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Introduction: Dietary acid load contributes to metabolic acidosis, closely linked to 
cancer development through inflammation and cell transformation. There is very limited 
epidemiologic evidence; linking diet-dependent acid load and cancer risk. Since there are 
few published studies specifically on urinary pH and bladder cancer (BC) risk, we sought 
to explore this association in the present study.
Methods: A case-control study was performed in 765 patients (255 cases and 510 age-
matched controls) through a multi-topic inquiry including a food frequency questionnaire. 
Food-derived nutrients were calculated from available databases. The dietary acid load 
was calculated based on two validated measures including potential renal acid load 
(PRAL) and net endogenous acid production (NEAP) scores. Odds ratios (OR) and their 
95% confidence intervals were estimated by unconditional logistic regression adjusted for 
potential confounders. 
Results: We found direct associations between dietary acid load and BC risk. Both 
acid load scores were significantly associated with an increased BC risk (OR=1.74 and 
OR=1.83 for PRAL and NEAP scores, respectively). Linear trends were found for both 
risk estimates. 
Conclusions: A high dietary acid load may contribute to BC development. Both acid 
load scores were directly associated with animal-based foods (mainly meat) and inversely 
associated with the intake of plant-based foods. To our knowledge, this is the first 
epidemiologic case-control study analyzing associations of dietary acid load and BC risk 
in the Latin American population. Further research is warranted to confirm our findings.
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Bladder cancer (BC) is a highly prevalent disease 
associated with substantial morbidity and mortality 
[1]. With more than 573,000 new cases in 2020, BC 
is the 10th most prevalent cancer worldwide [2]. 
The highest burden of BC is currently found in the 
most developed countries [2-4]. Its incidence varies 
significantly between geographical regions with a 
higher incidence rate in Southern and Western Europe 
as well as in Northern America [2, 3]. The disease is 
more common in men than in women which have 
led to consider sex hormones and their receptors as 
potential risk factors [5]. Major risk factors include 
tobacco smoking, occupational exposure to certain 
chemicals (particularly aromatic amines), long-term 
drinking of arsenic-contaminated or chlorinated 
water, and infection with Schistosoma haematobium 
[2-4]. BC presents a substantial challenge to public 
health [4]; thus, understanding potential risk 
factors is of utmost importance to increase public 
awareness and improve disease prevention [6]. 
More recent studies have pointed out the potential 
role of modifiable risk factors; including physical 
activity and diet which may influence BC incidence 
and recurrence [6-8]. The role of dietary factors 
on BC risk is controversial. International experts 
recognized the epidemiologic evidence on diet and 
BC risk still as inconsistent [8-10]. However, some 
evidence suggests that a high intake of processed 
foods and red meats may increase BC risk [11]. In 
contrast, dietary patterns with high volumes of fruits 
and vegetables may provide beneficial effects on BC 
risk [12]. The average diet in Uruguay is meat-based, 
with the world’s highest per capita beef intake [13]. 
A western diet, abundant in meat, fat, sugar, and with 
~15 mg/day iron, might be epidemiologically linked 
to the increased development of tumors in humans 
[14]. Both heme (in animal foods) and non-heme 
(in plant foods, also in meat) dietary iron are mostly 
present as Fe3+ (oxidized state) [15]. Heme-iron 
contributes to 2/3 of the average individual iron intake 
in developed countries [14]. The contributory role of 
iron in cancers could be mediated by overproducing 
reactive oxygen species and free radicals through 
Fenton reaction (Fe2+ oxidized to Fe3+), 
participating in inflammation and DNA synthesis, 
and catalyzing the formation of lipid peroxides and 
nitroso-compounds [16]. Contemporary Western 

diets rich in red and processed meats, high-fat 
dairy products, and refined carbohydrates constitute 
a high dietary acid load [17]. Both in vitro and 
clinical studies suggested a potential link between 
a high dietary acid load and increased cancer risk 
[18]. From 2019 on, positive associations were 
found between dietary habits and various cancer 
types; including pancreatic [18], colorectal [19, 
20], bronchopulmonary [21], mammary [22, 23], 
prostatic [24], and central nervous system cancer 
[25]. However, no association was found in recent 
papers on the kidney [26] and breast cancer [27]. 
In addition, a systematic review of dietary acid 
load, alkaline water, and cancer [28] also highlights 
a clear gap in knowledge and the need for further 
studies. To the best of our knowledge, there is only 
a single study that investigated dietary acid load and 
BC risk which did not show an association among a 
very small cohort of Caucasian male smokers [29]. 
To test whether there is an association between an 
acidogenic diet and BC, we performed a case-control 
study in a population from Montevideo, Uruguay.

METHODS

Selection of Cases and Controls
The methods have been previously described in 
detail [21, 26]. Within 8 years (1996-2004), all newly 
microscopically diagnosed cases of transitional 
cell carcinoma of the urinary bladder registered 
in the four major hospitals from Montevideo were 
considered eligible for this study. The public health 
system is centralized in Montevideo (the capital of 
Uruguay harboring more than half of the Uruguayan 
population) where more than 50% of total cancers 
are diagnosed [30]. The public system covers around 
40% of the whole population, and the pre-paid 
(private) insurance system covers the remaining 
60%. Two trained social laborers who worked at the 
hospitals and were unaware of the study objectives 
investigated two phases. First, they looked routinely 
for newly diagnosed cancer patients through 
medical records personnel. Second, they contacted 
eligible patients to be age- and sex-matched with 
cases. After obtaining oral informed consent that 
is the only requirement by our system, all the 
participants underwent an in-person interview in 
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the hospital. Each hospital director has allowed the 
project after receiving approval from the respective 
Ethical Committee. An auto-generated number 
was built to preserve anonymity; based on first, 
last name, and ID number. Two hundred sixty-one 
cases were identified, and six patients refused the 
interview; resulting in 255 cases for inclusion in the 
study (response rate 97.7%). In the same period and 
medical facilities, 527 potential controls afflicted 
with non-neoplastic diseases were considered 
eligible. After the exclusion of 17 patients who 
refused to participate in the study, a final number of 
510 controls were included in the study (response 
rate 96.8%). These controls were admitted for 
diseases unrelated to alcohol disorders or tobacco 
smoking, and they had no history of recent dietary 
modifications. Controls were presented with the 
following conditions: eye disorders (132 patients, 
25.7%), abdominal hernia (114, 22.4%), fractures 
(52, 10.2%), skin diseases (40, 7.8%), injuries 
and trauma (45, 8.9%), appendicitis (37, 7.2%), 
varicose veins (29, 5.7%), hydatid cyst (20, 4.0%), 
blood disorders (18, 3.5%), and other medical 
disorders (23, 4.5%). The study intended to obtain 
two matched controls per case. A value of 0.2 was 
assumed as the correlation for the exposure rates 
between cases and controls since prior data were not 
readily available; following Dupont’s suggestions 
[31]. With a theoretical OR=1.8 for disease in 
exposed/unexposed individuals, we needed at least 
201 cases with two matched controls per case to 
reject the null hypothesis with a power=0.80 and an 
α-error=0.05 [32]. Patients admitted to the public 
healthcare subsystem had low incomes and came 
from all over the country and had free access to 
most medical services, as established by Uruguayan 
law. The population’s features represented a third-
world country, different from the population subset 
admitted to the private health subsystem.

Interviews and Questionnaire
First of all, blinded trained social workers undertook 
routine screenings to identify potentially eligible 
patients with a recent diagnosis of BC. Then, 
potentially eligible individuals and controls were 
contacted by the interviewers. After consenting to 
our study, all subjects were finally interviewed face-
to-face and proxy interviews were not accepted. 
The administered questionnaire included socio-

demographic and anthropometric variables, history 
of tobacco smoking or alcohol drinking, occupational 
exposures, and cancer history in first or second-
degree relatives. Additionally, it included a 64 items 
food frequency questionnaire (FFQ), representative 
of the Uruguayan diet with a focus on the last 5 
years’ food consumption habits. Experts accept this 
5-year period [33] which has been already used by 
the research group in Uruguay since 1994 [34-36]. 
The FFQ was tested for reproducibility with good 
results [35]. Dietary questions were open-ended 
and local food composition tables [37] were used 
to estimate energy, water, and nutrient intake. Eight 
items evaluated smoking habit: smoking status 
(no smoker, ex-smoker, current smoker), amount 
(number of cigarettes/day), type (blond, mixed, 
black), rolling (manufactured, hand-rolled), age at 
start, age at quit, duration (age at quit – the age at 
the start), and intensity (pack-years, = the product 
of calculated packs of 20 units smoked per day × 
smoking duration in years). Patients who reported 
quitting within the same year of their interview were 
considered current smokers.

Dietary Assessment
The individual dietary energy/day was calculated 
through a compiled analysis program using the 
following formula:

Equation 1:
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The program made the sum of all individual values 
to obtain the total energy value.
Regarding the daily intake of nutrients, the same 
procedure was applied, as follows:

Equation 2: 	  
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The nutrient content was in milligrams or grams per 
100 g of serving, depending on each case.
Most average servings of solid foods are within 100-
150 g. Since iron intake was highly correlated with 
dietary energy an iron density was calculated as daily 
mg of the mineral/kcal×1000. Since the cooking 
method and doneness of meats were not available 
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at the time of the study design, iron estimations 
were made irrespective of these data. Heme iron 
intake was estimated using the FFQ, considering its 
percentage of total iron in available foods according 
to the previous dietary studies [38-40]. The average 
daily heme iron intake was calculated by multiplying 
consumption frequency by total iron and accepted 
fractions. Non-heme iron intake was calculated by 
subtracting heme intake from total iron.
Another hallmark of the present study is the 
assessment of mate intake, a hot aqueous infusion 
made from the herb Ilex paraguariensis. Mate is a 
staple in temperate South America, and Uruguayans 
are the world’s highest “mate” consumers: ~85% of 
the population has the habit (approx. 9-10 kg/person/
year of the herb and approx. 400 liters/person/year 
of infusion) [41]. According to the International 
Agency for Research on Cancer (IARC) [42], hot 
“mate” drinking has been considered as a 2A agent 
(a possible carcinogenic for humans) because of 
the presence of polycyclic aromatic hydrocarbons 
(PAH) [43, 44]. Recently, iron, “mate”, and water 
intakes were reported positively associated with 
BC risk. High “mate” intake derived an adjusted 
OR=2.81 (95%CI 1.77-4.36) [45]. 

Estimation of Dietary Acid Load
Two widely established formulas were used 
to calculate dietary acid load, according to the 
previously published data [46, 47]. Potential renal 
acid load (PRAL) of diet was calculated as follows:

Equation 3: 	
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365
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As mentioned above, this score included intestinal 
absorption rates for the following macro and 
micronutrients: protein, potassium, phosphate, 
magnesium, and calcium. Remer and Manz [47] 
validated PRAL scores versus urinary pH in healthy 
individuals with good results. Net endogenous acid 
production (NEAP) was calculated as follows:

Equation 4: 	
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The NEAP score considers sulfuric acid production 
due to protein metabolism and the rate of bicarbonate 
production after the metabolization of intestinally 
absorbed potassium salts of organic acids [46]. In 
previous studies, both scores were strongly correlated 
(r=0.84, p<0.001). A positive NEAP or PRAL score 
reflects an acid-forming potential, whereas negative 
scores indicate an alkaline-forming potential. Both 
scores were previously used to investigate the 
relationship between cancer risk and dietary acid load 
[20, 21, 23]. 

Statistical Analysis
In statistical analyses, the questionnaire variables 
were usually treated as continuous variables. 
Categorization was done for analysis purposes. 
Together with basic descriptive analyses 
(frequencies, mean values, and chi-square tests), we 
calculated odds ratios (ORs) and 95% confidence 
intervals (95% CI) by unconditional logistic 
regression [48]. Terms for potential observable 
confounders were included in the multivariate 
analyses. Most equations included age, urban/rural 
residence, education, body mass index (BMI), 
family history of cancer, smoking intensity, alcohol 
status, and intakes for total energy, fiber, heme 
iron, tea, food-derived water, and “mate”. Since 
water intake might be associated with BC risk, and 
we have already shown its role among Uruguayan 
people [45], it was mandatory to include at least 
one variable related to it. Mate and tea infusions 
and a calculated food water intake were part of the 
employed regression models. No participants were 
excluded as outliers for any dietary component. 
Heterogeneities in the stratified analyses were 
explored through likelihood-ratio tests. The 
analyses were done using STATA software (Release 
10, Stata Corp LP, College Station, TX, 2007).

RESULTS
Table 1 shows the baseline features of participants. 
The matching design was reflected in the lack of 
differences regarding age and sex. Although cases and 
controls had somewhat similar education levels and 
BMI, most cases belonged to rural areas (24.3% vs. 
16.1%, respectively). Additionally, a family history 
of cancer was significantly higher among cases (40% 
vs. 24.3%, respectively, P<0.001). Smoking status 
and intensity were significantly higher among cases 
(P=0.001 and P<0.001, respectively).
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The dietary features of the studied population with 
their crude ORs are presented in Table 2. Intakes of 
tea (OR=1.74 [1.12-2.69]), “mate” (OR=2.50 [1.66-
3.75]), and food-derived water (OR=1.87 [1.29-2.72]) 
were positively and significantly associated with BC 
risk. Besides, total energy intake (OR=0.54 [0.37-
0.78]) was inversely associated with BC risk. Finally, 
red meat, processed meat, plant foods, coffee, and 
alcohol had no significant associations with BC risk. 
The dietary iron intake of participants is shown 
in Table 3. Accordingly, the categories created in 
tertiles that are made from the overall sample and the 
mean±SD energy-adjusted intakes (mg/1000 kcal/d) 

are compared between cases and controls. Total and 
animal-based iron showed no differences (P=0.51 and 
0.24, respectively). On the other hand, differences 
for plant-based, heme, and non-heme iron were in 
borderline values (P values between 0.08 and 0.09).
Table 4 shows the outcomes yielded by the regression 
models (crude and adjusted) for exposure to acid 
load. Globally considered, the highest acid loads are 
associated with a doubled risk of BC; compared to 
the reference tertiles of both scores. These ORs were 
obtained only through the adjusted models, and the 
linear trends were also significant for both PRAL and 
NEAP scores.

Table 1: Baseline Characteristics of Cases and Controls
Controls,

No.(%) (n=510)
Cases,

No.(%) (n=255) %
P Value

Age Groups 0.57

≤63 178 (34.9) 86 (33.7)

64-71 171 (33.5) 79(31.0)

≥72 161 (31.6) 90 (35.3)

Sex 1.00

Men 450 (88.2) 225 (88.2)

Women 60 (11.8) 30 (11.8)

Education, y 0.47

≤3 234 (45.9) 113 (44.3)

4-6 225 (44.1) 109 (42.8)

≥7 51 (10.0) 33 (12.9)

Urban/Rural Status <0.01

Urban 428 (83.9) 193 (75.7)

Rural 82 (16.1) 62 (24.3)

Residence Regions 0.05

Montevideo 271 (53.1) 116 (45.5)

Other Counties 239 (46.9) 139 (54.5)

Body Mass Index (kg/m2) 0.85

≤24.99 237 (46.5) 123 (48.2)

25.0-29.99 217 (42.5) 103 (40.4)

≥30.0 56 (11.0) 29 (11.4)

Family History of Cancer in 1st and 2nd-Degree Relatives <0.001

No 386 (75.7) 153 (60.0)

1 98 (19.2) 80 (31.4)

>1 26 (5.1) 22 (8.6)

Smoking Status 0.001

Never 164 (32.2) 49 (19.2)

Ex-Smoker 123 (24.1) 80 (31.4)

Current 223 (43.7) 126 (49.4)

Smoking Intensity (pack-years) <0.001

Non-Smoker 164 (32.2) 49 (19.2)

0.1-39.9 189 (37.1) 90 (35.3)

≥40 157 (30.8) 116 (45.5)
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Table 2: Dietary Features of Participants (n=765)a

Controls, No.(%) (n=510) Cases, No.(%) (n=255) P Value OR (95% CI)

Tea Status 0.01 1.74 (1.12-2.69)

Never 458 (89.8) 213 (83.5)

Ever Drinker 52 (10.2) 42 (16.5)

Mate Intake, liters/d <0.001 2.50 (1.66-3.75)

≤0.99 166 (32.6) 49 (19.2)

1.00 203 (39.8) 102 (40.0)

≥1.01 141 (27.6) 104 (40.8)

Coffee Status 0.28 1.27 (0.82-1.98)

Never 450 (88.2) 218 (85.5)

Ever Drinker 60 (11.8) 37 (14.5)

Alcohol Status 0.14 1.26 (0.93-1.71)

Never 237 (46.5) 104 (40.8)

Ever Drinker 273 (53.5) 151 (59.2)

Red Meat Intake, serve/y 0.49 0.82 (0.57-1.19)

≤313 167 (32.7) 89 (34.9)

314-390 167 (32.7) 89 (34.9)

≥391 176 (34.5) 77 (30.2)

Processed Meat, serve/y 0.25 0.79 (0.55-1.14)

≤113 160 (31.4) 95 (37.2)

114-259 178 (34.9) 79 (31.0)

≥260 172 (33.7) 81 (31.8)

Plant Foods, serve/y 0.26 1.32 (0.92-1.91)

≤367 176 (34.5) 79 (31.0)

368-689 174 (34.1) 81 (31.8)

≥690 160 (31.4) 95 (37.2)

Water From Foods, ml/1000 kcal/d 0.004 1.87 (1.29-2.72)

≤319 188 (36.9) 69 (27.1)

320-400 172 (33.7) 83 (32.5)

≥401 150 (29.4) 103 (40.4)

Energy, kcal/d 0.005 0.54 (0.37-0.78)

≤1881 154 (30.2) 101 (39.6)

1882-2394 166 (32.6) 87 (34.1)

≥2395 190 (37.2) 67 (26.3)
a Distribution of cases and controls, crude odds ratios, and 95% confidence intervals.

Table 3: Comparison of Dietary Iron Intakes of Cases and Controls
Tertiles of Intake, mg/1000 kcal/d

Low                        Middle                        High
Controls, mean±SDa Cases, mean±SDa P Value

Animal-Based ≤3.02 3.03-3.92 ≥3.93 3.52±1.04 3.62±1.20 0.24

Plant-Based ≤3.87 3.88-4.75 ≥4.76  4.49±1.28 4.32±1.26 0.08

Heme ≤1.71 1.72-2.26 ≥2.27 1.99±0.66 2.09±0.79 0.08

Non-Heme ≤5.36 5.37-6.27 ≥6.28  6.01±1.26 5.85±1.26 0.09

Total ≤7.35 7.36-8.44 ≥8.44 8.01±1.38 7.94±1.46 0.51
a Mean energy-adjusted intakes (mg/1000 kcal/d)±standard deviation (SD)
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Table 4: Crude and Adjusted Odds Ratios of Bladder Cancer for Dietary Acid Load Scores and Their 95% Confidence Intervalsa, b 
Exposure Levels of Acid Load, OR (95% CI)

I                             II                             III
Continuous, OR (95% CI) Trend (P Value)

PRAL ≤0.66c 0.67–9.04c ≥9.05c

Crude 1.00 (–––) 1.50 (1.04–2.17) 1.03 (0.71–1.51) 1.01 (0.99-1.02) 0.37

Adjusted 1.00 (–––) 1.72c (1.12–2.62) 1.74c (1.08–2.82) 1.03c (1.01-1.05) 0.002c

NEAP ≤45.17c 45.18–61.40c ≥61.41c

Crude 1.00 (–––) 1.63 (1.12–2.36) 1.33 (0.91–1.94) 1.01 (0.99-1.01) 0.17

Adjusted 1.00 (–––) 2.10c (1.38–3.20) 1.83c (1.15–2.89) 1.01c (1.00-1.02) 0.02c

a Abbreviations: NEAP, net endogenous acid production; PRAL, potential renal acid load
b P values for linear trend tests are also calculated.
c Data are statistically significant

Table 5: Pearson Correlation Coefficients (r) of Selected Study Variablesa, b

Cancer (n/y) PRAL Score NEAP Score Food-Based Water Total Water Heme Iron Non-Heme Iron

Cancer (n/y) 1.00

PRAL Score 0.03 1.00

NEAP Score 0.05 0.81c 1.00

Food-Based Water 0.11c -0.41c -0.10c 1.00

Total Water 0.13c -0.40c -0.18c 0.80c 1.00

Heme Iron 0.06 0.49c 0.34c -0.20c -0.18c 1.00 

Non-Heme Iron -0.06 -0.48c -0.55c 0.15c 0.17c -0.07 1.00 

Smoking Intensity 0.20c 0.11c 0.09c -0.07c -0.04 0.07c -0.08c

a Abbreviations: NEAP, net endogenous acid production; PRAL, potential renal acid load
b Water and iron variables are adjusted by dietary 1000kcal/day.
c Significant correlation (P<0.05)

Table 5 displays the Pearson’s correlation coefficients 
among selected variables interacting with PRAL 
and NEAP scores. The food-based water adjusted 
by energy is based mainly on plant foods since 
animal-based foods include limited amounts of fluid 
(data not shown). Food-based water is negatively 
correlated with heme iron (from animal sources, r=-
0.200). So, the negative correlations between PRAL 
and water (r=-0.415 and r=-0.402) and between 
NEAP and water (r=-0.104 and r=-0.176) reflect that 
the more water from plant foods patients receive, 
the less PRAL or NEAP will be. Finally, smoking 
intensity showed a positive correlation with PRAL 
and NEAP scores, food-derived water, and iron 
intake.

DISCUSSION
This study explored whether a high dietary acid 
load was associated with an increased risk of BC in 
a Uruguayan population. Our results demonstrated 
that higher acid load scores (both NEAP and PRAL) 
may significantly increase the risk of BC. The 
adjusted ORs and CIs (95% CI) were respectively, 

1.74 (1.08-2.82, P(trend)=0.002) for PRAL, 
and 1.83 (1.08-2.82, P(trend)=0.02) for NEAP; 
comparing highest vs. lowest tertile of exposure. 
The association between a high dietary acid load 
and general cancer risk is a rapidly emerging area 
of current epidemiological interest. Various cancer 
types, including colorectum [19, 20], pancreas [18], 
lung [21], breast [22, 23], prostate [23], and brain 
tumors [25] have been recently associated with a 
high dietary acid load. Regarding the previously 
published studies performed in the Uruguayan 
population [19, 21, 23], most of the estimates shown 
in the highest tertiles/quartiles were within the 1.5 
to 2.5 range, consistent with the outcomes achieved 
in the present study. Despite minor differences 
among these studies, the best regression models 
kept remarkable similarities between them. Besides, 
the only research that did not show significant 
risk associations was performed on kidney cancer 
[26] that demanded a rationale to explain such 
outcomes. The other cited case-control studies 
showed consistent results for the highest tertiles/
quartiles [18, 20, 22, 25]. In addition, studies on 
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gliomas [25] and colorectum [20] yielded adjusted 
ORs for the highest vs. the lowest tertiles (OR=1.66 
and OR=4.82, respectively). The cohort studies on 
American people applied a different methodology 
(Cox proportional hazard regression) and showed 
HR=1.20 and HR=1.73 for breast [22] and pancreatic 
[18] cancer risk, respectively.
The modern Western-type diet contains excessive 
animal products and high amounts of fat, protein, 
and sodium chloride, whereas it is deficient in fruits 
and vegetables [49, 50]. This shortage of fruits, 
vegetables, and legumes may not compensate for the 
high dietary acid load induced by meat, cheese, and 
other animal products [49]. The composition of the 
diet can strongly affect acid-base balance [49], and 
the PRAL and NEAP values in our examined sample 
indicate a low intake of plant foods and an excessive 
intake of animal-based foods in the examined 
Uruguayan population. Such a dietary pattern 
has been associated with an increased risk of BC 
[36]. A recent meta-analysis [7] found a protective 
effect of a Mediterranean pattern as opposed to the 
detrimental effects of a Western one. Di Maso et 
al. [51] reported related findings and highlighted 
that water obtained from vegetable sources was 
significantly associated with a reduced BC risk. The 
recently published BLEND trial results confirmed 
the negative association between high consumption 
of legumes and vegetables with the BC risk which 
is by other previous findings [52-54]. Dietary intake 
is an important environmental factor that may drive 
the development or maintenance of cancer [55]. In 
the current study, we found a positive correlation 
between smoking intensity and the dietary acid 
scores (PRAL and NEAP); however, after stratified 
analyses (data not shown), this was not reflected as 
an effect modification for higher smoking strata, 
compared to non-smokers. Nevertheless, two 
epidemiological studies which measured urinary 
pH reported controversial results: On the one hand, 
a Japanese case-control study in male smokers 
showed no apparent association with urinary acid 
pH and BC risk [56]. In addition, the authors did 
not specify if risk estimates were adjusted for 
potentially important confounding variables. On the 
other hand, a Spanish case-control study reported 
preliminary results, suggesting that individuals with 
consecutive urine pH under 6.0 had an increased 
disease risk [57]. Their results suggested that urine 

pH is primarily determined by diet and body surface 
area and may be an important modifier of smoking 
and BC risk, while our findings do not support these 
results. Nevertheless, the authors admitted that 
urinary pH may have been directly or indirectly 
influenced by the disease itself or its treatment, 
representing a limitation for their results. Similarly, 
we believe that there is a complex, multifactorial 
interplay between BC, urinary pH, dietary acid load, 
and smoking which raises the need for additional 
research to disentangle.
To the best of our knowledge, no translational studies 
found a direct mechanistic link between diet-induced 
acidosis and the development of BC. Nevertheless, 
there is accumulating evidence that a chronic 
(unnoticed) state of low-grade metabolic acidosis 
may lead to detrimental metabolic alterations 
and adverse clinical outcomes [49, 55, 58]. More 
specifically, a high dietary acid load may contribute 
to an increased risk of diabetes, hypertension, 
and obesity [59-61]. These three conditions are in 
turn associated with an increased risk of BC [62-
64]. Higher concentrations of plasma carotenoids 
(exerting anti-inflammatory effects) may reduce the 
risk of urothelial cell carcinoma [65]. In contrast, pro-
inflammatory dietary patterns were associated with 
an increased risk of BC [66]. Systemic inflammation 
in humans has been repeatedly associated with an 
increased intake of red and processed meats [67]. 
These meat types have, in turn, been associated with 
an increased BC risk [68, 69].
The present study has several limitations and 
strengths that warrant further discussion. 
First, selection bias is a common problem in 
epidemiological investigations, although we have 
tried to reduce this bias by selecting age-matched 
controls and cases. Moreover, we may not exclude 
a certain degree of recall bias that is common in 
case-control studies, whereas interviewer bias is 
less likely to have occurred. Cases were drawn 
from a large cohort (also investigating other cancers 
and their association with environmental factors), 
and the involved interviewers were unaware of the 
study’s objectives. The sample size regarding the 
female subset was small which could be considered 
as a limitation for specific analyses. Although it 
would have been desirable to have larger numbers, 
BC cases among women were not as frequent as 
among men. Another limitation is the lack of urine 
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analyses. A high dietary acid load may influence 
urine pH values that could not be investigated due 
to missing data. Potential confounders such as 
occupational or home exposure to pollution (e.g., 
toxic chemicals) and smoking, were not assessed. 
Finally, the employed FFQ has not been validated 
due to external factors; yet it showed reproducibility 
satisfactorily in other studies [35].
As for the strengths, the interviews were done 
face-to-face by the same interviewers at the same 
hospitals. We performed data collection in the same 
period. Moreover, our sample is characterized by a 
low attrition rate and limiting potential selection 
bias. Another strength of our study is the dietary 
assessment, adequately representing the Uruguayan 
diet. Although data collection in the present report 
was performed more than a decade ago, a recent study 
by another Uruguayan team revealed that not much 
has changed concerning meat consumption [70].
In conclusion, both calculated NEAP and PRAL 
scores were found as directly and significantly 
associated with BC risk, in both cases supported by 
adjusted regression models. The associations of acid 
load scores are directly correlated with meat intake 
and inversely with plant foods intake. Our results 
suggest that an acidogenic dietary style featuring 
the studied population subset could contribute to the 
BC risk. This risk might involve a complex interplay 
among acid scores, iron intake, and water intake. To 
the best of our knowledge, the present study is the 
first Latin American epidemiologic case-control 
study analyzing associations of dietary acid load 
and BC risk. Further investigations are warranted to 
confirm our findings.

ACKNOWLEDGMENTS 
None declared.

CONFLICT OF INTEREST 
The authors declare that they have no known 
competing financial interests or personal 
relationships that could have appeared to influence 
the work reported in this paper.

ETHICS APPROVAL 
Each hospital director has allowed the project after 
receiving approval from the respective Ethical 
Committee. An auto-generated number was built to 
preserve anonymity; based on first, last name, and 
ID number. In Uruguay, until year 2005 it was not 

necessary to comply with any other requirements.

REFERENCES
1.	 Sanli O, Dobruch J, Knowles MA, Burger M, Alemozaffar 

M, Nielsen ME, et al. Bladder cancer. Nat Rev Dis Prim-
ers. 2017;3(1):17022. DOI: 10.1038/nrdp.2017.22 PMID: 
28406148.

2.	 Sung H, Ferlay J, Siegel RL, Laversanne M, Soer-
jomataram I, Jemal A, et al. Global cancer statistics 2020: 
GLOBOCAN estimates of incidence and mortality world-
wide for 36 cancers in 185 countries. CA Cancer J Clin. 
2021;71(3):209-49. DOI: 10.3322/caac.21660 PMID: 
33538338.

3.	 Richters A, Aben KKH, Kiemeney LALM. The global 
burden of urinary bladder cancer: an update. World J Urol. 
2020;38(8):1895-904. DOI: 10.1007/s00345-019-02984-4 
PMID: 31676912.

4.	 Wong MCS, Fung FDH, Leung C, Cheung WWL, Goggins 
WB, Ng CF. The global epidemiology of bladder cancer: a 
joinpoint regression analysis of its incidence and mortal-
ity trends and projection. Sci Rep. 2018;8(1):1129. DOI: 
10.1038/s41598-018-19199-z PMID: 29348548.

5.	 Hyldgaard J, Jensen J. The inequality of females in blad-
der cancer. APMIS. 2021;129(12):694-9. DOI: 10.1111/
apm.13183 PMID: 34582047.

6.	 Cumberbatch MGK, Noon AP. Epidemiology, aetiolo-
gy and screening of bladder cancer. Transl Androl Urol. 
2019;8(1):5-11. DOI: 10.21037/tau.2018.09.11 PMID: 
30976562.

7.	 Dianatinasab M, Forozani E, Akbari A, Azmi N, Bastam D, 
Fararouei M, et al. Dietary patterns and risk of bladder can-
cer: a systematic review and meta-analysis. BMC Public 
Health. 2022;22(1):73. DOI: 10.1186/s12889-022-12516-2 
PMID: 35016647.

8.	 Kwan ML, Garren B, Nielsen ME, Tang L. Lifestyle and 
nutritional modifiable factors in the prevention and treat-
ment of bladder cancer. Urol Oncol. 2019;37(6):380-6. 
DOI: 10.1016/j.urolonc.2018.03.019 PMID: 29703514.

9.	 Clinton SK, Giovannucci EL, Hursting SD. The World 
Cancer Research Fund/American Institute for Cancer Re-
search Third Expert Report on Diet, Nutrition, Physical 
Activity, and Cancer: Impact and Future Directions. J Nutr. 
2019;150(4):663-71. DOI: 10.1093/jn/nxz268.

10.	 Westhoff E, Witjes JA, Fleshner NE, Lerner SP, Shariat SF, 
Steineck G, et al. Body mass index, diet-related factors, 
and bladder cancer prognosis: a systematic review and me-
ta-analysis. Bladder Cancer. 2018;4:91-112. DOI: 10.3233/
BLC-170147 PMID: 29430510.

11.	 Li F, An S, Hou L, Chen P, Lei C, Tan W. Red and processed 
meat intake and risk of bladder cancer: a meta-analysis. Int 
J Clin Exp Med. 2014;7(8):2100-10.  PMID: 25232394.

12.	 Edefonti V, La Vecchia C, Di Maso M, Crispo A, Pole-
sel J, Libra M, et al. Association between nutrient-based 
dietary patterns and bladder cancer in Italy. Nutrients. 
2020;12(6):1584. DOI: 10.3390/nu12061584 PMID: 
32481645.

13.	 Luzardo* S, Brito G, del Campo M, Montossi F. What 

http://dx.doi.org/10.1038/nrdp.2017.22
http://www.ncbi.nlm.nih.gov/pubmed/28406148
http://www.ncbi.nlm.nih.gov/pubmed/28406148
http://dx.doi.org/10.3322/caac.21660
http://www.ncbi.nlm.nih.gov/pubmed/33538338
http://www.ncbi.nlm.nih.gov/pubmed/33538338
http://dx.doi.org/10.1007/s00345-019-02984-4
http://www.ncbi.nlm.nih.gov/pubmed/31676912
http://dx.doi.org/10.1038/s41598-018-19199-z
http://dx.doi.org/10.1038/s41598-018-19199-z
http://www.ncbi.nlm.nih.gov/pubmed/29348548
http://dx.doi.org/10.1111/apm.13183
http://dx.doi.org/10.1111/apm.13183
http://www.ncbi.nlm.nih.gov/pubmed/34582047
http://dx.doi.org/10.21037/tau.2018.09.11
http://www.ncbi.nlm.nih.gov/pubmed/30976562
http://www.ncbi.nlm.nih.gov/pubmed/30976562
http://dx.doi.org/10.1186/s12889-022-12516-2
http://www.ncbi.nlm.nih.gov/pubmed/35016647
http://dx.doi.org/10.1016/j.urolonc.2018.03.019
http://www.ncbi.nlm.nih.gov/pubmed/29703514
http://dx.doi.org/10.1093/jn/nxz268
http://dx.doi.org/10.3233/BLC-170147
http://dx.doi.org/10.3233/BLC-170147
http://www.ncbi.nlm.nih.gov/pubmed/29430510
http://www.ncbi.nlm.nih.gov/pubmed/25232394
http://dx.doi.org/10.3390/nu12061584
http://www.ncbi.nlm.nih.gov/pubmed/32481645
http://www.ncbi.nlm.nih.gov/pubmed/32481645


10

Multidiscip Cancer Invest. April 2022, Volume 6, Issue 2

is meat in Uruguay? Anim Front. 2017;7(4):76-8. DOI: 
10.2527/af.2017.0450.

14.	 Torti SV, Torti FM. Iron: The cancer connection. 
Mol Aspects Med. 2020;75:100860. DOI: 10.1016/j.
mam.2020.100860 PMID: 32340745.

15.	 Yiannikourides A, Latunde-Dada G. A short review of 
iron metabolism and pathophysiology of iron disorders. 
Medicines (Basel). 2019;6(3):85. DOI: 10.3390/medi-
cines6030085 PMID: 31387234.

16.	 Hsu M, Mina E, Roetto A, Porporato P. Iron: an essential 
element of cancer metabolism. Cells. 2020;9(12):2591. 
DOI: 10.3390/cells9122591 PMID: 33287315.

17.	 DiNicolantonio J, O’Keefe J. Low-grade metabol-
ic acidosis as a driver of insulin resistance. Open Heart. 
2021;8(2):e001788. DOI: 10.1136/openhrt-2021-001788 
PMID: 34497064.

18.	 Shi L-W, Wu Y-L, Hu J-J, Yang P-F, Sun W-P, Gao J, et 
al. Dietary acid load and the risk of pancreatic cancer: a 
prospective cohort study. Cancer Epidemiol Biomarkers 
Prev. 2021;30(5):1009-19. DOI: 10.1158/1055-9965.epi-
20-1293 PMID: 33619018.

19.	 Jafari Nasab S, Rafiee P, Bahrami A, Rezaeimanesh N, 
Rashidkhani B, Sohrab G, et al. Diet-dependent acid load 
and the risk of colorectal cancer and adenoma: a case–con-
trol study. Public Health Nutr. 2021;24(14):4474-81. DOI: 
10.1017/S1368980020003420 PMID: 33087202.

20.	 Ronco A, Martínez-López W, Calderón J, Mendoza B. Di-
etary acid load and colorectal cancer risk: a case-control 
study. World Cancer Res J. 2020;7:e1750. DOI: 10.32113/
wcrj_202011_1750.

21.	 Ronco AL, Martínez-López W, Calderón JM, Golomar W. 
Dietary acid load and lung cancer risk: A case-control study 
in men. Cancer Treat Res Commun. 2021;28:100382. DOI: 
10.1016/j.ctarc.2021.100382 PMID: 33957561.

22.	 Park Y-MM, Steck SE, Fung TT, Merchant AT, Elizabeth 
Hodgson M, Keller JA, et al. Higher diet-dependent acid 
load is associated with risk of breast cancer: findings from 
the sister study. Int J Cancer. 2019;144(8):1834-43. DOI: 
10.1002/ijc.31889 PMID: 30247761.

23.	 Ronco AL, Martínez-López W, Mendoza B, Calderón JM. 
Epidemiologic evidence for association between a high 
dietary acid load and the breast cancer risk. SciMed J. 
2021;3(2):166-76. DOI: 10.28991/SciMedJ-2021-0302-8.

24.	 Ronco A, Storz M, Martinez-Lopez W, Calderon J, Golo-
mar W. High dietary acid load is associated with prostate 
cancer risk: an epidemiological study. World Cancer Res J. 
2021;8:e2119. DOI: 10.32113/wcrj_202111_2119.

25.	 Milajerdi A, Shayanfar M, Benisi-Kohansal S, Moham-
mad-Shirazi M, Sharifi G, Tabibi H, et al. A case-control 
study on dietary acid load in relation to glioma. Nutr Can-
cer. 2021:1-8. DOI: 10.1080/01635581.2021.1957134 
PMID: 34323133.

26.	 Ronco A, Storz M, Martinez-Lopez-W, Calderon J, Golo-
mar W. Dietary acid load and risk of kidney cancer: an 
epidemiologic case-control Study. World Cancer Res J. 
2021;8:e2096. DOI: 10.32113/wcrj_20219_2096 

27.	 Safabakhsh M, Imani H, Yaseri M, Omranipour R, 

Shab-Bidar S. Higher dietary acid load is not associated 
with risk of breast cancer in Iranian women. Cancer Rep 
(Hoboken). 2020;3(2):e1212. DOI: 10.1002/cnr2.1212 
PMID: 32671997.

28.	 Fenton TR, Huang T. Systematic review of the associa-
tion between dietary acid load, alkaline water and cancer. 
BMJ Open. 2016;6(6):e010438. DOI: 10.1136/bmjop-
en-2015-010438 PMID: 27297008.

29.	 Wright ME, Michaud DS, Pietinen P, Taylor PR, Virtamo J, 
Albanes D. Estimated Urine PH and bladder cancer risk in 
a cohort of male smokers (Finland)*. Cancer Causes Con-
trol. 2005;16(9):1117-23. DOI: 10.1007/s10552-005-0348-
9 PMID: 16184478.

30.	 Barrios E, Garau M, Alonso R, Musetti CV. [V Atlas of 
Cancer Incidence in Uruguay]. Period 2012-2016. Monte-
video: Honorary Commission for the Fight Against Cancer; 
2020 [cited 15 Apr 2022]. Available from: https://www.
comisioncancer.org.uy/Ocultas/V-Atlas-de-Incidencia-del-
Cancer-en-el-Uruguay-Periodo-2012-2016-uc250.

31.	 Dupont W-D. Power calculations for matched case-con-
trol studies. Biometrics. 1988;44(4):1157-68. DOI: 
10.2307/2531743 PMID: 3233252.

32.	 Freeware-GRANMO. Granmo sample size and power cal-
culator, version 7.11. Barcelona, Spain: Municipal Institute 
of Medical Research; 2011 [updated March 2011; cited 
2022 Apr 13]. Available from: https://www.imim.cat/ofer-
tadeserveis/en_granmo.html.

33.	 Willett WC. Nutritional epidemiology. 2nd ed. Harvard, 
USA: Oxford University Press; 1998. DOI: 10.1093/ac-
prof:oso/9780195122978.001.0001.

34.	 De-Stefani E, Ronco A, Mendilaharsu M, Guidobono M, De-
neo-Pellegrini H. Meat intake, heterocyclic amines, and risk 
of breast cancer: a case-control study in Uruguay. Cancer Epi-
demiol Biomarkers Prev. 1997;6(8):573-81.  PMID: 9264269.

35.	 Ronco AL, De Stefani E, Boffetta P, Deneo-Pellegrini 
H, Acosta G, Mendilaharsu M. Food patterns and risk of 
breast cancer: a factor analysis study in Uruguay. Int J Can-
cer. 2006;119(7):1672-8. DOI: 10.1002/ijc.22021 PMID: 
16708380.

36.	 Ronco A, Mendilaharsu M, Boffetta P, Deneo-Pellegrini H, 
De-Stefani E. Meat consumption, animal products, and the 
risk of bladder cancer: a case-control study in Uruguayan 
men. Asian Pac J Cancer Prev. 2014;15(14):5805-9. DOI: 
10.7314/apjcp.2014.15.14.5805 PMID: 25081704.

37.	 Mazzei ME, Puchulu MR, Rochaix MA. Table of food 
chemical composition. 2nd ed: Buenos Aires: Cenexa y 
Feiden Publishers; 1995.

38.	 Ronco AL, Lasalvia-Galante E, Calderón JM, Espinosa 
E. Dietary iron source and lung cancer risk: a case-con-
trol study in uruguayan men. Multidiscip Cancer Investig. 
2019;3(3):20-36. DOI: 10.30699/acadpub.mci.3.3.20 

39.	 Ronco AL, Espinosa E, Calderón JM. A case-control study 
on heme/non-heme iron and breast cancer risk. Ann Clin 
Nutr. 2018;3(1011).

40.	 Ronco AL, Calderón JM, Mendoza BA, Espinosa E, Lasal-
via-Galante E. Dietary iron sources and colorectal cancer 
risk: a role for sex. J Cancer Sci Treat. 2019;2(2):93-110.

http://dx.doi.org/10.2527/af.2017.0450
http://dx.doi.org/10.2527/af.2017.0450
http://dx.doi.org/10.1016/j.mam.2020.100860
http://dx.doi.org/10.1016/j.mam.2020.100860
http://www.ncbi.nlm.nih.gov/pubmed/32340745
http://dx.doi.org/10.3390/medicines6030085
http://dx.doi.org/10.3390/medicines6030085
http://www.ncbi.nlm.nih.gov/pubmed/31387234
http://dx.doi.org/10.3390/cells9122591
http://www.ncbi.nlm.nih.gov/pubmed/33287315
http://dx.doi.org/10.1136/openhrt-2021-001788
http://www.ncbi.nlm.nih.gov/pubmed/34497064
http://dx.doi.org/10.1158/1055-9965.epi-20-1293
http://dx.doi.org/10.1158/1055-9965.epi-20-1293
http://www.ncbi.nlm.nih.gov/pubmed/33619018
http://dx.doi.org/10.1017/S1368980020003420
http://dx.doi.org/10.1017/S1368980020003420
http://www.ncbi.nlm.nih.gov/pubmed/33087202
http://dx.doi.org/10.32113/wcrj_202011_1750
http://dx.doi.org/10.32113/wcrj_202011_1750
http://dx.doi.org/10.1016/j.ctarc.2021.100382
http://dx.doi.org/10.1016/j.ctarc.2021.100382
http://www.ncbi.nlm.nih.gov/pubmed/33957561
http://dx.doi.org/10.1002/ijc.31889
http://dx.doi.org/10.1002/ijc.31889
http://www.ncbi.nlm.nih.gov/pubmed/30247761
http://dx.doi.org/10.28991/SciMedJ-2021-0302-8
http://dx.doi.org/10.32113/wcrj_202111_2119
http://dx.doi.org/10.1080/01635581.2021.1957134
http://www.ncbi.nlm.nih.gov/pubmed/34323133
http://dx.doi.org/10.32113/wcrj_20219_2096
http://dx.doi.org/10.1002/cnr2.1212
http://www.ncbi.nlm.nih.gov/pubmed/32671997
http://dx.doi.org/10.1136/bmjopen-2015-010438
http://dx.doi.org/10.1136/bmjopen-2015-010438
http://www.ncbi.nlm.nih.gov/pubmed/27297008
http://dx.doi.org/10.1007/s10552-005-0348-9
http://dx.doi.org/10.1007/s10552-005-0348-9
http://www.ncbi.nlm.nih.gov/pubmed/16184478
https://www.comisioncancer.org.uy/Ocultas/V-Atlas-de-Incidencia-del-Cancer-en-el-Uruguay-Periodo-2012-2016-uc250
https://www.comisioncancer.org.uy/Ocultas/V-Atlas-de-Incidencia-del-Cancer-en-el-Uruguay-Periodo-2012-2016-uc250
https://www.comisioncancer.org.uy/Ocultas/V-Atlas-de-Incidencia-del-Cancer-en-el-Uruguay-Periodo-2012-2016-uc250
http://dx.doi.org/10.2307/2531743
http://dx.doi.org/10.2307/2531743
http://www.ncbi.nlm.nih.gov/pubmed/3233252
https://www.imim.cat/ofertadeserveis/en_granmo.html
https://www.imim.cat/ofertadeserveis/en_granmo.html
http://dx.doi.org/10.1093/acprof:oso/9780195122978.001.0001
http://dx.doi.org/10.1093/acprof:oso/9780195122978.001.0001
http://www.ncbi.nlm.nih.gov/pubmed/9264269
http://dx.doi.org/10.1002/ijc.22021
http://www.ncbi.nlm.nih.gov/pubmed/16708380
http://www.ncbi.nlm.nih.gov/pubmed/16708380
http://dx.doi.org/10.7314/apjcp.2014.15.14.5805
http://dx.doi.org/10.7314/apjcp.2014.15.14.5805
http://www.ncbi.nlm.nih.gov/pubmed/25081704
http://dx.doi.org/10.30699/acadpub.mci.3.3.20


11

Ronco et al.

41.	 Trenda E. Yerba mate – statistics & facts New York, USA: 
Statista; 2022 [updated 2022 Jan 14; cited 2022 April 20]. 
Available from: https://www.statista.com/topics/7368/yer-
ba-mate/#topicHeader__wrapper.

42.	 Coffee, tea, mate, methylxanthines and methylglyoxal. 
IARC working group on the evaluation of carcinogen-
ic risks to humans. Lyon, 27 February to 6 March 1990. 
IARC Monogr Eval Carcinog Risks Hum. 1991;51:1-513.  
PMID: 1674554.

43.	 International Agency for Research on Cancer. Some 
non-heterocyclic polycyclic aromatic hydrocarbons and 
some related exposures. IARC Monogr Eval Carcinog 
Risks Hum. 2010;92:1-853.  PMID: 21141735.

44.	 Oranuba E, Deng H, Peng J, Dawsey S-M, Kamangar F. 
Polycyclic aromatic hydrocarbons as a potential source 
of carcinogenicity of mate. J Environ Sci Health C En-
viron Carcinog Ecotoxicol Rev. 2019;37(1):26-41. DOI: 
10.1080/10590501.2019.1555323 PMID: 30596334.

45.	 Ronco A, Calderón J, Mendoza B. Dietary iron, water 
intake and risk of urinary bladder cancer: a case-control 
study. World Cancer Res J. 2020;7:e1685. DOI: 10.32113/
wcrj_20209_1685 

46.	 Frassetto LA, Todd KM, Morris RC, Jr, Sebastian A. Es-
timation of net endogenous noncarbonic acid production 
in humans from diet potassium and protein contents. Am J 
Clin Nutr. 1998;68(3):576-83. DOI: 10.1093/ajcn/68.3.576 
PMID: 9734733.

47.	 Remer T, Manz F. Estimation of the renal net acid excre-
tion by adults consuming diets containing variable amounts 
of protein. Am J Clin Nutr. 1994;59(6):1356-61. DOI: 
10.1093/ajcn/59.6.1356 PMID: 8198060.

48.	 Breslow NE, Day NE. Statistical methods in cancer re-
search. Volume I - The analysis of case-control studies. 
IARC Sci Publ. 1980;1(32):5-338.  PMID: 7216345.

49.	 Wesson DE. The continuum of acid stress. Clin J Am Soc 
Nephrol. 2021;16(8):1292. DOI: 10.2215/CJN.17541120 
PMID: 33741720.

50.	 Statovci D, Aguilera M, MacSharry J, Melgar S. The impact 
of western diet and nutrients on the microbiota and immune 
response at mucosal interfaces. Front Immunol. 2017;8. 
DOI: 10.3389/fimmu.2017.00838 PMID: 28804483.

51.	 Di Maso M, Bosetti C, Taborelli M, Montella M, Libra M, 
Zucchetto A, et al. Dietary water intake and bladder can-
cer risk: An Italian case–control study. Cancer Epidemiol. 
2016;45:151-6. DOI: 10.1016/j.canep.2016.09.015 PMID: 
27821348.

52.	 Dianatinasab M, Wesselius A, Salehi-Abargouei A, Yu 
EYW, Brinkman M, Fararouei M, et al. Adherence to a 
Western dietary pattern and risk of bladder cancer: a pooled 
analysis of 13 cohort studies of the bladder cancer epidemi-
ology and nutritional determinants international study. Int 
J Cancer. 2020;147(12):3394-403. DOI: 10.1002/ijc.33173 
PMID: 32580241.

53.	 Yu EYW, Wesselius A, Sinhart C, Wolk A, Stern MC, Jiang 
X, et al. A data mining approach to investigate food groups 
related to incidence of bladder cancer in the bLadder can-
cer epidemiology and nutritional determinants interna-

tional study. Br J Nutr. 2020;124(6):611-9. DOI: 10.1017/
S0007114520001439 PMID: 32321598.

54.	 Yu EY-W, Wesselius A, Mehrkanoon S, Goosens M, Brink-
man M, van den Brandt P, et al. Vegetable intake and the 
risk of bladder cancer in the bLadder cancer epidemiology 
and nutritional determinants (BLEND) international study. 
BMC Med. 2021;19(1):56. DOI: 10.1186/s12916-021-
01931-8 PMID: 33685459.

55.	 Robey IF. Examining the relationship between diet-induced 
acidosis and cancer. Nutr Metab (Lond). 2012;9(1):72. 
DOI: 10.1186/1743-7075-9-72 PMID: 22853725.

56.	 Wada S, Yoshimura R, Masuda C, Hase T, Ikemoto S-I, 
Kishimoto T, et al. Are tobacco use and urine PH indi-
cated as risk factors for bladder carcinoma? Int J Urol. 
2001;8(3):106-9. DOI: 10.1046/j.1442-2042.2001.00261.x 
PMID: 11260334.

57.	 Alguacil J, Kogevinas M, Silverman D-T, Malats N, Real 
F-X, García-Closas M, et al. Urinary PH, cigarette smoking 
and bladder cancer risk. Carcinogenesis. 2011;32(6):843-7. 
DOI: 10.1093/carcin/bgr048 PMID: 21402590.

58.	 Osuna-Padilla IA, Leal-Escobar G, Garza-García CA, Ro-
dríguez-Castellanos FE. Dietary acid load: mechanisms and 
evidence of its health repercussions. Nefrologia (Engl Ed). 
2019;39(4):343-54. DOI: 10.1016/j.nefroe.2019.08.001 
PMID: 30737117.

59.	 Parohan M, Sadeghi A, Nasiri M, Maleki V, Khodadost 
M, Pirouzi A, et al. Dietary acid load and risk of hyperten-
sion: a systematic review and dose-response meta-analy-
sis of observational studies. Nutr Metab Cardiovasc Dis. 
2019;29(7):665-75. DOI: 10.1016/j.numecd.2019.03.009 
PMID: 31153745.

60.	 Kiefte-de Jong JC, Li Y, Chen M, Curhan GC, Mattei J, 
Malik VS, et al. Diet-dependent acid load and type 2 dia-
betes: pooled results from three prospective cohort studies. 
Diabetologia. 2017;60(2):270-9. DOI: 10.1007/s00125-
016-4153-7 PMID: 27858141.

61.	 Abbasalizad Farhangi M, Nikniaz L, Nikniaz Z. Higher di-
etary acid load potentially increases serum triglyceride and 
obesity prevalence in adults: An updated systematic review 
and meta-analysis. PLoS One. 2019;14(5):e0216547. DOI: 
10.1371/journal.pone.0216547 PMID: 31071141.

62.	 Xu Y, Huo R, Chen X, Yu X. Diabetes mellitus and the risk 
of bladder cancer: a PRISMA-compliant meta-analysis of 
cohort studies. Medicine (Baltimore). 2017;96(46):e8588. 
DOI: 10.1097/md.0000000000008588 PMID: 29145273.

63.	 Choi JB, Lee EJ, Han K-D, Hong S-H, Ha US. Estimating 
the impact of body mass index on bladder cancer risk: strat-
ification by smoking status. Sci Rep. 2018;8(1):947. DOI: 
10.1038/s41598-018-19531-7 PMID: 29343838.

64.	 Kok VC, Zhang H-W, Lin C-T, Huang S-C, Wu M-F. 
Positive association between hypertension and uri-
nary bladder cancer: epidemiologic evidence in-
volving 79,236 propensity score-matched individ-
uals. Ups J Med Sci. 2018;123(2):109-15. DOI: 
10.1080/03009734.2018.1473534 PMID: 29911922.

65.	 Ros M, Bueno-de-Mesquita H, Kampman E, Aben K, 
Büchner F, Jansen E, et al. Plasma carotenoids and vitamin 

https://www.statista.com/topics/7368/yerba-mate/#topicHeader__wrapper
https://www.statista.com/topics/7368/yerba-mate/#topicHeader__wrapper
http://www.ncbi.nlm.nih.gov/pubmed/1674554
http://www.ncbi.nlm.nih.gov/pubmed/21141735
http://dx.doi.org/10.1080/10590501.2019.1555323
http://dx.doi.org/10.1080/10590501.2019.1555323
http://www.ncbi.nlm.nih.gov/pubmed/30596334
http://dx.doi.org/10.32113/wcrj_20209_1685
http://dx.doi.org/10.32113/wcrj_20209_1685
http://dx.doi.org/10.1093/ajcn/68.3.576
http://www.ncbi.nlm.nih.gov/pubmed/9734733
http://dx.doi.org/10.1093/ajcn/59.6.1356
http://dx.doi.org/10.1093/ajcn/59.6.1356
http://www.ncbi.nlm.nih.gov/pubmed/8198060
http://www.ncbi.nlm.nih.gov/pubmed/7216345
http://dx.doi.org/10.2215/CJN.17541120
http://www.ncbi.nlm.nih.gov/pubmed/33741720
http://dx.doi.org/10.3389/fimmu.2017.00838
http://www.ncbi.nlm.nih.gov/pubmed/28804483
http://dx.doi.org/10.1016/j.canep.2016.09.015
http://www.ncbi.nlm.nih.gov/pubmed/27821348
http://www.ncbi.nlm.nih.gov/pubmed/27821348
http://dx.doi.org/10.1002/ijc.33173
http://www.ncbi.nlm.nih.gov/pubmed/32580241
http://dx.doi.org/10.1017/S0007114520001439
http://dx.doi.org/10.1017/S0007114520001439
http://www.ncbi.nlm.nih.gov/pubmed/32321598
http://dx.doi.org/10.1186/s12916-021-01931-8
http://dx.doi.org/10.1186/s12916-021-01931-8
http://www.ncbi.nlm.nih.gov/pubmed/33685459
http://dx.doi.org/10.1186/1743-7075-9-72
http://www.ncbi.nlm.nih.gov/pubmed/22853725
http://dx.doi.org/10.1046/j.1442-2042.2001.00261.x
http://www.ncbi.nlm.nih.gov/pubmed/11260334
http://dx.doi.org/10.1093/carcin/bgr048
http://www.ncbi.nlm.nih.gov/pubmed/21402590
http://dx.doi.org/10.1016/j.nefroe.2019.08.001
http://www.ncbi.nlm.nih.gov/pubmed/30737117
http://dx.doi.org/10.1016/j.numecd.2019.03.009
http://www.ncbi.nlm.nih.gov/pubmed/31153745
http://dx.doi.org/10.1007/s00125-016-4153-7
http://dx.doi.org/10.1007/s00125-016-4153-7
http://www.ncbi.nlm.nih.gov/pubmed/27858141
http://dx.doi.org/10.1371/journal.pone.0216547
http://dx.doi.org/10.1371/journal.pone.0216547
http://www.ncbi.nlm.nih.gov/pubmed/31071141
http://dx.doi.org/10.1097/md.0000000000008588
http://www.ncbi.nlm.nih.gov/pubmed/29145273
http://dx.doi.org/10.1038/s41598-018-19531-7
http://dx.doi.org/10.1038/s41598-018-19531-7
http://www.ncbi.nlm.nih.gov/pubmed/29343838
http://dx.doi.org/10.1080/03009734.2018.1473534
http://dx.doi.org/10.1080/03009734.2018.1473534
http://www.ncbi.nlm.nih.gov/pubmed/29911922


12

Multidiscip Cancer Invest. April 2022, Volume 6, Issue 2

C concentrations and risk of urothelial cell carcinoma in 
the european prospective investigation into cancer and nu-
trition. Am J Clin Nutr. 2012;96(4):902-10. DOI: 10.3945/
ajcn.111.032920 PMID: 22952186.

66.	 Shivappa N, Hébert JR, Rosato V, Rossi M, Libra M, 
Montella M, et al. Dietary inflammatory index and risk of 
bladder cancer in a large italian case-control study. Urol-
ogy. 2017;100:84-9. DOI: 10.1016/j.urology.2016.09.026 
PMID: 27693878.

67.	 Chai W, Morimoto Y, Cooney RV, Franke AA, Shvetsov 
YB, Le Marchand L, et al. Dietary red and processed meat 
intake and markers of adiposity and inflammation: the mul-
tiethnic cohort study. J Am Coll Nutr. 2017;36(5):378-85. 
DOI: 10.1080/07315724.2017.1318317 PMID: 28628401.

68.	 Xu X. Processed meat intake and bladder cancer risk in 
the prostate, lung, colorectal, and ovarian (PLCO) cohort. 
Cancer Epidemiol Biomarkers Prev. 2019;28(12):1993-7. 
DOI: 10.1158/1055-9965.epi-19-0604 PMID: 31533945.

69.	 Crippa A, Larsson S-C, Discacciati A, Wolk A, Orsini N. 
Red and processed meat consumption and risk of bladder 
cancer: a dose–response meta-analysis of epidemiological 
studies. Eur J Nutr. 2018;57(2):689-701. DOI: 10.1007/
s00394-016-1356-0 PMID: 28070638.

70.	 Moliterno P, Donangelo CM, Borgarello L, Pécora M, 
Olascoaga A, Noboa O, et al. Association of dietary pat-
terns with cardiovascular and kidney phenotypes in an 
uruguayan population cohort. Nutrients. 2021;13(7):2213. 
DOI: 10.3390/nu13072213 PMID: 34199124.

http://dx.doi.org/10.3945/ajcn.111.032920
http://dx.doi.org/10.3945/ajcn.111.032920
http://www.ncbi.nlm.nih.gov/pubmed/22952186
http://dx.doi.org/10.1016/j.urology.2016.09.026
http://www.ncbi.nlm.nih.gov/pubmed/27693878
http://dx.doi.org/10.1080/07315724.2017.1318317
http://www.ncbi.nlm.nih.gov/pubmed/28628401
http://dx.doi.org/10.1158/1055-9965.epi-19-0604
http://www.ncbi.nlm.nih.gov/pubmed/31533945
http://dx.doi.org/10.1007/s00394-016-1356-0
http://dx.doi.org/10.1007/s00394-016-1356-0
http://www.ncbi.nlm.nih.gov/pubmed/28070638
http://dx.doi.org/10.3390/nu13072213
http://www.ncbi.nlm.nih.gov/pubmed/34199124



