
ANTICANCER RESEARCH
International Journal of Cancer Research and Treatment

ISSN: 0250-7005

Reprinted from
ANTICANCER RESEARCH 40: 873-880 (2020)

Effects of Alkalization Therapy on Chemotherapy Outcomes 
in Metastatic or Recurrent Pancreatic Cancer

REO HAMAGUCHI1, RYOKO NARUI1 and HIROMI WADA1,2

1Japanese Society on Inflammation and Metabolism in Cancer, Kyoto, Japan;
2Professor Emeritus, University of Kyoto, Karasuma Wada Clinic, Kyoto, Japan



P. A. ABRAHAMSSON, Malmö, Sweden
B. B. AGGARWAL, Houston, TX, USA
T. AKIMOTO, Kashiwa, Chiba, Japan
P. Z. ANASTASIADIS, Jacksonville, FL, USA
A. ARGIRIS, San Antonio, TX, USA
J. P. ARMAND, Toulouse, France
V. I. AVRAMIS, Los Angeles, CA, USA
D.-T. BAU, Taichung, Taiwan, ROC
G. BAUER, Freiburg, Germany
E. E. BAULIEU, Le Kremlin-Bicetre, France
E. J. BENZ, Jr., Boston, MA, USA
J. BERGH, Stockholm, Sweden
F. T. BOSMAN, Lausanne, Switzerland
M. BOUVET, La Jolla, CA, USA
J. BOYD, Miami, FL, USA
G. BROICH, Monza, Italy
Ø. S. BRULAND, Oslo, Norway
J. M. BUATTI, Iowa City, IA, USA
M. M. BURGER, Basel, Switzerland
M. CARBONE, Honolulu, HI, USA 
C. CARLBERG, Kuopio, Finland
J. CARLSSON, Uppsala, Sweden
A. F. CHAMBERS, London, ON, Canada
P. CHANDRA, Frankfurt am Main, Germany
L. CHENG, Indianapolis, IN, USA
J.-G. CHUNG, Taichung, Taiwan, ROC
R. CLARKE, Washington, DC, USA
E. DE CLERCQ, Leuven, Belgium
W. DEN OTTER, Amsterdam, The Netherlands
E. P. DIAMANDIS, Toronto, ON, Canada 
G. TH. DIAMANDOPOULOS, Boston, MA, USA
L. EGEVAD, Stockholm, Sweden
D. W. FELSHER, Stanford, CA, USA
J. A. FERNANDEZ-POL, Chesterfield, MO, USA
I. J. FIDLER, Houston, TX, USA
A. P. FIELDS, Jacksonville, FL, USA
H. FU, Atlanta, GA, USA
B. FUCHS, Zurich, Switzerland
D. FUCHS, Innsbruck, Austria
D. FUKUMURA, Boston, MA, USA
G. GABBIANI, Geneva, Switzerland
R. GANAPATHI, Charlotte, NC, USA
A. F. GAZDAR, Dallas, TX, USA
A. GIORDANO, Philadelphia, PA, USA
G. GITSCH, Freiburg, Germany
M. GNANT, Vienna, Austria
R. H. GOLDFARB, Guilford, CT, USA
A. HELLAND, Oslo, Norway
L. HELSON, Quakertown, PA, USA
R. HENRIKSSON, Umeå, Sweden
R. M. HOFFMAN, San Diego, CA, USA
S. C. JHANWAR, New York, NY, USA
J. V. JOHANNESSEN, Oslo, Norway
R. JONES, London, UK
B. KAINA, Mainz, Germany
P. -L. KELLOKUMPU-LEHTINEN, Tampere, 
Finland

D. G. KIEBACK, Schleswig, Germany
R. KLAPDOR, Hamburg, Germany
H. KOBAYASHI, Bethesda, MD, USA

S. D. KOTTARIDIS, Athens, Greece
G. R. F. KRUEGER, Köln, Germany
Pat M. KUMAR, Manchester, UK
Shant KUMAR, Manchester, UK
O. D. LAERUM, Bergen, Norway
F. J. LEJEUNE, Lausanne, Switzerland
S. LINDER, Linköping, Sweden
L. F. LIU, Piscataway, NJ, USA
D. M. LOPEZ, Miami, FL, USA
E. LUNDGREN, Umea° , Sweden
Y. MAEHARA, Fukuoka, Japan
J. MAHER, London, UK
J. MARESCAUX, Strasbourg, France
J. MARK, Skövde, Sweden
S. S. MARTIN, Baltimore, MD, USA
S. MITRA, Houston, TX, USA
S. MIYAMOTO, Fukuoka, Japan
S. MONCADA, Manchester, UK
M. MUELLER, Villingen-Schwenningen,
Germany

F. M. MUGGIA, New York, NY, USA
M. NAMIKI, Kanazawa, Ishikawa, Japan
R. NARAYANAN, Boca Raton, FL, USA
K. NILSSON, Uppsala, Sweden
S. PATHAK, Houston, TX, USA
J.L. PERSSON, Malmö, Sweden
G. J. PILKINGTON, Portsmouth, UK 
C. D. PLATSOUCAS, Norfolk, VA, USA
A. POLLIACK, Jerusalem, Israel
D. RADES, Lübeck, Germany
M. RIGAUD, Limoges, France
U. RINGBORG, Stockholm, Sweden
M. ROSELLI, Rome, Italy
S.T. ROSEN, Duarte, CA, USA
A. SCHAUER, Göttingen, Germany
M. SCHNEIDER, Wuppertal, Germany
J. SEHOULI, Berlin, Germany
A. SETH, Toronto, ON, Canada 
G. V. SHERBET, Newcastle-upon-Tyne, UK
A. SLOMINSKI, Birmingham, AL, USA
G.-I. SOMA, Kagawa, Japan
G. S. STEIN, Burlington, VT, USA
T. STIGBRAND, Umea° , Sweden
T. M. THEOPHANIDES, Athens, Greece
P. M. UELAND, Bergen, Norway
H. VAN VLIERBERGHE, Ghent, Belgium
R. G. VILE, Rochester, MN, USA
M. WELLER, Zurich, Switzerland
J. WESTERMARCK, Turku, Finland
B. WESTERMARK, Uppsala, Sweden
Y. YEN, Taipei, Taiwan, ROC
M.R.I. YOUNG, Charleston, SC, USA
B. ZUMOFF, New York, NY, USA

G. J. DELINASIOS, Athens, Greece
Managing Editor and 
Executive Publisher

J. G. DELINASIOS, Athens, Greece
Managing Editor (1981-2016)

Editorial Board Editorial Office: International Institute of Anticancer Research, 1st km
Kapandritiou-Kalamou Rd., Kapandriti, P.O. Box 22, Attiki 19014,
Greece. Tel / Fax: +30-22950-53389.
U.S. Branch: Anticancer Research USA, Inc., 111 Bay Avenue,
Highlands, NJ 07732, USA.
E-mails: Editorial Office: journals@iiar-anticancer.org

Managing Editor: editor@iiar-anticancer.org
ANTICANCER RESEARCH supports: (a) the establishment and the
activities of the INTERNATIONAL INSTITUTE OF ANTICANCER RESEARCH
(IIAR; Kapandriti, Attiki, Greece); and (b) the organization of the
International Conferences of Anticancer Research. The IIAR is a member
of UICC. For more information about ANTICANCER RESEARCH, IIAR and
the Conferences, please visit the IIAR website: www.iiar-anticancer.org
Publication Data: ANTICANCER RESEARCH (AR) is published
bimonthly from January 1981 to December 2008 and monthly from
January 2009. Each annual volume comprises 12 issues. Annual Author
and Subject Indices are included in the last issue of each volume.
ANTICANCER RESEARCH Vol. 24 (2004) and onwards appears online
with Stanford University HighWire Press from April 2009.
Copyright: On publication of a manuscript in AR, which is a
copyrighted publication, the legal ownership of all published parts of
the paper passes from the Author(s) to the Journal.
Annual Subscription Rates 2020 per volume: Institutional subscription
US$ 1,898.00 (online) or US$ 2,277.00 (print & online). Personal
subscription US$ 897.00 (online) or US$ 1,277.00 (print & online).
Prices include rapid delivery and insurance. The complete previous
volumes of Anticancer Research (Vol. 1-39, 1981-2019) are available at
50% discount on the above rates.
Subscription Orders: Orders can be placed at agencies, bookstores, or
directly with the Publisher. (e-mail: subscriptions@iiar-anticancer.org)
Advertising: All correspondence and rate requests should be
addressed to the Editorial Office.
Book Reviews: Recently published books and journals should be sent to
the Editorial Office. Reviews will be published within 2-4 months.
Articles in ANTICANCER RESEARCH are regularly indexed in all
bibliographic services, including Current Contents (Life Sciences), Science
Citation Index, Index Medicus, Biological Abstracts, PubMed, Chemical
Abstracts, Biosis Previews, Essential Science Indicators, Excerpta Medica,
University of Sheffield Biomedical Information Service, Current Clinical
Cancer, AIDS Abstracts, Elsevier Bibliographic Database, EMBASE,
Compendex, GEOBASE, EMBiology, Elsevier BIOBASE, FLUIDEX, World
Textiles, Scopus, Progress in Palliative Care, Cambridge Scientific Abstracts,
Cancergram (International Cancer Research Data Bank), MEDLINE,
Reference Update - RIS Inc., PASCAL-CNRS, Inpharma-Reactions (Datastar,
BRS), CABS, Immunology Abstracts, Telegen Abstracts, Genetics Abstracts,
Nutrition Research Newsletter, Dairy Science Abstracts, Current Titles in
Dentistry, Inpharma Weekly, BioBase, MedBase, CAB Abstracts/Global
Health Databases, Investigational Drugs Database, VINITI Abstracts Journal,
Leeds Medical Information, PubsHub, Sociedad Iberoamericana de
Información Científíca (SIIC) Data Bases.
Obtaining permission to reuse or reproduce our content: AR has partnered
with Copyright Clearance Center (CCC) to make it easy to secure
permissions to reuse its content. Please visit www.copyright.com and enter
the title that you are requesting permission for in the ‘Get Permission’
search box. For assistance in placing a permission request, Copyright
Clearance Center can be contacted directly at: Copyright Clearance Center,
222 Rosewood Drive, Danvers, MA 01923 USA. Phone: +1-978-750-
8400. Fax: +1-978-646-8600. E-mail: info@copyright.com.
The Editors and Publishers of ANTICANCER RESEARCH accept no
responsibility for the opinions expressed by the contributors or for the
content of advertisements appearing therein.

Copyright© 2020, Ιnternational Institute of Anticancer Research

(Dr. George J. Delinasios), All rights reserved.

D.T.P. BY IIAR

PRINTED BY ENTYPO, ATHENS, GREECE. PRINTED ON ACID-FREE PAPER

ISSN (print): 0250-7005
ISSN (online): 1791-7530



Abstract. Background/Aim: The acidic tumor micro -
environment is associated both with the progression and drug
resistance of cancer. We aimed to investigate the effects of
alkalization therapy performed concurrently with chemotherapy
on the survival of advanced pancreatic cancer patients (study
registration: UMIN 000035659). Patients and Methods:
Twenty-eight patients with metastatic or recurrent pancreatic
cancer were assessed in this study. Alkalization therapy
consisted of an alkaline diet with supplementary oral sodium
bicarbonate (3.0-5.0 g/day). Results: The mean urine pH was
significantly higher after the alkalization therapy (6.85±0.74 vs.
6.39±0.92; p<0.05). The median overall survival from the start
of alkalization therapy of the patients with high urine pH (>7.0)
was significantly longer than those with low urine pH (≤ 7.0)
(16.1 vs. 4.7 months; p<0.05). Conclusion: An alkalization
therapy may be associated with better outcomes in advanced
pancreatic cancer patients treated with chemotherapy.

Pancreatic cancer is a highly aggressive disease in which
current standard chemotherapy regimens have limited effects.
The median overall survival (OS) of metastatic pancreatic
cancer patients in a prospective study of European and
American populations was reported to be 11.1 months, using a
combination regimen consisting of oxaliplatin, irinotecan,
fluorouracil, and leucovorin (FOLFIRINOX), and 8.5 months
in the group receiving nab-paclitaxel plus gemcitabine (1, 2).
In a Japanese patient population with metastatic pancreatic
cancer, the median OS was 10.7 months in FOLFIRINOX-
treated patients and 13.5 months in nab-paclitaxel plus

gemcitabine-treated patients (3, 4). Cancer cells tend to
produce adenosine triphosphate (ATP) using aerobic glycolysis,
even in the presence of sufficient oxygen, although normal
cells usually generate ATP via oxidative phosphorylation. This
alteration in energy metabolism is characteristic of cancer cells.
Increased glycolysis causes the overproduction of lactic acid,
and the export of protons from tumor cells into the extracellular
space by acid-base regulators, such as Na+/H+ exchangers and
monocarboxylate transporters, creates an acidic tumor
microenvironment (5, 6). An acidic tumor microenvironment
is associated both with the progression and drug resistance of
solid tumors (7, 8). An in vitro study of pancreatic ductal
adenocarcinoma cells demonstrated that the acidic
microenvironment activates proton-sensing G-protein-coupled
receptors, which increase the expression of IL-6 and may be
associated with cancer cell proliferation (9).

Several in vivo and in vitro studies have demonstrated that
tumor acidity can be altered through bicarbonate
administration, and suggested that systemic buffering may
lead to antitumor effects. In mouse models of metastatic breast
cancer, neutralization of the acidic tumor microenvironment
was shown to suppress the metastasis of cancer cells and
improve survival (10). Similarly, in mouse models of
pancreatic cancer, trishydroxymethyl aminomethane (tris base)
buffer was reported to have similar effects as bicarbonate in
reducing tumor volume and increasing survival (11). Recently,
our group reported that prolonged progression-free survival
(19.5 months) and OS (28.5 months) were observed in
advanced lung cancer patients (n=11) treated with epidermal
growth factor receptor tyrosine kinase inhibitor and an alkaline
diet (eating fruit and vegetables and limiting meat and milk).
We also reported that an alkaline diet resulted in the
alkalization of urine pH (6.95±0.05) (12). A prospective
clinical trial in healthy volunteers demonstrated that the long-
term consumption of sodium bicarbonate (0.5 g/kg/day) was
feasible and safe, and an increase in urine pH was observed
following bicarbonate intake (13). In cancer patients, a pilot
phase I clinical study that investigated the safety of the long-
term consumption of sodium bicarbonate in patients with
cancer was conducted by a group at the University of Arizona

873

This article is freely accessible online.

Correspondence to: Reo Hamaguchi, Japanese Society on
Inflammation and Metabolism in Cancer, 119 Nishioshikouji-cho,
Higashinotouin-nishiiru, Oshikouji, Nakagyo-ku, Kyoto, Japan. Tel:
+81 752231100, e-mail: reo-h@nifty.com

Key Words: Pancreatic cancer, alkalization therapy, tumor
microenvironment, alkaline diet, bicarbonate, urine pH.

ANTICANCER RESEARCH 40: 873-880 (2020)
doi:10.21873/anticanres.14020

Effects of Alkalization Therapy on Chemotherapy Outcomes 
in Metastatic or Recurrent Pancreatic Cancer

REO HAMAGUCHI1, RYOKO NARUI1 and HIROMI WADA1,2

1Japanese Society on Inflammation and Metabolism in Cancer, Kyoto, Japan;
2Professor Emeritus, University of Kyoto, Karasuma Wada Clinic, Kyoto, Japan



(ClinicalTrialsgov Identifier: NCT02531919), although the
detailed results have not yet been reported. It remains unclear
whether intervention with alkalization therapy, results in better
outcomes in advanced pancreatic cancer patients treated with
standard chemotherapy. We hypothesized that alkalization
therapy induced by an alkaline diet, with or without
bicarbonate, would lead to survival benefits in pancreatic
cancer patients in a pH-associated fashion. Therefore, we
conducted a retrospective study to investigate the effects of
urine pH on the survival of advanced pancreatic cancer
patients receiving alkalization therapy and chemotherapy.

Patients and Methods
Patients. This study was retrospectively conducted to investigate
the effects of alkalization therapy on chemotherapy outcomes in
advanced pancreatic cancer patients. A total of 50 patients with
metastatic or recurrent pancreatic cancer were treated at the
Karasuma Wada Clinic between April 2015 and December 2017.
Alkalization therapy was initiated in all patients as described
below. Written informed consent from each patient was obtained.
Patients were allowed to receive all appropriate concomitant
chemotherapy treatments during the study. Other interventional
therapies were not recommended in this study. All patients received
supplementary intravenous (i.v.) vitamin C (25-50 g/day once every
1 or 2 weeks). If patients refused to follow an alkaline diet owing
to their dietary preference, they were excluded from the study
population. Therefore, 22 patients who did not follow the
alkalization therapy or visited our clinic less than 3 times were
excluded from the study. Finally, 28 pancreatic cancer patients who
were given alkalization therapy together with chemotherapy were
analyzed. All procedures were performed in accordance with the
ethical principles stated in the 1995 Declaration of Helsinki. This
study was approved by the Institutional Review Board of the
Japan-Multinational Trial Organization and was registered with
UMIN Clinical Trials (UMIN 000035659).

Alkalization therapy. We defined alkalization therapy as treatments
that have an alkalizing effect, such as an alkaline diet and
bicarbonate therapy. In this study, all patients had an alkaline diet
to increase their urine pH, with more vegetables and fruits and less
meat and dairy products. Patients were instructed to take at least
400 g of fruits and vegetables per day and not to take meat and
dairy products, although the actual diet was decided by the patients
at home. All patients recorded their daily meals during at least the
first 4 weeks from the start of the alkaline diet, to confirm whether
the meals were appropriate or not, and they were given advice
according to their records. At every visit, a doctor or nurse provided
patients with instructions on an alkaline diet and assessed whether
patients had been following the alkaline diet regularly. Oral
bicarbonate (3.0-5.0 g/day) was given when urine pH did not
increase above 7.0 or when patients wished to take it. 

Assessment procedures. OS from either the time of diagnosis or
recurrence and the start of the alkalization therapy in each patient
was calculated. Urine pH was analyzed at regular visits, at least
once every 2 months, or up to twice a month. Overall tumor burden
was assessed by calculating the sum of the diameters of all
measurable diseases based on computed tomography scans taken

within 2 months before the start of alkalization therapy, according
to the Response Evaluation Criteria In Solid Tumors (RECIST)
version 1.1 criteria.

Statistical analyses. Data were analyzed on June 30, 2019. Mean
urine pH values were calculated for each patient before and after
initiation of the alkalization therapy. Urine pH data before
alkalization therapy included urine samples during the 6 months
before the initiation of alkalization therapy. Urine pH data after
alkalization therapy included all urine samples after the initiation of
alkalization therapy. The mean urine pH of each patient was
compared using the paired t-test between before and after
alkalization therapy. OS from either the time of diagnosis or
recurrence and the start of alkalization therapy was calculated using
Kaplan–Meier estimates, and compared between patients with a
urine pH of 7.0 or less and those with a urine pH of higher than 7.0.
OS from the start of the alkalization therapy was also compared
between patients with a urine ΔpH of 1.0 or less and those with a
urine ΔpH of more than 1.0. OS from the time of initiation of the
alkalization therapy was also compared among patients with a urine
ΔpH of 0 or less, those with a ΔpH of more than 0, but less than or
equal to 1.0, and those with a ΔpH of more than 1.0. Urine ΔpH
was calculated by subtracting the mean urine pH before alkalization
therapy from the mean urine pH after alkalization therapy. Mean
data set values were presented with±standard deviation. All p-values
were two-sided and p-values of less than 0.05 were considered to
indicate a statistically significant difference between two groups.
All statistical analyses were performed with EZR (version 1.32)
(Saitama Medical Center, Jichi Medical University, Saitama, Japan),
which is a graphical user interface that is a modified version of R
(The R Foundation for Statistical Computing, Vienna, Austria) (14).

Results
Patient characteristics. The patients analyzed included 15
men and 13 women, and the mean age at the start of the
alkalization therapy was 63.6 (range=47-82) years. Daily
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Table I. Patient characteristics.

Characteristics                                                                  Value

No. of patients                                                                    28
Age (years)                                                                 63.6 (47-82)
Gender
  Men                                                                                   15
  Women                                                                              13
Performance status
  0                                                                                         2
  1                                                                                        24
  2                                                                                         1
  3                                                                                         1
Clinical stage
  Metastatic                                                                         19
  Postoperative recurrence                                                  9
Chemotherapy before first visit
  Yes                                                                                    23
  No                                                                                      5



living ability of each patient was evaluated according to the
Eastern Cooperative Oncology Group scale of performance
status (PS). Two patients had PS 0, 24 had PS 1, and 1 each
had PS 2 and 3. Nineteen patients were clinical stage IV and
9 had recurrent disease. Twenty-three patients had received
chemotherapy before their first visit to our clinic, whereas 5
had not. Twenty out of the 28 patients took supplementary
bicarbonate. Patient characteristics are presented in Table I.

Urine pH analysis. The mean urine pH of the patients before
and after starting alkalization therapy are shown in Figure 1.
A significant difference was observed between mean urine
pH before and after initiation of alkalization therapy
(6.39±0.92 vs. 6.85±0.74; p<0.05).

Overall survival. The median OS from the time of diagnosis
or recurrence was 15.2 months [95% confidence interval
(CI)=9.8-20], and the median OS from the start of alkalization
therapy was 8.4 months (95%CI=4.2-17.6), as shown in
Figures 2 and 3. The mean time from diagnosis or recurrence
to the start of alkalization therapy was 5.13±4.55 months.
Seventeen of the 28 patients have died as of June 2019. After
the start of the alkalization therapy, the median OS of patients
with a urine pH of higher than 7.0 was 16.1 months [n=11,
95%CI=5.5−not available (NA)] as compared with 4.7 months
for patients with a urine pH of 7.0 or lower (n=17, 95%CI=3.4-
9.2; p<0.05) (Figure 4). The median OS of patients with a
urine ΔpH of more than 1.0 was 16.1 months (n=9,

95%CI=5.5-NA) as compared with 4.3 months for patients
with a urine ΔpH of 1.0 or lower (n=19, 95%CI=2.8-8.4;
p<0.05) (Figure 5). The Kaplan–Meier curves of OS from the
time of start of the alkalization therapy for patients with a ΔpH
of 0 or less, those with a ΔpH of more than 0 but less than or
equal to 1.0, and those with a ΔpH of more than 1.0, are shown
in Figure 6. Patient characteristics according to urine pH values
are shown in Table II. The mean time from diagnosis or
recurrence to the start of alkalization therapy was not
significantly different between the 2 groups; however, it tended
to be shorter in patients with a urine pH of higher than 7.0,
than in those with a urine pH of 7.0 or lower. Overall tumor
burden was not significantly different between the 2 groups
with either a urine pH of higher than 7.0 or lower than 7.0.
Regarding non-measurable disease according to RECIST
version 1.1, 1 patient had peritoneal dissemination with ascites
and 1 had peritoneal dissemination in the group with a urine
pH of higher than 7.0. In contrast, 3 patients had peritoneal
dissemination in the group with a urine pH of 7.0 or lower. The
regimens of chemotherapy that patients received together with
their alkalization therapy, as well as other patient characteristics
did not differ remarkably between the two groups.

Discussion

Our study demonstrated that alkalization therapy, consisting of
an alkaline diet with or without bicarbonate supplementation,
significantly increased the urine pH of patients compared with
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Figure 2. Overall survival of the patients from the time of diagnosis or
recurrence. Kaplan–Meier curve of the overall survival of the patients
from the time of diagnosis or recurrence. 

Figure 1. Effect of alkalization therapy on urine pH. The mean urine
pH before and after initiation of alkalization therapy is shown.



that at the initiation of treatment. Although the effects of
chemotherapeutic drugs on urine pH are not well known, a
clinical study reported that cisplatin did not affect urine pH
(15). Robey et al. reported that sodium bicarbonate

consumption of 0.5 g/kg/day (i.e., 25 g/50 kg body weight) was
associated with an increase in urine pH (12). In our study, all
patients were instructed to follow an alkaline diet, and 20 out
of the 28 patients also consumed bicarbonate at a dose of only
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Figure 4. Association between overall survival and urine pH. Kaplan–Meier
curves of the overall survival from the start of the alkalization therapy
between patients with a urine pH of higher than 7.0 and 7.0 or lower.

Figure 3. Overall survival of the patients from the start of alkalization
therapy. Kaplan–Meier curve of the overall survival of the patients from
the time of start of alkalization therapy.

Figure 6. Overall survival of patients with different urine ΔpHs.
Kaplan–Meier curves of the overall survival from the start of
alkalization therapy of patients with a ΔpH of 0 or less, those with a
ΔpH of more than 0 but less than or equal to 1.0, and those with a ΔpH
of more than 1.0.

Figure 5. Association between overall survival and urine ΔpH. Kaplan–
Meier curves of the overall survival from the start of alkalization
therapy between patients with a urine ΔpH of higher than 1.0 and 1.0
or lower. 



3.0-5.0 g/day, which was much lower than that of previous
reports (12). An epidemiological study reported that high fruit
and vegetable consumption and low meat intake was
significantly associated with more alkaline urine (16). Our
previous study showed a significant increase in urine pH after
an alkaline diet alone compared with before intervention
(n=11) (11). Fruits and vegetables are known to have an
alkalizing effect on urine pH, and meat has an acidifying effect
on urine pH, as demonstrated from renal net acid excretion,
which was calculated to predict the acid-base balance (17).
Therefore, we speculated that the combination of an alkaline
diet and bicarbonate in our study may have had a stronger
effect to alkalize urine pH than a single intervention of either
an alkaline diet or bicarbonate. 

The median OS of advanced pancreatic cancer patients in
our study from diagnosis or the detection of recurrence was
15.2 months, which was not inferior to that of the current
standard treatment using FOLFIRINOX or nab-paclitaxel plus
gemcitabine (1-4), although this comparison should be
interpreted with caution. Alkalization of the tumor
microenvironment is thought to be associated with improved
results of cancer treatment (7). Mathematical models and
computer simulation studies confirmed that bicarbonate raised
tumor extracellular pH (18, 19). A low pH in the extracellular

environment of cancer cells causes multidrug resistance in
vitro and in vivo (7, 20, 21). In MCF-7 human breast cancer
cells, doxorubicin cytotoxicity was reported to decrease with
lower pH, shown by the data that the half maximal effective
concentration (EC50) of doxorubicin was 0.12 μm at an
extracellular pH 7.4, compared to 0.27 μm at pH 6.8 (22). In
R3327-AT1 prostate carcinoma cells, the cytotoxicity of
daunorubicin was reported to decrease after incubation at pH
6.6, compared with that at pH 7.4 (23). Two mechanisms of
multidrug resistance were suggested. First, some drugs, mainly
weak-base chemotherapeutic drugs, are positively charged in
environments of acidic extracellular pH, and become trapped
in extracellular compartments, reducing cellular uptake and
efficacy (24, 25). Second, the activity and expression of the
multidrug transporter p-glycoprotein is increased by acidic
extracellular pH (23, 26). It was also reported that the acidity
of the tumor microenvironment affects cancer immunity. An
in vitro study demonstrated that an acidic environment
suppressed the T-cell response and decreased the secretion of
IFN–γ and TNF-α. In mouse models of melanoma,
alkalization of bicarbonate was reported to enhance the effects
of anti-programmed cell death 1 therapy (27). These studies
support our speculation that alkalization therapy may be
associated with a more favorable chemotherapeutic effect on
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Table II. Comparison of the characteristics of patients with different urine pH values.

                                                                                                                                                      Urine pH >7.0                               Urine pH ≤7.0
                                                                                                                                                             (N=11)                                           (N=17)

Age (years)                                                                                                                                      67.6 (54-82)                                  61.0 (47-77)
Gender
   Men                                                                                                                                                        5                                                    10
   Women                                                                                                                                                  6                                                     7
Performance status
   0                                                                                                                                                             2                                                     0
   1                                                                                                                                                             8                                                    16
   2                                                                                                                                                             0                                                     1
   3                                                                                                                                                             1                                                     0
Time from diagnosis or recurrence to alkalization therapy (months)                                           3.45±4.04                                       6.21±4.65
Mean urine pH
Urine pH before alkalization therapy                                                                                              6.41±1.02                                       6.37±0.87
Urine pH after alkalization therapy                                                                                                 7.53±0.26                                       6.38±0.54
Clinical stage
   Metastatic                                                                                                                                              8                                                    11
   Postoperative recurrence                                                                                                                     3                                                     6
Overall tumor burden
   Sum of measurable diseases (mm)                                                                                      126.6±164.0 (N=10)                     121.0±161.0 (N=13)
Chemotherapy                                                                                                                                                                                                  
Nab-paclitaxel plus gemcitabine                                                                                                             5                                                     6
Gemcitabine plus erlotinib                                                                                                                      1                                                     4
Gemcitabine                                                                                                                                             3                                                     1
S-1                                                                                                                                                            1                                                     3
Erlotinib                                                                                                                                                    1                                                     2
Unknown                                                                                                                                                  0                                                     1



advanced pancreatic cancer patients; however, further studies
are required to investigate the correlation between alkalization
therapy and improved OS. 

In this study, we demonstrated that a urine pH of more than
7.0 was significantly associated with prolonged OS in
advanced pancreatic cancer patients, compared with a urine
pH of 7.0 or less. We showed that the initial urine pH before
alkalization therapy between the two groups with a urine pH
of more than 7.0 and a urine pH of 7.0 or less after
alkalization therapy did not differ remarkably. Therefore, the
difference in OS after alkalization therapy might be associated
with alkalization effects. We also demonstrated that the
median OS of patients with a urine ΔpH of higher than 1.0
was significantly longer than those with a urine ΔpH of 1.0
or lower, and there was a tendency of correlation between an
increase in ΔpH and prolonged OS. It has been reported that
an acidic environment affects the early stages of the neoplastic
process. In Syrian hamster embryo cells cultured at pH 6.7,
multistage neoplastic transformation was observed to be at
least 10- to 20-fold greater than that at pH 7.35 (28).
Wojtkowiak et al. from the group of the Lee Moffitt Cancer
Center demonstrated that chronic low pH growth conditions
induced autophagy associated with cancer survival. In MDA–
MB–231 human breast cancer cells, the markers of autophagy
were significantly increased when cultured at pH 6.7,
compared with those at pH 7.4 (29). These data support the
idea that the viability of cancer cells is associated with pH. To
our knowledge, the present study is the first to report the
association between an increase in urine pH and longer OS of
advanced pancreatic cancer patients. 

Activated mutations in the KRAS oncogene are observed
in more than 90% of invasive and metastatic pancreatic
cancer cases (30). Oncogenic KRAS mutations promote
tumor metabolism through the stimulation of glucose uptake
(31). In mouse models of colorectal cancer with KRAS
mutations, it has been reported that high-dose vitamin C
inhibits glyceraldehyde 3-phosphate dehydrogenase in highly
glycolytic KRAS mutant cells and leads to cell death (32).
In the present study, all patients received supplementary i.v.
vitamin C, which may also have affected the results of
pancreatic cancer patient treatment.

We acknowledge that there are several limitations to this
study. First, this study was a single-center retrospective
analysis and the sample size was small. Second, the timing
of the start of alkalization therapy was not consistent and the
details of the patients’ daily diet were not meticulously
controlled. Therefore, a further prospective study is
necessary to validate our results. Third, although we showed
increases in urine pH of the patients in this study, we did not
analyze the extracellular pH in the environment surrounding
cancer cells. However, it is difficult to measure the
extracellular pH of cancer cells in the actual clinical setting.
As there are no sufficient lines of evidence that urine pH

reflects the pH of the tumor microenvironment, further
investigation of the association between extracellular pH and
urine pH is necessary. Hence, we could not rule out that our
poor OS group with a urine pH of 7.0 or less might be
simply a cohort of patients with more aggressive disease
owing to factors other than the alkalization process, because
patients with advanced pancreatic cancer with very limited
OS may be associated with a more acidic microenvironment
that is more difficult to control by alkalization therapy.
Finally, alkalization by eating more vegetables and fruits and
less meat and dairy products may not be the only effect in
this study, because a diet that is high in vegetables and fruits
may have some potential effects on the metabolism of cancer
cells, such as via anti-inflammatory effects, caloric
restriction, and changes in insulin levels and the microbiome. 

Conclusion

We demonstrated that the combination of chemotherapy with
alkalization therapy is associated with more favorable
outcomes in advanced pancreatic cancer patients and patients
with recurrent pancreatic cancer who had increased urine pH
after alkalization therapy. Further studies are required to
investigate whether alkalization therapy is associated with
alkalization of the tumor microenvironment and with more
favorable outcomes.
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