unmet 
need for adjuvant treatment for 
stage III and IV, in the hopes of  

ANNETTE CYR  Three-time 
melanoma survivor, Chair & 
Founder, Melanoma Network 
of Canada

Chair & Founder, Melanoma Network of Canada

The objectives of the Patient Advisory Council are to: 
• Provide input into policy and program development 
• Serve as an advisory resource to the organization 
• Review recommendations, channels information, needs, and concerns to sta� and the Board
• Actively help implement changes and collaborate as partners with MNC sta� and physicians in 
  the planning and operation of speci�c programs and public awareness campaigns
• Provide a strong voice for MNC to address the needs of our stakeholders

WE ARE SEEKING PATIENTS AND CAREGIVERS WHO CAN HELP MNC IN AN ADVISORY ROLE

Patient advisory council
join our

Meetings will be held 5-6 times a year or as needed through teleconference 
with video link. If you are interested or would like further information, 
please contact 1.877.560.8035 x 105 or email info@melanomanetwork.ca



Who is a good
candidate for 
adjuvant therapy? 

Adjuvant therapy is used for 
specific patients with advanced 
melanoma-generally stage III or 
IV who have had surgery that 
has completely removed their 
tumours. Adjuvant therapy may 
be offered to potentially 
prevent a recurrence of disease 
in this higher risk patient group.

What types of adjuvant 
therapy may be 
considered?

There are various types of ther-
apy, but the two major ones 
you’ll likely be considering for 
adjuvant therapy are immuno-
therapy and targeted therapy.  
These therapies stimulate the 
immune system to destroy 

cancer cells and are very effec-
tive and well tolerated in most 
patients.  These therapies are 
not the same as chemotherapy 
which has very different side 
effects and which is now rarely 
used to treat melanoma.

How do we determine 
which adjuvant 
therapy to use?

Your oncologist and care team 
will review the options with you. 
Currently, these therapies are 
still very new and some are still 
pending approval for use as 
adjuvant treatment. Knowing 
whether to use targeted 
therapy or an immunotherapy 
will depend on the characteris-
tic of your tumour and whether 
or not is has a specific genetic 
mutation – called the BRAF 
mutation. Your oncologist will 
make the recommendation 
based on what therapy is 
currently available and based 
on your individual health needs, 
preferences and profile.

What are the side e�ects 
of adjuvant therapy?

Knowing the potential side 
effects are important. Each 
therapy has its own potential 
side effects. These should be 
discussed in detail with your 
oncologist and your oncology 
team will guide you in your 
treatment.

How is the drug adminis-
tered and how long will I 
have to be on treatment?

Your adjuvant therapy will 
depend on your specific medi-
cal situation but for adjuvant 
therapy you’ll most likely be on 
treatment for about a year. Ask 

your oncologist about what 
type of follow up and monitor-
ing will be required, the 
frequency of administration of 
the drug therapy, including 
what tests will need to be done, 
so you know what to expect.

Targeted therapy is usually 
delivered orally, while immuno-
therapy drugs are given 
through an IV. This is useful to 
know as targeted therapy can 
be taken at home, and the latter 
will require regular visits to a 
hospital or infusion center. Talk 
to your doctor about medica-
tion schedules and also wheth-
er side effects or dosage will 
change during the course of 
treatment.

How will I know if the 
adjuvant therapy is 
working?

Adjuvant therapies for melano-
ma are used to significantly 
reduce the risk that melanoma 
will return, which is different 
from treating metastatic 
disease where there is detect-
able disease present.  When it 
comes to a recurrence of 
disease, no one can predict with 
certainty that the disease will 
return. However, with adjuvant 
treatment, clinical data from 
drug trials have shown a signifi-
cant portion of people have not 
had a recurrence of melanoma.

The future of treatment for 
melanoma is looking very posi-
tive and we are hopeful that 
many will receive treatment 
that may prevent future recur-
rence of disease, thus reduc-
ing the number of metastatic 
patients and deaths from 
melanoma. 

CONSIDERATIONS 
FOR ADJUVANT 
THERAPY
If you or a loved one 
is considering adjuvant
treatment here are 
some questions to 
consider:

By Annette Cyr, Three-time melanoma 
survivor, Chair & Founder, Melanoma 
Network of Canada
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Fast forward to the fall of 2012, 
when I observed on my right cheek 
one of the signs of cancer – that 
fabled sore that would not heal. I 
scheduled a series of visits to my 
regular dermatologist as well as 
another local dermatologist, but 
the result of the �rst four visits was 
watch and wait. The diagnosis was 
missed because I had developed a 
rare form of melanoma called the 
oxymoronic amelanotic melanoma 
that lacks the tell-tale, conspicuous 
pigmentation. 

Eventually as the sore appeared to 
be growing, my regular dermatolo-
gist kindly agreed to excise it on my 
�fth visit in March of 2013.  He had 

to dig deeper into my cheek than 
he expected, and was concerned 
that it had grown.  Nevertheless, 
when I asked him whether it was 
melanoma, his response was nega-
tive.    

Seven days later he telephoned me 
at my o�ce and delivered the 
terrible news contained in the 
pathology report.   It was an ulcerat-
ed nodule almost 12 mm deep with 
microsatellites. One might say that 
my persistence paid in a somewhat 
macabre fashion. “This is a very 
serious diagnosis”  he declared, but 
he also said  “Of course there is 
hope for you”.  Within two days, I 
saw the top head and neck surgeon 

and the top melanoma specialist at 
the Ottawa Regional Cancer Centre.  
Nine days earlier, I had a cancer-free 
mindset.  The long-term survival 
statistics that they revealed to me 
were well south of 50%, but that 
information was useful for choos-
ing a course of treatment.  Easter of 
2013 was not a happy time.  

The �rst bits of good news started 
to trickle in.  Surgery was scheduled 
after the results of a bone scan and 
CT scans of the neck, chest, and 
abdomen were negative. Five 
weeks later, I underwent surgery 
that transformed me from 
“cancer-face” to “scarface.” In mid- 
May, the pathology report came 

back.  The same surgeon who was not optimistic announced before removing the sutures that a) the excision was “free 
at the margins.” and b) ALL of the lymph nodes were clear.  My condition was stage 3c rather than stage 4. I was tempo-
rarily in a state of reverse denial; it seemed to be too good to be true.  

When my wife and I met with the melanoma specialist a few days later, he mentioned the possibility of participation in 
clinical trials as well as the “watch and wait option.” At this point, my wife intervened.  Having done an enormous 
amount of research in the medical literature,  she knew the nitty-gritty of my pathology reports, and knew something 
about how the system operated.  She politely insisted that I did qualify for one of the trials, speci�cally immunotherapy 
involving ipilimumab (“ipi”).  The doctor consulted his notes and concurred. As long as the results of a full-body PET 
scan and a head MRI were negative, I would be in the trial.  Then providence intervened again, notwithstanding my 
pessimistic outlook. I was randomly selected into the treatment arm of the trial as opposed to the interferon arm.  

Over the course of the spring and summer of 2013, I underwent four rounds of immunotherapy.  For every single visit 
to the Cancer Centre for any reason, my wife accompanied and supported me.  There were certainly setbacks related to 
the inevitable side e�ects.  I had to cease treatment after the fourth round.  In November of 2013 I was hospitalized 
after su�ering an adrenal crisis, as a result I will be dependent on steroids for the rest of my days.  As far as the cancer is 
concerned, however, the only bad news that I ever received was the initial diagnosis.  I am so grateful to my wife Cather-
ine, the team at the Ottawa Cancer Centre, my dermatologist, Bristol-Myers Squibb, the Ottawa Hospital Foundation 
and Lady Luck for showing no evidence of metastatic disease for over �ve years. - David Gray 

Persistence
By David Gray 

Despite this lengthy period of smooth sailing, 
thankfully I never let my guard down. 

During my visit to a dermatologist’s o�ce in 1982 for treatment of an acne condition, the doctor noticed 
moles on my arms and warned me that I was at risk of developing melanoma. I learned that I satis�ed all of 
the risk factors, e.g. light complexion, blonde hair, green eyes, many moles, Anglo-Saxon ancestry, and a 
history of occasional cases of sunburn (almost everyone from my age cohort �ts that criterion).  Those moles 
were excised and found to be benign, but ever since then I have been examined on at least an annual basis 
for skin cancer. Over the next three decades I was fortunate enough to be diagnosed only with the far milder 
a�iction of basal cell carcinoma. I was usually fairly diligent with respect to the precautions that you all know 
should be taken.  



MELANOMA
SUPPORT SERVICES

For support information contact 1.877.560.8035
info@melanomanetwork.ca or visit www. melanomanetwork.ca

· Email & Phone Support
· Melanoma Information Sessions
· Peer-to-Peer Melanoma Support 
  Program

· Patient Video & Resource
  Library
· Online Patient Forum
· Support Groups
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STAY CONNECTED 

February 6th
Melanoma Patient Support 
Groups
6:15 – 7:00 pm, Holy Cross Centre, 
Calgary, AB
6:30– 8:00 pm, Wellspring Oakville, ON
6:30 – 8:00 pm, Hearth Place Cancer 
Support Centre, Oshawa, ON
www.melanomanetwork.ca/supportgroups

February 21st - 23rd
Canadian Melanoma 
Conference
Fairmont Banff Springs Hotel, Banff
www.oncologyeducation.com/

March 6th
Melanoma Patient Support 
Groups
6:15 – 7:00 pm, Holy Cross Centre, 
Calgary, AB
6:30– 8:00 pm, Wellspring Oakville, ON
6:30 – 8:00 pm, Hearth Place Cancer 
Support Centre, Oshawa, ON
www.melanomanetwork.ca/supportgroups

April 6th
Melanoma Patient Support 
Groups
6:15 – 7:00 pm, Holy Cross Centre, 
Calgary, AB
6:30– 8:00 pm, Wellspring Oakville, ON
6:30 – 8:00 pm, Hearth Place Cancer 
Support Centre, Oshawa, ON
www.melanomanetwork.ca/supportgroups

April 25th
Charlottetown PEI, Melanoma 
Information Session
5:30 pm – 8 pm, Delta Hotels by 
Marriott Prince Edward, Charlottetown
www.melanomanetwork.ca/patientedu-
cation/

Melanoma Network of Canada Support & Event Calendar

WATCH NOW

Recorded Live on
February 4th, 2019

UVEAL WEBINAR

melanomanetwork.ca/
video-library



Recently, the CanCertainty Coali-
tion took part in a consultation 
hosted by the Advisory Council on 
the Implementation of National 
Pharmacare to discuss models and 
implementation.  

We reinforced our position that 
early e�orts to improve phar-
macare across Canada should focus 
on cancer drugs.   

In 2016, CanCertainty conducted a 
survey of 1,155 Canadians that 
revealed that not only do the 
majority of Canadians believe 
health care is the most important 
government spending priority, but 
that within health care, cancer care 
is the highest priority.  Cancer was 
also identi�ed most often as the 

disease that presents the greatest 
risk to a person’s �nancial future.

The western provinces, the north-
ern territories, and Quebec have all 
developed mechanism--o�er 
universal access to take-home 
cancer treatments regardless of 
one’s age.  However, Ontario and 
Atlantic Canada lag behind with 
respect to universal access to these 
treatments.  We believe national 
pharmacare should prioritize these 
very serious cancer drug access 
problems for patients in Ontario 
and Atlantic Canada. Doing so 
would address the number one 
priority identi�ed by Canadians and 
bring all provinces in closer align-
ment in the delivery of drug 
programs.

The CanCertainty Coalition also 
weighed in on the issue of leaving 
private drug insurance plans in 
place, at least in the short term, 
and structuring pharmacare 
improvements to address the 
needs of Canadians with no (or 
poor) drug coverage.  This 
approach has been called the 
close the gaps approach and 
stands in contrast to a universal 
single public payer model where 
government would take over 
much of the costs of drugs 
currently covered through private 
insurance plans and out-of-pocket 
spending.

While the CanCertainty Coalition 
recognizes the merits of universal 
single public payer models, the 

First Focus 
Should Be 
Cancer Drugs

The call for a national, universal pharmacare 
plan has been getting louder in the last few 
years, but there is currently no consensus or 
national understanding on what shape a 
national pharmacare program should take. 

costs associated with taking over the reimbursement of drugs currently paid for by private insurance are massive.  A 
cautionary tale about moving too quickly to assume the costs of private insurance is OHIP+.  

Earlier this year, the (previous) Liberal Ontario government implemented the OHIP+ program to extend provincial drug 
coverage to those age 24 and under.  In doing so, it positioned Ontario as the �rst payer, meaning the government 
would assume the costs of all drugs on the Ontario drug formulary for this age group, even if individuals previously had 
drug coverage under a private plan.  

The cost estimates for this pharmacare expansion were $465 million, however external experts have estimated the costs 
to be much higher.  Subsequently, the recently elected Progressive Conservative government announced a rollback of 
the OHIP+ policy, shifting the province’s role to that of  second payer with the program now focusing on those who do 
not have existing prescription drug insurance. 

The CanCertainty Coalition believes that early improvements to pharmacare should focus on Canadians who have the 
greatest need – and that movements to shape pharmacare into a universal single payer system should be aspirational 
and tackled after the most urgent drug access issues of Canadians have been remedied.  

The CanCertainty Coalition is the united voice of 35 Canadian patient groups, cancer health charities, and caregiver organiza-
tions from across the country, joined together with oncologists and cancer care professionals to signi�cantly improve the 
a�ordability, accessibility and safety of take-home cancer treatments in Ontario and Atlantic Canada.

By Robert Bick
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1st Annual 
Cover Up for 
Melanoma Gala
 - A MASQUERADE -

May 2, 2019 7:00 PM
‘1871’ Berkeley Church
Toronto

Hors d’oeuvres - Drinks - Entertainment

TICKETS & SPONSORSHIP
www.melanomanetwork.ca/cover-up-for-melanoma-gala
1-877-560-8035

We aim to unite a generation of philanthropic people who 
want to see the rising rate of melanoma diminish. Through 
our fundraising, we aim to raise awareness and funds for 
research and prevention, patient support programs and 
advocacy. Please join us in the fight against melanoma.

Article provided by Robert Bick robertfbick@gmail.com
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Phone: 1-877-560-8035 | Email: info@melanomanetwork.ca

www.melanomanetwork.ca/mncpub

Ingredients (Makes 4 Servings)
4  Eggs
1  Green Onion, �nely sliced
1/4 cup  Mint or Cilantro, �nely chopped
10  Cherry Tomatoes,  halved
1 tbsp  Butter or Olive Oil
2  English Mu�ns, halved (optional)
1/2 tsp  Sea Salt

Directions
1) Season tomatoes in a bowl with a pinch of salt, 1 tsp of olive  oil and some 
     of the fresh herbs. Set aside.

2) For the avocado sauce, place everything in a blender or  food processor       
     and puree until creamy. Add more to liquid if necessary to get a desired       
     dressing consistency.

3) For your eggs, add butter or olive oil to a skillet over medium high heat.

4) Whisk eggs in a bowl until airy. Season with some salt, add your 
     green onion and fresh herbs.

5) Add to your hot pan. Stir gently with a spatula, bringing the mixture 
     together to create folds.

6) When the eggs are still slightly runny, remove the pan from the heat.

7) Place a spoonful of tomatoes on your English mu�n, top with some of 
     the scrambled eggs, and cover with a little of the avocado dressing. 

8) Serve.
     

· Is your mouth dry? Dry mouth (xerostomia) is a common side e�ect of radiation treatment to the head or neck. For most people, it will 
  slowly improve within a few weeks or months after treatment. In some cases, the feeling of dry mouth may never go away completely. To 
  help, choose soft and moist foods such as stews, soups, puddings or yogurts. 
· Did you know? Avocados can be subbed for butter in a hollandaise sauce to get a creamy and better-for-you version. Each 50 g serving of an 
  avocado (about 1/3 of a medium avocado) contributes 5 g of monounsaturated and 1 g of polyunsaturated fats to your diet. These are "good" 
  fats that help raise "good" HDL cholesterol and reduce "bad" LDL cholesterol, which may help lower the risk of heart disease. They're also 
  loaded with folate, a B vitamin that may reduce the risk of some types of cancers.

Healthy Tips 
     

Avocado Sauce
1/2  Avocado
1/2 cup  Cilantro
1/2 cup  Water
1  Lime juice and/or zest
1/2 tsp  Sea Salt
1 tbsp  Olive Oil

Spring Egg
WITH AVOCADO SAUCE

RISE AND SHINE 

By: Geremy Capone, Wellness Chef, Cancer Rehabilitation and Survivorship Program, www.ELLICSRkitchen.ca 

We would like to thank and acknowledge Merck Canada 
for providing partial funding for this publication.
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