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Preface

Who would want to read a book on prostate cancer? At first 
thought, very few. If you already know you have it, or your 
partner or a close relative has it, you are an obvious potential 
reader. If you think you might be developing it, you are another. 
If you have the odd problem with your ability to urinate, maybe 
struggling to maintain your flow or being unable to get it started 
easily, you may be wondering about your prostate health. 
 This book aims to help you all, but it is also for a much 
wider readership. It is for anyone with an interest in enjoying a 
healthy old age, regardless of whether or not you fear prostate 
cancer in particular. There are several reasons for this. Most 
important among them is the fact that prostate cancer is almost 
the ‘hidden epidemic’ among us. While breast, lung and bowel 
cancers hit the headlines time and again when a new treatment 
for them is launched, the constant stream of good news about 
prostate cancer coming from the research institutes and hospi-
tals never seems to excite the editors.
 Partly that is because most of us know little about the 
prostate gland and its importance. That goes as much for the 
media people who write and broadcast about health matters as 
for their readers, listeners and viewers. Even the most prestig-
ious newspaper, magazine, radio and television journalists still 
persist in misspelling and misstating ‘prostate’ as ‘prostrate’! I 
have had my own written copy for health columns miscorrected 
in this way many times by subeditors: it makes me frustrated 
and angry. If people whose very job depends on their excellent 
knowledge of the English language get such things wrong, there 
is little chance that you are as well informed as you should be.
 That is sad, because in countries where huge efforts have been 
made to educate the public about prostate cancer, deaths from 
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the disease have passed their peak and may even be declining. 
The hidden epidemic is no longer hidden in the USA. Better 
public awareness of prostate cancer there has led to earlier diag-
nosis and therefore to earlier and more successful treatment. 
Combine these pieces of good news with newer treatments that 
cure or give long-term relief from prostate cancers, and the war 
against them is beginning to be won. The American Cancer 
Society, using figures from the US National Cancer Institute, has 
shown that since the early 1990s deaths from prostate cancer 
have been declining each year – the total fall is now around 10 
per cent. 
 This welcome fall in deaths from prostate cancer is not 
because there have been fewer cases. On the contrary, prostate 
cancer cases have been rising all over the developed world, the 
USA included. The rise is expected to continue and become 
steeper as more men in each country reach old age. In 1994, 
Drs R. and M. Kirby and Drs J. and A. Fitzpatrick predicted the 
increase in numbers of men over 60 years old in various coun-
tries by the year 2020. The projected increase for the UK was 
the lowest, at 60 per cent. The figures for the USA, Japan and 
Canada were 120, 160 and 210 per cent, respectively. Writing 
now in 2010, I can say that they were an underestimate.
 Why are these figures relevant to prostate cancer? Our risk of 
developing it, more than for any other cancer, rises steeply as 
we age. That doesn’t mean that everyone with prostate cancer is 
so old that there’s not much point in treating them. Far from it. 
The rise in risk starts at ages 50–54, with 8 in every 1000 men of 
that age developing prostate cancer. The figure rises to: 

●● 23 in every 1000 men by ages 55–59; 
●● 68 in every 1000 men by ages 60–64; 
●● 140 in every 1000 men by ages 65–69; and 
●● 260 in every 1000 men by ages 70–74.

Prostate cancer is number three in the causes of early death from 
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cancer, after breast cancer in women and lung cancer in both 
sexes.
 So my aim in writing this book is to help to reduce these 
figures. The best way to do this is to persuade more men to 
seek early diagnosis of any small symptoms related to passing 
urine. Only a few turn out to be due to prostate cancer, but it 
is vital to sort them out from all the other, more minor causes. 
That is because the earlier your prostate cancer is diagnosed, the 
better chance you have of complete cure. Today, around half of 
all prostate cancers have already spread outside the boundaries 
of the gland at the time of diagnosis; at this stage they cannot 
be completely removed. I describe in this book the many new 
treatments for this stage of cancer that prolong life and ease the 
symptoms, but it can’t yet be completely cured. We are con-
stantly striving to initiate ways of catching far more prostate 
cancers earlier, when they are curable. As most of them grow 
slowly and predictably, an early diagnosis makes cure more fea-
sible than for other cancers. 
 There is one group of men whose prostate cancers can be 
diagnosed at an earlier stage still, when they have no symptoms 
at all. Heredity can play a big part. If your father, brother, or 
uncle has had the disease at a younger age than most, say in 
their 50s, you could be at higher than normal risk. If you can go 
back further in your family tree you may find more men who 
have died early from the disease. This is a very good reason for 
you to be ‘screened’ for prostate disease. Tests for detecting the 
earliest stages of prostate cancer are improving rapidly, and a 
chapter of this book has been devoted to them. 
 Should we apply such screening for early prostate cancer to 
the general population? In the first edition of this book, written 
in 2001, the idea was being promoted in the press and by some 
experts. Today, in 2010, with much more evidence for and 
against the techniques used in screening, we have become a 
little less enthusiastic. I’ve updated the chapter on screening and 
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diagnosis accordingly, giving the pros and cons of screening. 
I leave you to decide for yourself which aspect of the medical 
arguments that are currently raging in the medical journals 
apply to you. That’s not a cop-out. Everyone is different, and 
what applies to one man may not necessarily apply to another.
 The big question is what do we do about screening for the 
disease in men with no history of the disease in the family and 
no symptoms of early prostate cancer? Many small prostate 
cancers found on screening will never progress in the man’s 
expected lifetime to a stage where they will cause symptoms, 
far less death, from the disease itself. Finding them would be a 
disadvantage, as it would add unnecessary stress and fear to the 
man’s life. So the section of this book that deals with screening 
also looks at how to separate the prostate cancers that are likely 
to progress and become life-threatening from those that can be 
left alone. We are still not very good at making this vital distinc-
tion, but we are improving. 
 The first part of this book is therefore about diagnosis of pros-
tate cancer. It is for men who have heard of it and would like 
to know more about it – so it should interest all men in middle 
age and beyond. The second part is about its treatment. It is for 
men, and their concerned partners, relatives and friends, who 
have had to face the diagnosis.
 Now for the good news. Even in the second decade of the 
twenty-first century, people often link the word ‘cancer’ with 
imminent death. The book’s section on treatment firmly dispels 
that view. The people who are waging the war on prostate 
cancer are universally optimistic about winning it. Surgeons 
have found better ways to remove diseased prostate glands, 
while preserving sexual function and sensation (a real draw-
back in the past). Physicians have found better drugs and other 
methods to slow and even arrest the spread of the disease. More 
optimistically still, as we learn much more about the ways in 
which prostate cancers start and then spread within the body, 
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the molecular biologists and geneticists are co-ordinating and 
combining their knowledge to develop ways of reversing the 
disease. Their results are already reaching cancer clinics, and are 
producing results. 
 My overall message is that:

Men with prostate cancer can live successfully, happily and with 
fulfilment. This is the book’s overall message. If you or a partner, 
relative or friend have the illness, please read it. It aims to support 
and lighten the burden, and not to depress.

Here I must pay a debt to several doctors without whom this 
book could not have been written. First to Dr Jonathan Waxman, 
of London, with whom I worked some years ago. He guided me 
and first fired my special interest in this disease. Then to two 
other Londoners, Roger Kirby and Timothy Christmas, and their 
colleague Michael Brawer, of Seattle. Together these three men 
wrote the definitive book for doctors on prostate cancer (Prostate 
Cancer, 2nd edition, published by Elsevier, 2001). As a GP, I obvi-
ously do not have their personal experience of research and of 
the specialist treatments in which they are so expert. So in the 
first, 2001, edition of this book I drew on their book for many 
of my facts. Any reader, medical or not, who would like to know 
much more about prostate disease could not do better than read 
their book. It is beautifully written and illustrated, though it will 
hardly be used as a coffee table ornament! Since 2001, I have 
drawn on the progress reported in the medical journals to keep 
the book up to date. 
 My thanks, too, go to my editor, Fiona Marshall, of Sheldon 
Press, for her invaluable advice on style and content. Medicine 
is not the only discipline that changes with the years – literature 
develops too. I hope that my changes in style and format make 
this new edition easier to read. 

Note: This is not a medical book and is not intended to replace 
advice from your doctor. Do consult your doctor if you are expe-
riencing symptoms with which you feel you need help.
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The normal prostate gland

Let’s first make the name clear. It is the ‘prostate’ gland, not 
the ‘prostrate’ gland. Prostrate things lie flat – that’s nothing 
to do with prostate, which is derived from the ancient Greek, 
meaning ‘to stand in front of’. The word was first applied to 
what we now know as the prostate gland, according to medical 
historians, by Herophilus, a Greek living in Alexandria around 
335 bc. Herophilus was slightly out in his anatomy, because it 
lies beneath, rather than in front of the bladder. He can be for-
given for that small mistake, because doctors did not add to his 
knowledge of the gland in the following 2000 years.

Structure and functions of the prostate

Why do we have a prostate gland? It provides most of the 
fluid that forms the ejaculate. The testes provide the sperm, 
which passes along tubes upwards through the groin and into 
the abdomen, where they collect in the seminal vesicles, small 
‘bags’ lying just above the prostate. During ejaculation, sperm 
from the seminal vesicles mixes with a much larger volume of 
fluid from the prostate gland to form the ejaculate, or semen.
 To function normally, therefore, the prostate must be made 
up of two main tissues: 

●● the glands and ducts that form and transport the fluid; and 
●● muscle fibres that provide the power to propel the fluid out of 

the prostate into the urethra – the tube from bladder to penis 
through which the ejaculate must flow during orgasm.

The prostate is therefore wrapped around the base of the bladder, 
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surrounding the urethra. It is the size and consistency of a small 
orange (such as a tangerine), with the two seminal vesicles lying 
above and to the side of it. The ducts within the prostate lead 
into an opening in the urethra (Figure 1). Above the prostate lies 
the base of the bladder, within the walls of which are muscle 
and nerve fibres that are very sensitive to the pressure of urine 
within the bladder. Also around the side of the prostate is the 
network (the medical word is ‘plexus’) of nerves that control 
and co-ordinate the outflow of urine from the bladder as well as 
erection and ejaculation. 

What happens when the prostate enlarges

Bear these anatomical facts in mind when trying to understand 
why problems with the prostate produce such diverse symp-
toms. For example, when the prostate enlarges for any reason, it 
can compress the urethra. Naturally that makes it more difficult 

Figure 1.1 The prostate gland and its relationships to the bladder 
and nerve plexus.
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to pass urine. Because the urine is passing through a narrower 
tube, you need more force to expel it, and the flow can be slower 
and more difficult to sustain or maintain.
 If disease of the prostate invades upwards, it can put pres-
sure on the base of the bladder. That can upset bladder control, 
so that you may feel you need to pass urine more often than 
normal (‘frequency’), or the signal of needing to pass urine may 
be stronger and more pressing than normal (‘urgency’), or you 
may get feelings of incomplete emptying of the bladder. 
 Invading in other directions, disease of the prostate may inter-
fere with the nerve plexus around it, causing impotence, or 
interfering with ejaculation. It may destroy sexual feelings in the 
penis. And disease within the prostate can cause internal bleeding 
in the organ so that blood appears in the ejaculated sperm. 
 Of course, there are other causes of all these symptoms (such 
as a bladder infection or an infection in the prostate – ‘prosta-
titis’) than cancer, but any one of them should alert you to the 
possibility that they may be due to it. 

The zones of the prostate

To understand what can go wrong with the prostate it’s good to 
know a little about its structure. We divide it into three zones. 
Figure 2 shows how these three zones all relate to each other and 
to the urethra, the seminal vesicles and the base of the bladder.
 The lower two-thirds of the prostate – the part that doctors 
can reach with their fingers from the anus – is where most 
cancers start. That’s why we look on rectal examination as so 
important, despite you sometimes finding it a little distasteful 
and uncomfortable. 
 Most of the upper third of the gland is taken up with what 
we call the ‘central’ zone, which lies just underneath the bladder 
and behind the urethra. If it enlarges, it can narrow the urethra 
and irritate the base of the bladder. 
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 Between 5 and 10 per cent of the prostate consists of the 
‘transition’ zone, which wraps around the upper third of the 
urethra, in front of the central zone. Most cases of benign 
enlargement of the prostate arise in this zone, so that it usually 
causes bladder and urethral symptoms (the frequency, urgency, 
and poor flow) earlier than does prostate cancer, which needs to 
enlarge far more than benign tumours in the transition zone do 
to cause problems. 
 The medical term for benign prostate enlargement is benign 
prostatic hyperplasia (BPH), also sometimes called benign pro-
static hypertrophy. It is by far the main cause of prostate 
symptoms, and is far more common than prostate cancer. A 
skilled doctor can usually tell the difference between the two, at 
least when the diseases are in their early stages. 
 It is also important to understand that all cells in the prostate, 
regardless of the zone they are in, produce substances called 
prostate-specific antigen (PSA) and prostatic acid phosphatase 
(PAP), about which much more is explained later in this book. 
They are important in diagnosing and following the progression 
of prostate cancer. Two more substances crucial to under-

Figure 2 The three zones of the prostate and how they relate to 
rectal examination.
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standing prostate cancer are growth factors and androgens. It 
is enough to state here that growth factors seem to be more 
concentrated in the central and transition zones and androgen 
receptors in the peripheral zones. Knowing about this has led 
researchers to a new understanding of ways to combat prostate 
cancer.
 As mentioned above, most prostate cancers (more than 70 per 
cent) arise in the lower two-thirds of the gland, making them 
relatively easy to feel with a finger in the anus. Unfortunately 
such cancers arise near the neural plexus that controls the blood 
flow to the penis. That makes them more likely to cause early 
sexual problems, such as impotence and failure of ejaculation. 
The next chapter describes in greater detail how an enlarging 
prostate can cause problems.
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2
When the prostate goes wrong – the 

natural history of prostate cancer

Finding the cancers that may kill

Most men with recognized prostate cancer are beyond their 
middle age: they are over 70. Many such cancers progress very 
slowly, so that if you are given the diagnosis at this age, you 
can live 10 years or more with your disease, eventually dying 
from a quite unconnected problem, such as a heart attack or 
stroke. This has led to some doctors suggesting that most pro-
state cancers are better not found, because they only cause us 
to worry unnecessarily about dying from a disease that is ulti-
mately not going to kill us. 
 There is good reason for this viewpoint. There are small areas 
of cancer in the prostates of one in five men who have died from 
other causes in their 20s, in one in three men dying in their 
50s, and in seven in every ten men over 80 – microscopic areas 
of cancer that had caused no symptoms in the men’s lifetimes. 
If the men had survived the disease, or avoided the accident 
or even act of murder, that had killed them, very few of those 
cancers would eventually have developed enough to become 
obvious. The vast majority develop very slowly, if at all. A more 
realistic assessment of your risk is that fewer than one in ten 
men develop symptoms of prostate cancer in their lifetime, and 
fewer than three in 100 die from the disease.
 So we really need to detect early those cancers that do go on 
to develop, that somehow escape the body’s mechanisms that 
protect us against them. Happily, we are getting much better at 
doing just that.



The natural history of prostate cancer 7

Inheriting prostate cancer

The first pointer to better protection against progressive pros-
tate cancer is that if you have had a relative with the disease 
you have a higher than expected chance of developing it than 
if your family is clear of it. In a 1960 study, the fathers and 
brothers of men with prostate cancer were three times more 
likely to have the disease than those of men without it. Among 
Mormons in the USA, prostate cancer had a stronger tendency 
to be inherited than bowel or breast cancer. Men with two close 
relatives with prostate cancer had five times the lifetime risk of 
the illness than people with no such relatives, and men with 
three close relatives with it had 11 times the risk. One in 11 
prostate cancers has a genetic background.
 This news has two consequences. One is that all men with 
prostate cancer in the family should be regularly screened for 
the earliest signs of the disease. This should start at a relatively 
young age, say around 40 years, because inherited prostate 
cancers usually show themselves much earlier in life and are 
more aggressive in their behaviour than those in men with no 
relatives with the disease. If we can detect them early, before 
they produce symptoms, today’s surgical and medical methods 
offer a near 100 per cent chance of cure. 
 So far the exact site or sites of the problem genes have not 
been identified, but we think that the change that leads to the 
cancer involves loss of, or mutation in, a gene that normally 
suppresses cancerous change, and that this gene lies either on 
chromosome 1 (of our 23 pairs of genes) or on the X chro-
mosome. This is no place for a detailed description of how 
genetics can be manipulated to help to cure cancers, but this 
information does offer hope, in that researchers are on the way 
towards finding practical methods of restoring defective genes 
to normal.
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Geography makes a difference

Another clue to the origins of prostate cancer is the wide varia-
tion between countries in their incidence of the disease. The 
Scandinavians have the highest prostate cancer detection rates, 
at around 60 cases per 100,000 men per year. This compares 
with figures of 50 in the USA, 20 in the UK, and only four in 
China and Japan. Why should these figures be so different? The 
numbers of deaths from prostate cancer in the USA and the UK 
do not differ nearly so much – they are 20 per hundred thou-
sand in America and 12 per hundred thousand in the UK. These 
figures strongly suggest that many men diagnosed as having 
early prostate cancer in the USA (who are exposed to strong 
pressures to be ‘screened’) would not develop obvious disease 
if left without treatment, and might be better left undiagnosed.
 However, earlier diagnosis from better screening alone does 
not explain why Japanese emigrating to California or Hawaii 
have more than twice the prostate cancer rate of those living 
in Japan (though still far less prostate cancer than Californians 
of European or African descent or native Hawaiians). There are 
similar rising figures for migrants into the USA from China and 
India. The common theme running through all these studies is 
that there is a basic incidence of prostate cancer in every com-
munity that may be increased by some environmental factors, 
the main one probably being diet. But there are other factors, 
such as levels of male sex hormones, that must be taken into 
consideration. 

Male sex hormones

The prostate gland cannot develop to maturity without male sex 
hormones circulating in the blood. They are collectively known 
as androgens, the best known of which is testosterone. So the 
prostate gland remains small until puberty, when we become 
awash with testosterone. Along with acne and our awakening 
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interest in the opposite sex come a rapidly enlarging and func-
tioning prostate gland. 
 However, testosterone has its drawbacks, one of which is that 
prostate cancer only develops if we are producing it. Without 
testosterone, no one gets prostate cancer. Men who inherit 
deficits in sex hormone production – medically speaking they 
are ‘pseudohermaphrodites’ – do not develop mature prostate 
glands, or prostate cancer. Nor do eunuchs. However, there is 
no direct relationship between the levels of testosterone in our 
bloodstream and our risk of prostate cancer. It is not true that 
the higher our testosterone level, the greater the risk we have of 
developing prostate cancer. In fact, it is only as we grow older, 
and our testosterone levels are falling with age, that the cancers 
start to show themselves.
 One reason for this is the long latent period between the first 
cancerous change in a prostate cell and the cancers becoming 
big enough to give symptoms. Another is the fact that tes-
tosterone is not the real culprit. Inside the prostate gland, 
testosterone is converted into a much more active hormone, 
dihydrotestosterone, or DHT, by the enzyme 5-alpha-reductase. 
This may seem a bit too technical for a book like this, but it is 
important to know about it, because this reaction is the basis 
for one of the most successful means of treating prostate cancer. 
DHT, and not testosterone, is now known to be the androgen 
that stimulates the growth of the prostate in puberty, and it 
is DHT that is needed to keep the mature prostate working at 
maximum efficiency during men’s sexual lives. Its downside is 
that it is also a powerful stimulus to prostate cancer cells to keep 
growing. 
 That is one of the many areas of new knowledge about pros-
tate cancer in the past 30 years that offers hope for its treatment. 
Once researchers knew about 5-alpha-reductase and its activity 
in producing DHT, they were soon working on drugs to block its 
action, and so stop the growth of prostate cancer cells. There is 
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the molecular biologists and geneticists are co-ordinating and 
combining their knowledge to develop ways of reversing the 
disease. Their results are already reaching cancer clinics, and are 
producing results. 
 My overall message is that:

Men with prostate cancer can live successfully, happily and with 
fulfilment. This is the book’s overall message. If you or a partner, 
relative or friend have the illness, please read it. It aims to support 
and lighten the burden, and not to depress.

Here I must pay a debt to several doctors without whom this 
book could not have been written. First to Dr Jonathan Waxman, 
of London, with whom I worked some years ago. He guided me 
and first fired my special interest in this disease. Then to two 
other Londoners, Roger Kirby and Timothy Christmas, and their 
colleague Michael Brawer, of Seattle. Together these three men 
wrote the definitive book for doctors on prostate cancer (Prostate 
Cancer, 2nd edition, published by Elsevier, 2001). As a GP, I obvi-
ously do not have their personal experience of research and of 
the specialist treatments in which they are so expert. So in the 
first, 2001, edition of this book I drew on their book for many 
of my facts. Any reader, medical or not, who would like to know 
much more about prostate disease could not do better than read 
their book. It is beautifully written and illustrated, though it will 
hardly be used as a coffee table ornament! Since 2001, I have 
drawn on the progress reported in the medical journals to keep 
the book up to date. 
 My thanks, too, go to my editor, Fiona Marshall, of Sheldon 
Press, for her invaluable advice on style and content. Medicine 
is not the only discipline that changes with the years – literature 
develops too. I hope that my changes in style and format make 
this new edition easier to read. 

Note: This is not a medical book and is not intended to replace 
advice from your doctor. Do consult your doctor if you are expe-
riencing symptoms with which you feel you need help.


