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It is that time of year again when men around the world will begin to sport a mous-
tache (with many of their significant others patiently showing solidarity) in support for 
men’s health issues and, more specifically, prostate cancer. The Movember campaign 

is an enigma that has blossomed over the decade; last year it raised 41 million dollars 
in Canada. Through its word-of-mouth campaign, backstopped by viral social media 
exposure, Movember has quickly become one of the most effective forces in prostate 
cancer advocacy, demonstrating a public voice that many of our professional organiza-
tions have difficulty achieving. The subsequent fundraising has facilitated infrastructure 
development and substantial research funding with a global perspective.1

Over a similar period, there has been a shift in our understanding of prostate cancer 
biology and even its definition, with significant downstream implications on diagnosis 
and treatment paradigms. The substantial focus on technology adoption and comparative 
efficacy of treatments for localized disease is a fascinating foil to the outcomes of the 
large randomized trials that have informed us on the potential harms of PSA screening 
and over-treatment of low-risk disease. This has culminated in the USPSTF recommen-
dation on PSA screening earlier this year and fueled scrutiny and, arguably, healthy 
debate on the management of prostate cancer in most advanced nations. Leung and 
colleagues highlights yet another concern central to this conversation – the ability of 
clinicians to effectively identify men with sufficient life expectancy to benefit from the 
early diagnosis and intervention.2 These results are perhaps not surprising in the face 
of previous reports suggesting that almost 10% of men treated in Ontario die of other 
causes within 10 years of definitive treatment of their disease.3

The “layers of uncertainty” 4 that have resulted from this knowledge gap have com-
plicated our ability to communicate and support our patients, especially those who 
are considering PSA testing or contemplating their preferred management for localized 
disease. This underscores the need to re-double our efforts to create, study and imple-
ment effective health communication for the benefit of men and their families, and not 
lose site of some of the gains realized over the years. This is no less true for those men 
with advancing disease given the complexity arising from the multiplicity of new and 
emerging therapies for castration resistant prostate cancer.

Prostate Cancer Canada, funded by the Movember Foundation, has announced the 
establishment of “A Survivorship Action Partnership” (ASAP), a multidisciplinary col-
laborative network that draws on healthcare professionals from various settings to help 
improve the lives of prostate cancer survivors, their partners and family members across 
Canada. ASAP aims to create strategies that will positively impact clinical practice and 
create supportive environments to increase self-management and improve the quality of 
life of men facing a diagnosis of prostate cancer. Undoubtedly this will require up-to-
date, comprehensive and widely applicable solutions to effective health communication 
and informed treatment decision-making. This is perhaps a tall order given the rapidly 
changing landscape that is prostate cancer, but such endeavors do need to be lauded.  
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EDITORIAL Connecting with prostate cancer survivors
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FOR TESTOSTERONE SUPPRESSION IN ADVANCED HORMONE-DEPENDENT PROSTATE CANCER

HELP HIM GET THERE, FAST.
DEMONSTRATED FAST AND SUSTAINED MEDICAL 
CASTRATION TESTOSTERONE LEVELS (T≤0.5 ng/mL).

Demonstrated to immediately suppress testosterone (T) 
after administration of the starting dose…1*

 •  96% of FIRMAGON-treated patients attained T≤0.5 ng/mL
within 3 days

 …with results sustained up to 1 year1*

 •  97.2% (93.5; 98.8%)† of FIRMAGON-treated patients
successfully responded to treatment‡ at 1 year

FIRMAGON (degarelix) is a gonadotropin-releasing hormone (GnRH) receptor antagonist (blocker) indicated for testosterone suppression in patients with advanced 
hormone-dependent prostate cancer in whom androgen deprivation is warranted. Approval of FIRMAGON for prostate cancer is based on testosterone suppression 
to castrate levels. Evidence of palliation or prolongation of survival has not been established for FIRMAGON in prostate cancer.

FIRMAGON is not indicated for use in women and is contraindicated in women who are or who may become pregnant.

The patient population tested in the clinical program was typical of the intended target population of patients with prostate cancer. The mean age was 74 years (range 47 to 98 
years), with 82% age 65 and over and 42% age 75 and over. FIRMAGON is not indicated in pediatric patients.

Serious Warnings and Precautions
FIRMAGON should be prescribed by a qualifi ed health professional experienced in the use of hormonal therapy in prostate cancer. FIRMAGON should be administered 
under the supervision of a physician. 

FIRMAGON has not been studied in patients with severe hepatic or severe renal impairment.

Clinically signifi cant adverse events: QT prolongation and Osteoporosis.

Long-term androgen deprivation therapy prolongs the QT interval. Physicians should consider whether the benefi ts of androgen deprivation therapy outweigh the potential 
risk in patients with congenital long QT syndrome, electrolyte  abnormalities, or congestive heart failure and in patients taking Class IA (e.g. quinidine, procainamide), Class III 
(e.g. amiodarone, sotalol, dofetilide, ibutilide), or Class IC (e.g. fl ecainide, propafenone) antiarrhythmic medications. 

Patients with known or suspected hepatic disorder have not been included in long-term clinical trials with degarelix. 

Monitoring of liver function in patients with known or suspected hepatic disorder is advised during treatment. 

Long periods of medical castration in men will have effects on bone density. Bone density has not been measured during treatment with degarelix.

The most commonly observed adverse reactions during degarelix therapy in the confi rmatory Phase III trial (N=409) were due to the expected physiological effects of 
testosterone suppression, including hot fl ashes and weight increase (reported in 25% and 7% of patients receiving treatment for one year) and injection site reactions. Transient 
chills, fever or infl uenza like illness were reported to occur hours after dosing (in 3%, 2% and 1% of patients, respectively).

Please see the FIRMAGON Product Monograph for complete prescribing information. 

*Open-label, multi-centre, randomized, active comparator, parallel-group study (N=610) investigating the effi cacy and safety of a starting 
dose of 240 mg (40 mg/mL) followed by monthly doses via subcutaneous administration of 80 mg (20 mg/mL) in patients with prostate 
cancer requiring androgen deprivation therapy. 
†Kaplan Meier estimates within group.
‡Successful response in the study was defi ned as attainment of medical castration at day 28 and maintenance through day 364 where no 
single testosterone concentration was greater than 0.5 ng/mL.
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