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Abstract: Background: There is a growing consensus that fasting-induced ketosis has beneficial effects
on human physiology. Despite these compelling benefits, fasting-induced ketosis raises concerns
in some clinicians because it is often inappropriately compared with the pathologic uncontrolled
ketone production in diabetic ketoacidosis. The determinants of the inter-individual differences in the
intensity of ketosis during long-term fasting is unknown. Methods: We monitored daily variations
in fasting ketonemia, as well as ketonuria, which is less invasive, in a large cohort of 1610 subjects,
fasting between 4 and 21 days with the Buchinger Wilhelmi program, minimally supplemented with
~75–250 kcal (daily fruit juice, vegetable soup, and honey). Results: Ketonuria was detected in more
than 95% of fasting subjects from day 4 onwards. Subjects consuming only soups, without fruit juice
or honey, exhibited reduced caloric intake (72 kcal instead of 236 kcal) and carbohydrate intake (15.6 g
instead of 56.5 g), leading to more intense ketonuria. Participants with high ketonuria were, in the
majority, males, young, had a higher body weight, and had lower HDL-C and urea values. They had a
larger decrease in blood glucose, glycated haemoglobin levels, body weight, and waist circumference.
Furthermore, in the high-ketonuria group, a larger increase in blood uric acid concentration was
observed. Conclusion: Our study showed that long-term fasting triggered ketosis, never reaching
pathological levels, and that ketosis is influenced by age, gender, health, and the level of physical
activity. Furthermore, it is modulated but not suppressed by minimal carbohydrate intake. Our study
paves the way for better understanding how supplementation can modulate the therapeutic effects
and tolerability of long-term fasting.

Keywords: ketosis; ketogenic diet; intermittent fasting; long-term fasting

1. Introduction

Long-term fasting is one of the most potent non-pharmacological interventions for the
prevention and management of chronic diseases [1,2]. In humans, it normalises lipid and
glucose metabolism [3,4], has anti-inflammatory effects [5], reduces oxidative stress [6], and
restores imbalances in the gut microbiota [7]. Studies in animals also showed the activation
of autophagy, followed by cellular regeneration [8,9]. Despite these compelling benefits,
fasting-induced ketosis raises concerns in some clinicians because it is often inappropriately
compared with the pathologic uncontrolled ketone production in diabetic ketoacidosis [10].
Here, we address the safety of fasting-induced ketosis by evaluating the dynamics of ketosis
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and its modulation by age, gender, physiological status, physical activity, and minimal
carbohydrate intake in a large cohort of 1610 individuals, as well as in another study of
32 individuals.

A hallmark of fasting is the metabolic switch from food-derived to endogenously
sourced energy substrates. When food intake is interrupted, glucose levels and insulin
levels drop to the lower levels of norms. The hormone glucagon is then released, signalling
the liver to break down glycogen into glucose. A typical person has around 450 g of
glycogen available, providing around 24 h of energy if this is the only source [10]. When
glycogen stores are exhausted, lipolysis release fatty acids into the bloodstream as fuel
for most of the body cells. In the liver, parts of fatty acids are transformed into energy-
rich ketone bodies (acetoacetate, acetone, and β-hydroxybutyrate). Ketone bodies are
water-soluble and can be transported to peripheral tissues (including the brain), where
they are oxidised to allow for ATP production. Although proteins are not the primary
source of energy during this process, a certain number of amino acids are mobilised for
gluconeogenesis. This remains minimal, as protein-sparing mechanisms are activated when
fatty-acid-derived water-soluble ketone bodies are produced.

Ketosis enables the brain to receive an adequate amount of fuel, and, at the same time,
preserves lean mass [2,11]. Besides its function as an energy substrate, β-hydroxybutyrate is
a signalling molecule that mediates adaptive responses to fasting [12,13]. β-hydroxybutyrate
signals via G-protein-coupled receptors to modulate lipolysis and acts as an inhibitor of
class I histone deacetylases [14]. Numerous health-promoting effects of fasting, such as
reductions in oxidative stress [15] and inflammatory processes [16], were, at least in part,
attributed to this production of ketone bodies in animal models. Other studies suggested
that β-hydroxybutyrate downregulates sympathetic tone [17], induces vasodilation [18],
and protect neurons from cellular damage by inducing the expression of brain-derived
neurotrophic factor [19]. During fasting, mTOR is inactivated due to the absence of protein
intake. In the particular case of muscles, the ketone body β-hydroxybutyrate inhibits the
loss of muscle by activating mTORC1 [11]. This finding coincides with transcriptomic
signatures elicited by β-hydroxybutyrate specifically in myocytes [20].

In the medical community, ketosis is often automatically linked to the pathologic
uncontrolled condition of ketoacidosis [21]. Ketoacidosis is observed in patients with
diabetes type 1 due to their incapacity to metabolise glucose, whereby the production
of ketone bodies reaches extremely high levels, exceeding 20 mmol/L [10]. Ketoacidosis
can also occur in type 2 diabetes [22], excess alcohol consumption, as a result of taking
certain medications (e.g., SGLT2 inhibitors), or in end-stage starvation [10]. Uncontrolled
ketosis leading to ketoacidosis is in sharp contrast with fasting ketosis, a physiological
status where the production of ketone bodies is the key mechanism in order to spare
proteins and thus be able to fast in the long-term [2,23]. Ketonemia can safely reach levels
of approximately 4 mmol/L during fasting because evolution has equipped our cells
with adaptative mechanisms to tolerate increased levels of ketone bodies and prevent the
development of ketoacidosis. Insulin is a major regulator in this process [24]. The nuclear
receptor peroxisome proliferator-activated receptor α (PPARα), enhanced during fasting, is
the main regulator of this process, which, upon activation, transactivates genes encoding
enzymes from the ketogenic pathway [25]. This feedback regulation prevents excessive
and uncontrolled ketone production [24].

There are inter-individual differences in the intensity of ketosis during long-term fast-
ing [26]. Their origin is largely unknown. We measured these inter-individual differences
in the dynamics of ketosis in a large cohort of 1610 subjects and tested whether there is a
relation between ketonuria and clinical, demographic, or dietary factors during long-term
fasting. Since this study was conducted in humans, urine measurement of ketones was
favoured because it is not invasive. This approach was validated by correlating ketonuria
(i.e., ketone concentrations measured in urine) and ketonemia (i.e., ketone concentrations
measured in blood) in a group of 32 patients. Last but not least, we evaluated if fasting
effects were more pronounced in subjects with high ketonuria in comparison to subjects



Nutrients 2024, 16, 1849 3 of 14

with low ketonuria. Altogether, our study reveals some factors influencing ketosis and its
important role in the beneficial effects of long-term fasting.

2. Materials and Methods
2.1. Participants

Subjects were analysed in this observational study, as described in detail [3,27]. In-
cluded were subjects aged between 18 and 91 years who participated in a multidisciplinary
fasting program at Buchinger Wilhelmi Clinic. A blood examination at the beginning of the
stay was performed. Exclusion criteria were cachexia; anorexia nervosa; type 1 diabetes;
advanced kidney, liver, or cerebrovascular insufficiency; dementia and other debilitating
cognitive diseases; and pregnancy or lactation [28].

2.2. Fasting Program

All subjects underwent a medical examination prior to fasting. Fasting was undertaken
according to the Buchinger Wilhelmi program under medical supervision, as previously
described [3]. One day before fasting, the subjects consumed a 600 kcal vegetarian diet of
either whole-grain rice and vegetables or fruits that was served in 3 meals. A laxative was
administered in the morning of the first fasting day. During the fasting course, an enema
was administered every second day. During fasting, 250 mL of organic fresh fruit juice and
250 mL of vegetable soup were delivered, as well as 20 g of honey. Some subjects preferred
taking the soup two times, leading to a caloric intake of only 72 kcal/day. Subjects were
instructed to drink 2–3 L/day of non-caloric water or herbal teas. The total calorie intake
was 75–250 kcal/day. The fasting program included daily physical activity, alternating
with rest in a setting that promoted calmness and mindfulness. On the last fasting day,
ovo-lacto-vegetarian food was stepwise reintroduced, progressively increasing during four
days from 800 to 1600 kcal/day.

2.3. Ketonemia and Ketonuria

For the measurement of ketonemia, samples were obtained by a prick into the fingertip
with a lancet. Ketonemia levels were evaluated with the GlucoMen areo 2K (Berlin-Chemie
AG, Berlin, Germany). Sodium nitroprusside tests allowed for a non-invasive detection
of acetoacetate excretion in urine and a semi-quantitative evaluation [29]. Ketosis was
evaluated with Ketostix strips (Bayer AG, Leverkusen, Germany). This imposes limitations.
The nitroprusside test using Ketostix strips is known to be a reliable method to distinguish
ketotic patients from nonketotic patients. However, only a few discrete quantitative values
are provided (0 mg/dL, negative; 5 mg/dL, traces; 15 mg/dL, small; 40 mg/dL, moderate;
80 and 160 mg/dL, large). We considered ketonuria measures not as quantitative values
but as categorical values representing ‘intensities’, like in the original study describing the
reliability of Ketostix strips [30].

2.4. Clinical Data

Subjects documented the intake of fasting supplements in a diary. Physical and emo-
tional well-being was evaluated on numeric rating scales from 0 (very bad) to 10 (excellent).
The Well-being Index (WHO-5) was assessed [31]. Physical activity was measured with
a visual analogue score (0–10). Body weight was documented daily on Seca 704 scales
(Seca, Hamburg, Germany), while subjects were lightly dressed. Moreover, blood pressure
was measured by nurses after a pause in the non-dominant arm while in a sitting position
(boso Carat professional, BOSCH + SOHN GmbH u. Co. KG, Jungingen, Germany). Waist
circumference was assessed before and at the end of fasting. Blood samples were collected
before and at the end of fasting, as described previously [3]. A blood analysis was con-
ducted according to international methods, as previously described [3]. The parameters
measured included lipid profiles (total cholesterol, triglycerides, high-density lipoprotein
cholesterol, low-density lipoprotein cholesterol), glycaemic indicators (blood glucose and
glycated haemoglobin), blood count components (erythrocytes, haemoglobin, haematocrit,
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mean corpuscular haemoglobin, and thrombocytes), and thyroid-stimulating hormone.
Coagulation parameters were also assessed (international normalized ratio, the Quick
test, and partial thromboplastin time). Liver function tests measured serum glutamic ox-
aloacetic transaminase, serum glutamate pyruvate transaminase, serum gamma-glutamyl
transferase, and alkaline phosphatase. Inflammatory biomarkers included C-reactive pro-
tein and erythrocyte sedimentation rate at 1 and 2 h. Renal function was evaluated by
measuring uric acid, urea, and creatinine levels, and electrolyte levels were determined for
sodium, potassium, calcium, and magnesium.

2.5. Statistics

The statistical analysis was performed in the R (v 4.0) open-source statistical environ-
ment [32]. Correlation analyses were performed using the Spearman’s rank correlation
method in order to take the fact that ketonuria is not normally distributed into account. The
calorie loss following ketone body production was calculated using 24 h urinary volumes
collected daily during the study and the calorific value of ketone bodies determined in
other studies [33]. The ketonemia increase rate was determined by fitting a robust regres-
sion model. Unsupervised hierarchical clustering of ketonuria computed from Euclidean
distance was performed with Ward’s linkage algorithm using R Base package (v 4.0). The
heatmap displaying this clustering was prepared using the heatmap.2 function from the
ggplot package (v 3.5). The influence of food consumption was calculated using contin-
gency tables, considering the consumption of honey and juice as a categorical variable.
A mosaic plot showing an area-proportional visualization of observed frequencies was
elaborated with R package vcd (Visualizing Categorical Data) (v 1.4.11). The p-values
from the contingency tables were computed from a Chi-squared distribution. Random
Forest classification was performed using R package Caret (version 6.0-84) [34]. Since the
two classes were not balanced, down-sampling was performed prior to processing. Input
variables were scaled and centred. The optimisation of mtry was performed with default
parameters. Accuracy was estimated using repeated cross-validation (10-fold, repeated
10 times). The model was trained using 80% of the dataset, while the quality of this model
was evaluated using predicted sample classification of the remaining 20% of the dataset.
The quality control metrics were calculated using the confusionMatrix function from Caret.
This function calculates the overall accuracy rate along a 95% confidence interval, with
statistical significance of this accuracy evaluated with a one-side test comparing the experi-
mental accuracy to the ‘no information rate’. Differences in the effects of fasting between
the different clusters was computed as the estimated marginal means of linear models of
mean change values for the two groups with low or high ketonuria (beta + standard error,
SE) as a predictor of metabolic changes, with fasting duration and age as a covariate.

3. Results

We evaluated the dynamics of ketosis during long-term fasting in 1610 individuals
(Figure 1). Ketosis was monitored by the semi-quantitative measure of urine acetoacetate
concentrations with sodium nitroprusside test strips, which is non-invasive. It was not clear
if the results of ketonuria correlate well with ketonemia during long-term fasting. We thus
compared these two methods in 32 subjects. Although measurement errors were larger for
ketonuria because of the semi-quantitative nature of the method, these measures correlated
well with the concentration in ß-hydroxybutyrate measured in blood (Figure 2A,B). The
comparison between ketonuria and ketonemia in 32 subjects thus showed that the semi-
quantitative measure of acetoacetate concentration in urine as a non-invasive, convenient
procedure represents an accurate reflection of ketosis during long-term fasting.

In our cohort of 32 subjects, 24 h urine samples were collected. We estimated how
many calories in the form of ketone bodies were lost in urine (Figure 2C). On average,
participants lost 56.2 ± 39.4 kcal in the form of ketone bodies for each day of fasting
(calculated from the 4th day of fasting when ketosis is well established). The cumulative
loss of calorie during fasting was variable, ranging from 124 kcal to 1468 kcal.
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Figure 2. Correlation between ketonemia and ketonuria in 32 individuals during long-term fasting.
This group of participants performed a 12-day fast (F1 up to F12) followed by 4 days of food
reintroduction (REF1 to REF4). Ketonemia measured as the concentration in ß-hydroxybutyrate in
blood (A) and ketonuria measured as the concentration in acetoacetate in urine were correlated (B).
Cumulative calorie loss estimated from ketonuria and 24 h urine volume (C). An increased amount
of physical exercise caused ketonemia to increase more rapidly (D). Red lines with shaded areas
(95% confidence level interval) help in visualizing the general trends by fitting a smooth line (A,C),
or a linear regression (B,D).
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We evaluated whether physical exercise during fasting could explain inter-individual
differences in ketonemia. Interestingly, participants performing the most exercise during
fasting had the fastest increase in ketonemia in this group of 32 persons (Figure 2D).

The study of ketonuria during the first 20 days of long-term fasting in 1610 individuals
showed that some individuals only excreted traces of ketones during fasting, while some
rapidly excreted large concentrations of ketones after a few days (Table 1). Patients could
be clustered as low ketonuric or high ketonuric (Figure 3). Since patients were asked to
consume up to 75–250 kcal during their fast supplements, mainly providing carbohydrates
(juice, clear soups, and honey), we hypothesised that differences in ketonuria could be
due to this daily intake of carbohydrates. The composition of the single supplements
is shown in Table 2. Soup could be chosen twice per day instead of juice at noon. We
found that ketonuria was higher in individuals who did not consume honey and juices
(Figure 4). By contrast, clear soup had no influence on ketonuria. We evaluated this
relationship in more detail. A subgroup of 179 individuals without missing data described
their supplement intake during the first 5 days. Classifying this caloric intake by quartiles
confirmed the influence of supplement intake on ketonuria. The group representing the
lowest quartile with 45 individuals, having an average daily caloric intake of 98 kcal,
included 14 low-ketonuria and 31 high-ketonuria individuals. This corresponds to patients
who did not consume honey or juice but only soup for lunch or dinner. By contrast,
the group of the highest quartile with 44 individuals having an average daily caloric
intake of 228 kcal included 25 low-ketonuria and 19 high-ketonuria individuals. We found
14 participants who reported having no ketones in their urine at any time during their stay.

Table 1. Differences in the intensity of ketonuria during 20 days of fasting. Ketonuria values were
reported from the measurement with Ketostix (0 mg/dL, negative; 5 mg/dL, traces; 15 mg/dL, small;
40 mg/dL, moderate; 80 and 160 mg/dL, large).

Intensity F1 F2 F3 F4 F5 F6 F7 F8 F9 F10

negative 62% 24% 10% 5% 4% 4% 3% 3% 4% 5%

traces 26% 30% 21% 15% 12% 10% 11% 11% 9% 11%

small 6% 22% 25% 23% 20% 19% 18% 17% 19% 18%

moderate 4% 16% 26% 29% 32% 30% 27% 30% 28% 29%

large 1% 8% 17% 27% 32% 37% 40% 38% 39% 37%

Intensity F11 F12 F13 F14 F15 F16 F17 F18 F19 F20

negative 5% 5% 4% 2% 3% 5% 2% 4% 2% 0%

traces 11% 13% 10% 13% 14% 11% 15% 11% 13% 8%

small 17% 14% 18% 20% 18% 22% 17% 26% 25% 28%

moderate 24% 30% 28% 30% 28% 28% 26% 28% 27% 28%

large 42% 38% 40% 35% 36% 34% 40% 32% 33% 36%

Table 2. Nutrient composition of the fasting supplements.

Amount Fat (g) Protein (G) Carbo-Hydrate (G) Fibres (g) Calories (kcal)

juice 250 mL 0.1 0.8 32.5 0.3 133.5

broth 250 mL 0.1 1.0 7.8 1.0 36

honey 20 g - - 16.2 - 64.8

total 0.1 1.8 56.5 1.3 234.4
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Figure 4. Influence of food consumption during fasting in the cohort of 1610 patients. Effects of the
consumption of honey and juice during the second, third, or fourth day of fasting and its effects on
next day ketonuria (0, none, XS, traces; S, small; M, medium; L, large). The mosaic plot shows an
area-proportional visualization of observed frequencies. The p-value is computed from a Chi-squared
distribution. Shadings for the contingency tables indicates the Pearson residuals, reflecting to which
extent the observed values deviate from expected values.



Nutrients 2024, 16, 1849 8 of 14

We tested if other factors could influence ketonuria, such as demographic or blood
biochemistry data. The best model classifying the patients as having a low ketonuria or
a high ketonuria (accuracy = 0.63, 95% CI [0.58–0.69], p-value = 0.006) was driven by age
differences, urea, weight, and erythrocytes, with HDL also contributing to the differences
(Figure 5A). Males also had higher ketonuria scores. On average, patients with high
ketonuria were younger (Figure 5B), had lower urea levels (Figure 5C) and lower HDL
levels (Figure 5E), but higher body weight (Figure 5D). The inclusion of honey and juice
intake data in the models improved the predictivity of the model (accuracy = 0.67, 95% CI
[0.60–0.71], p-value = 0.0001). This suggested that both baseline differences in physiological
and demographic parameters, as well as the ingestion of supplements are important in
predicting ketonuria.
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We evaluated if fasting had different influences on blood parameters between the
groups with high ketonuria or low ketonuria. The decrease in glucose and glycated
haemoglobin (HbA1c) levels caused by fasting were less pronounced in the low-ketonuria
group. In the group of patients with the lowest ketonuria, blood glucose levels decreased
from 5.4 to 4.8 mmol/L. By contrast, in the highest ketonuria group, blood glucose levels
decreased from 5.4 to 4.4 mmol/L (Table 3). This is not surprising since juice and honey
provide 32.5 g and 16.2 g of carbohydrates, respectively. Similarly, changes in waist
circumference and body weight were more pronounced in the high-ketonuria group. The
metabolic parameter that was the most impacted was uric acid levels. While blood uric acid
levels increased by 97 µmol/L in the low-ketonuria group, they increased by 206 µmol/L in
the high-ketonuria group (Table 3). Changes in ketonuria were strongly correlated (r = 0.48,
p = 2.2 × 10−16) with changes in uric acid levels (Figure 6). No differences between the
high- and the low-ketonuria groups were measured for cholesterol (total, HDL, and LDL),
triglyceride levels, well-being, or blood pressure.
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Table 3. Metabolic effects of long-term fasting are different between patients with low or high
ketonuria. Estimated marginal means of the linear models for the difference in mean change value
for the two groups with low or high ketonuria (beta + standard error, SE) as a predictor of metabolic
changes, with fasting duration and age as a covariate. p-values are provided (bold characters, p < 0.05).

Parameter Low Ketonuria High Ketonuria p-Value

waist circumference decrease (cm) −4.98 ± 0.19 −5.76 ± 0.20 5.6 × 10−3

weight decrease (kg) −3.77 ± 0.06 −4.44 ± 0.07 2.6 × 10−12

systolic blood pressure decrease (mmHg) −8.09 ± 0.658 −6.43 ± 0.711 9.3 × 10−2

diastolic blood pressure decrease (mmHg) −4.26 ± 0.41 −3.68 ± 0.44 3.4 × 10−1

HDL decrease (mmol/L) −0.235 ± 0.01 −0.203 ± 0.01 5.9 × 10−2

LDL decrease (mmol/L) −0.289 ± 0.033 −0.363 ± 0.035 1.3 × 10−1

triglyceride decrease (mmol/L) −0.437 ± 0.03 −0.391 ± 0.03 3.4 × 10−1

total cholesterol decrease (mmol/L) −0.631 ± 0.03 −0.663 ± 0.03 5.0 × 10−1

uric acid increase (µmol/L) +100 ± 4.52 +200 ± 4.88 1.1 × 10−44

urea decrease (mmol/L) −1.74 ± 0.05 −1.29 ± 0.06 1.6 × 10−8

glucose decrease (mmol/L) −0.539 ± 0.06 −0.970 ±0.06 1.1 × 10−6

hba1c (mmol/mol) −0.112 ± 0.01 −0.160 ± 0.01 1.7 × 10−3

well-being index (WHO-5) increase +17.8 ± 0.979 +20.3 ± 1.024 7.7 × 10−2

emotional well-being increase +1.60 ± 0.09 +1.77 ± 0.10 1.9 × 10−1

physical well-being increase +1.80 ± 0.10 +2.02 ± 0.10 1.2 × 10−1
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fasting correlated well with ketonuria in the group of 1610 patients between the start and the end of
long-term fasting. (B). In the group of 32 patients where ketonemia was measured, the relationship
between the retention of uric acid and the increase in blood ketone bodies level is even stronger. The
red line with shaded area is a linear model with 95% confidence level interval.

4. Discussion

The therapeutic effects of long-term fasting are well documented [3]. Increases in
ketonemia and the onset of ketonuria are a sign that the metabolic switch mainly from
food glucose to endogenous energy substrates takes place. Assessing ketonuria instead of
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ketonemia is a simple non-invasive measurement that can be employed to determine the
metabolic switch to the fasting mode during long-term fasting. Since in our clinical experi-
ence, we saw interindividual differences in ketonuria, we were interested in investigating
the factors that could be responsible for these differences.

Our study with 32 patients showed that ketonemia steadily increased from around
day 2 until the last day of the fast (12th day), where it reached safe average concentrations
of around 4 mmol/L. Ketonemia levels were comparable with those in a recent study of
17 patients undergoing a 7.5 ± 2.9 day fast with the same similarly minimally supplemented
diet [26]. In another study with water-only fasting, ketonemia became detectable after
21.1 h without exercise and 17.5 h with exercise [35]. This suggests that short fasting
windows, typically lasting 12–16 h or less, would not trigger ketosis and that longer periods
of fasting are more efficient to elevate the concentration of blood ketone bodies.

The establishment of ketosis could explain the decrease in hunger sensation that
improves tolerability and compliance with fasting. In a prior study involving 1422 partic-
ipants, we found that long-term fasting leads to a reduction in hunger levels compared
to the hunger experienced on the day preceding the fast [3]. Several studies have corre-
lated this diminishment of hunger with the increase in ketonemia, which directly suppress
appetite [36]. Caloric restriction regimens that do not reach ketosis are thus probably
more difficult to tolerate than long-term fasting, which triggers adaptative mechanisms,
suppressing appetite.

Furthermore, whereas in fasting animals, ketonemia is routinely measured, in humans,
non-invasive ketonuria measurement has more chances of enhancing compliance during
long-term fasting. Having an objective visual signal that the body undergoes a series of
hormonal and metabolic adaptations during fasting can empower individuals to navigate
through the fasting period with a sense of control and safety. This is probably, at least in
part, why fasting increases well-being [3] and self-efficacy [37] and has an empowering
influence on a person’s lifestyle [38].

The measurement of ketone bodies in urine with the Ketostix strips was also not
without its limitations. Compared to ketonemia, ketonuria reached a plateau around
day 5. It is not clear if this was an artefact due to the limits of the Ketostix strips, which
provide discrete quantitative values with a maximum of 160 mg/dL. On the other hand,
the submaximal values also reached a plateau, which would suggest that, in this case, the
Ketostix strips’ signal did not saturate. In our study, we estimated that approximately
60 kcal of ketones were lost every day in urine. Only 14 patients never reported ketonuria,
and we hypothesised that either these persons encountered a problem with the use of the
Ketostix strips, or their ketone bodies were completely metabolised for energy production,
or else their ketone bodies were completely reabsorbed by the kidneys.

How come we excrete energy-rich compounds like ketones during fasting? The ex-
cretion of ketone bodies in urine during fasting seems contradictory to the body’s energy
conservation efforts. The kidneys are capable of reabsorbing part of these ketone bodies,
but when a threshold is surpassed, they are eliminated [29]. During fasting, the rate of
ketone body production may exceed the rate of utilization, leading to an excess that is
excreted. During water-only fasting in obese individuals, ketone bodies’ rate of production
of 2.5 mmol/min was only slightly above the maximal rate of disappearance (metabolic
uptake) by tissues (2.3 mmol/min). Studies estimated that only 2–5% of the ketone bodies
produced are excreted in urine [39]; hence, in our cohorts, the presence of ketonuria per
se is in line with the established literature. Although this energy loss is not relevant for 5
to 20 days—or sometimes more, like in the case of long-term fasting—it could be specu-
lated that it can become relevant in the case of a ketogenic diet, which is maintained for a
longer period of time and for which ketonuria is also documented [40]. In a cohort of Irish
adults with severe obesity at a specialist bariatric clinic, weight loss at eight weeks was
proportional to increases in fasting beta-hydroxybutyrate after two and eight weeks with a
low-energy, milk-based meal replacement [41]. Calorie loss could contribute to the total
weight loss.
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The fasting regimen that was used here was minimally supplemented with beverages
that, according to the individual’s choice, provides 75–250 kcal. Subjects who consumed
honey or/and juices (16–33 g carbohydrates) presented less intense ketonuria than subjects
who did not consume these supplements. This finding is in line with previous studies
investigating the effect of carbohydrate intake on ketonuria in long-term water-only fast-
ing [42]. It seems logical that carbohydrate ingestion slowed down the production rate
of total ketones via known suppressive effects of glucose intake and insulin signalling on
ketogenesis. However, one study observed changes in ketonuria in the absence of changes
in ketonemia, circulating glucose, or insulin with 7.5 g carbohydrate ingestion [42]. This
suggests that the modulation of ketonuria by carbohydrate intake depends on the total
amount of carbohydrates ingested and can involve hitherto unknown signals that bypass
known metabolic processes to acutely regulate ketonuria. Since fuel switches during fasting
occur, the decrease in glucose levels was more prominent in individuals with higher ke-
tonuria, while cholesterol and triglyceride levels remained relatively stable regardless of the
extent of ketosis. Future studies can include continuous glucose and ketone monitoring to
better study the effects of fasting and the large inter-individual variability in postprandial
responses [43].

In our study, we could confirm a strong correlation between ketonuria and uricemia.
It is already known from previous research that as ketone levels in the blood increase,
the excretion of uric acid in urine decreases. This happens because ketones and uric acid
compete for the same transport mechanisms in the kidneys [44]. Clinically, high uric acid
levels are often seen as a problem because they can lead to gout attacks. By contrast, we
observed only one case of a gout attack in a patient treated for hyperuricemia in a large
cohort of 1422 individuals fasting for up to 21 days, despite high elevations of uric acid
(from 338 to 495 µmol/L). Importantly, uric acid acts as a potent antioxidant [45]. In line
with our previous findings, we observed that fasting for an extended period led to an
increase in the body’s total antioxidant capacity and a decrease in lipid peroxidation [6].
Additionally, the ketone β-hydroxybutyrate has been shown to suppress the activation of
the NLRP3 inflammasome [16], thereby reducing the inflammatory response to urate crys-
tals. By contrast, rats that received allopurinol to lower uric acid production experienced
reduced physical performance and increased oxidative stress [46].

Consequently, the increase in uric acid levels was also more important in the group
with high ketonuria. It could be hypothesized that patients with the highest metabolic
health benefited the most from fasting because their metabolic abilities were higher. For pa-
rameters like urea, the greater decrease observed in the low-ketonuria group corresponds
to their higher baseline levels. This suggests that the greater tendency to normalisation in
these parameters could be due to the fact that individuals with higher baseline values—
possibly more pathological—may have lower metabolic flexibility, leading to lower ketosis.
This is supported by a study of metabolic function in 16,523 Korean subjects, indicating
that the odds of having obesity was increased in the non-ketonuria group compared to
the ketonuria group [47]. The authors interpreted this finding as an indication that higher
ketonuria is indicative of metabolic superiority, and they speculated that individuals with
high ketonuria could have a higher fat oxidation ability [47]. Given the known antioxidant
capacities of uric acid, it could also be postulated that patients with high ketonuria have
a better antioxidant status than patients with low ketonuria via the increase in uric acid,
which could point to an evolutionary adaptation by which the loss of ketone bodies in urine
is also a way to maintain antioxidant capacity in the fasting body receiving no exogenous
antioxidants from food.

5. Conclusions

In conclusion, our study showed that long-term fasting triggered ketosis, never reach-
ing unhealthy physiological levels, that ketosis is influenced by age, gender, physiological
status, and the level of physical activity, and that it is modulated but not suppressed by
minimal carbohydrate intake. Our study also corroborates the need to establish norm
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values for persons in a fasting mode, which often differ from the norm values of persons in
an eating mode. This would avoid unjustified safety concerns caused by inappropriate com-
parisons to the metabolism during the eating mode. Overall, our study lays a foundation
suggesting that a person’s characteristics can be used to predict the outcome of long-term
fasting, paving the way to the establishment of personalised long-term fasting strategies.

Supplementary Materials: The following supporting information can be downloaded at: https:
//www.mdpi.com/article/10.3390/nu16121849/s1. This file contains raw data for the measurements
performed in all participants.

Author Contributions: Conceptualization, F.W.d.T., R.M. and F.G.; Data curation and analysis:
R.M. and F.G.; Writing—original draft: R.M. and F.G.; Writing—review and editing: F.W.d.T., D.K.,
P.M.M.R., R.M. and F.G. All authors have read and agreed to the published version of the manuscript.

Funding: This study was financed by Buchinger Wilhelmi Development and Holding GmbH.

Institutional Review Board Statement: The 1610 subjects were from an observational study that was
conducted from 1 January to 31 December 2016 in the Buchinger Wilhelmi Clinic (BWC) in Überlingen
(Germany) in accordance with the principles of the Declaration of Helsinki. It was approved by the
medical council of Baden-Württemberg and the Ethics Committee of the Charité-University Medical
Center, Berlin (application number: EA4/054/15) on 5 May 2015. The study protocol was registered
on 3 June 2016 in the German Clinical Trials Register (DRKS-ID: DRKS00010111). Written informed
consent was obtained from all participants. The 32 subjects in which we evaluated both ketonemia
and ketonuria were from another cohort (ClinicalTrials.gov Identifier: NCT05031598) undergoing a
9 ± 3-day fasting period (250 kcal/day), as previously described (Grundler et al., 2022) [27]. The ethics
commission of the federal state of Baden-Württemberg approved this study protocol (F-2021-075) on
26 July 2021.

Informed Consent Statement: Informed consent was obtained from all subjects involved in the study.

Data Availability Statement: Data are contained within the article or Supplementary Materials.

Acknowledgments: We are grateful for the continuous support of the whole staff of Buchinger
Wilhelmi Clinics.

Conflicts of Interest: Authors F.G., R.M. and F.W.d.T. are employees of Buchinger Wilhelmi Develop-
ment and Holding GmbH. The remaining authors declare no competing interests.

References
1. Muller, H.; de Toledo, F.W.; Resch, K.L. Fasting followed by vegetarian diet in patients with rheumatoid arthritis: A systematic

review. Scand. J. Rheumatol. 2001, 30, 1–10. [PubMed]
2. de Toledo, F.W.; Grundler, F.; Sirtori, C.R.; Ruscica, M. Unravelling the health effects of fasting: A long road from obesity treatment

to healthy life span increase and improved cognition. Ann. Med. 2020, 52, 147–161. [CrossRef] [PubMed]
3. de Toledo, F.W.; Grundler, F.; Bergouignan, A.; Drinda, S.; Michalsen, A. Safety, health improvement and well-being during a 4 to

21-day fasting period in an observational study including 1422 subjects. PLoS ONE 2019, 14, e0209353. [CrossRef] [PubMed]
4. Furmli, S.; Elmasry, R.; Ramos, M.; Fung, J. Therapeutic use of intermittent fasting for people with type 2 diabetes as an alternative

to insulin. BMJ Case Rep. 2018, 2018, 1–5. [CrossRef] [PubMed]
5. Kjeldsen-Kragh, J.; Borchgrevink, C.; Laerum, E.; Haugen, M.; Eek, M.; Førre, O.; Mowinkel, P.; Hovi, K. Controlled trial of fasting

and one-year vegetarian diet in rheumatoid arthritis. Lancet 1991, 338, 899–902. [CrossRef]
6. Grundler, F.; Mesnage, R.; Goutzourelas, N.; Tekos, F.; Makri, S.; Brack, M.; Kouretas, D.; de Toledo, F.W. Interplay between

oxidative damage, the redox status, and metabolic biomarkers during long-term fasting. Food Chem. Toxicol. 2020, 145, 111701.
[CrossRef]

7. Ducarmon, Q.R.; Grundler, F.; Le Maho, Y.; de Toledo, F.W.; Zeller, G.; Habold, C.; Mesnage, R. Remodelling of the intestinal
ecosystem during caloric restriction and fasting. Trends Microbiol. 2023, 31, 832–844. [CrossRef]

8. Cheng, C.-W.; Adams, G.B.; Perin, L.; Wei, M.; Zhou, X.; Lam, B.S.; Da Sacco, S.; Mirisola, M.; Quinn, D.I.; Dorff, T.B.; et al.
Prolonged fasting reduces IGF-1/PKA to promote hematopoietic-stem-cell-based regeneration and reverse immunosuppression.
Cell Stem Cell 2014, 14, 810–823. [CrossRef]

9. Williams, P.A.; Naughton, K.E.; Simon, L.A.; Soto, G.E.; Parham, L.R.; Ma, X.; Danan, C.H.; Hu, W.; Friedman, E.S.; McMillan,
E.A.; et al. Intestinal epithelial autophagy is required for the regenerative benefit of calorie restriction. Am. J. Physiol. Liver Physiol.
2023, 324, G354–G368. [CrossRef] [PubMed]

10. Newsholme, E.; Leech, A. Functional Biochemistry in Health and Disease; John Wiley & Sons: Hoboken, NJ, USA, 2011.

https://www.mdpi.com/article/10.3390/nu16121849/s1
https://www.mdpi.com/article/10.3390/nu16121849/s1
https://www.ncbi.nlm.nih.gov/pubmed/11252685
https://doi.org/10.1080/07853890.2020.1770849
https://www.ncbi.nlm.nih.gov/pubmed/32519900
https://doi.org/10.1371/journal.pone.0209353
https://www.ncbi.nlm.nih.gov/pubmed/30601864
https://doi.org/10.1136/bcr-2017-221854
https://www.ncbi.nlm.nih.gov/pubmed/30301822
https://doi.org/10.1016/0140-6736(91)91770-u
https://doi.org/10.1016/j.fct.2020.111701
https://doi.org/10.1016/j.tim.2023.02.009
https://doi.org/10.1016/j.stem.2014.04.014
https://doi.org/10.1152/ajpgi.00248.2022
https://www.ncbi.nlm.nih.gov/pubmed/36852920


Nutrients 2024, 16, 1849 13 of 14

11. Chen, J.; Li, Z.; Zhang, Y.; Zhang, X.; Zhang, S.; Liu, Z.; Yuan, H.; Pang, X.; Liu, Y.; Tao, W.; et al. Mechanism of reduced muscle
atrophy via ketone body (D)-3-hydroxybutyrate. Cell Biosci. 2022, 12, 94. [CrossRef]

12. De Cabo, R.; Mattson, M.P. Effects of intermittent fasting on health, aging, and disease. N. Engl. J. Med. 2019, 381, 2541–2551.
[CrossRef] [PubMed]

13. Puchalska, P.; Crawford, P.A. Multi-dimensional Roles of Ketone Bodies in Fuel Metabolism, Signaling, and Therapeutics.
Cell Metab. 2017, 25, 262–284. [CrossRef] [PubMed]

14. Shimazu, T.; Hirschey, M.D.; Newman, J.; He, W.; Shirakawa, K.; Le Moan, N.; Grueter, C.A.; Lim, H.; Saunders, L.R.; Stevens,
R.D.; et al. Suppression of oxidative stress by beta-hydroxybutyrate, an endogenous histone deacetylase inhibitor. Science 2013,
339, 211–214. [CrossRef] [PubMed]

15. Wang, L.; Chen, P.; Xiao, W. β-hydroxybutyrate as an Anti-Aging Metabolite. Nutrients 2021, 13, 3420. [CrossRef] [PubMed]
16. Youm, Y.-H.; Nguyen, K.Y.; Grant, R.W.; Goldberg, E.L.; Bodogai, M.; Kim, D.; D’Agostino, D.; Planavsky, N.; Lupfer, C.;

Kanneganti, T.-D.; et al. The ketone metabolite β-hydroxybutyrate blocks NLRP3 inflammasome–mediated inflammatory disease.
Nat. Med. 2015, 21, 263–269. [CrossRef]

17. Kimura, I.; Inoue, D.; Maeda, T.; Hara, T.; Ichimura, A.; Miyauchi, S.; Kobayashi, M.; Hirasawa, A.; Tsujimoto, G. Short-chain fatty
acids and ketones directly regulate sympathetic nervous system via G protein-coupled receptor 41 (GPR41). Proc. Natl. Acad.
Sci. USA 2011, 108, 8030–8035. [CrossRef] [PubMed]

18. Gormsen, L.C.; Svart, M.; Thomsen, H.H.; Søndergaard, E.; Vendelbo, M.H.; Christensen, N.; Tolbod, L.P.; Harms, H.J.; Nielsen,
R.; Wiggers, H.; et al. Ketone Body Infusion With 3-Hydroxybutyrate Reduces Myocardial Glucose Uptake and Increases Blood
Flow in Humans: A Positron Emission Tomography Study. J. Am. Hear. Assoc. 2017, 6, e005066. [CrossRef] [PubMed]

19. Marosi, K.; Kim, S.W.; Moehl, K.; Scheibye-Knudsen, M.; Cheng, A.; Cutler, R.; Camandola, S.; Mattson, M.P. 3-Hydroxybutyrate
regulates energy metabolism and induces BDNF expression in cerebral cortical neurons. J. Neurochem. 2016, 139, 769–781.
[CrossRef] [PubMed]

20. Ruppert, P.M.; Deng, L.; Hooiveld, G.J.; Hangelbroek, R.W.; Zeigerer, A.; Kersten, S. RNA sequencing reveals niche gene
expression effects of beta-hydroxybutyrate in primary myotubes. Life Sci. Alliance 2021, 4, e202101037. [CrossRef]

21. Dhatariya, K.K.; Glaser, N.S.; Codner, E.; Umpierrez, G.E. Diabetic ketoacidosis. Nat. Rev. Dis. Primers 2020, 6, 40. [CrossRef]
22. Puttanna, A.; Padinjakara, R. Diabetic ketoacidosis in type 2 diabetes mellitus. Pr. Diabetes 2014, 31, 155–158. [CrossRef]
23. Palmer, B.F.; Clegg, D.J. Starvation Ketosis and the Kidney. Am. J. Nephrol. 2021, 52, 467–478. [CrossRef]
24. Balasse, E.; Neef, M. Inhibition of ketogenesis by ketone bodies in fasting humans. Metabolism 1975, 24, 999–1007. [CrossRef]

[PubMed]
25. Grabacka, M.; Pierzchalska, M.; Dean, M.; Reiss, K. Regulation of Ketone Body Metabolism and the Role of PPARα. Int. J. Mol. Sci.

2016, 17, 2093. [CrossRef] [PubMed]
26. Thaele-Franz, M.-A.; Steckhan, N.; Michalsen, A.; Stange, R. Ketosis in patients undergoing medically supervised therapeutic

fasting—Results from an observational trial. Eur. J. Clin. Nutr. 2020, 74 (Suppl. S1), 43–47. [CrossRef] [PubMed]
27. Grundler, F.; Viallon, M.; Mesnage, R.; Ruscica, M.; von Schacky, C.; Madeo, F.; Hofer, S.J.; Mitchell, S.J.; Croisille, P.; de Toledo,

F.W. Long-term fasting: Multi-system adaptations in humans (GENESIS) study–A single-arm interventional trial. Front. Nutr.
2022, 9, 951000. [CrossRef] [PubMed]

28. de Toledo, F.W.; Buchinger, A.; Burggrabe, H.; Hölz, G.; Kuhn, C.; Lischka, E.; Lischka, N.; Lützner, H.; May, W.; Ritzmann-
Widderich, M.; et al. Fasting Therapy–an Expert Panel Update of the 2002 Consensus Guidelines. Complement. Med. Res. 2013, 20,
434–443. [CrossRef] [PubMed]

29. Comstock, J.P.; Garber, A.J. Ketonuria, 3rd ed.; Butterworths: Boston, MA, USA, 1990.
30. Chertack, M.M.; Sherrick, J.C. Evaluation of a Nitroprusside Dip Test for Ketone Bodies. J. Am. Med. Assoc. 1958, 167, 1621–1624.

[CrossRef] [PubMed]
31. Topp, C.W.; Østergaard, S.D.; Søndergaard, S.; Bech, P. The WHO-5 Well-Being Index: A systematic review of the literature.

Psychother. Psychosom. 2015, 84, 167–176. [CrossRef] [PubMed]
32. R Core Team. R: A Language and Environment for Statistical Computing; R Foundation for Statistical Computing: Vienna, Austria,

2019.
33. Sapir, D.; Owen, O. Renal conservation of ketone bodies during starvation. Metabolism 1975, 24, 23–33. [CrossRef]
34. Kuhn, M. Building predictive models in R using the caret package. J. Stat. Softw. 2008, 28, 1–26. [CrossRef]
35. Deru, L.S.; Bikman, B.T.; Davidson, L.E.; Tucker, L.A.; Fellingham, G.; Bartholomew, C.L.; Yuan, H.L.; Bailey, B.W. The Effects of

Exercise on beta-Hydroxybutyrate Concentrations over a 36-h Fast: A Randomized Crossover Study. Med. Sci. Sports Exerc. 2021,
53, 1987–1998. [CrossRef] [PubMed]

36. Stubbs, B.J.; Cox, P.J.; Evans, R.D.; Cyranka, M.; Clarke, K.; de Wet, H. A Ketone Ester Drink Lowers Human Ghrelin and Appetite.
Obesity 2017, 26, 269–273. [CrossRef] [PubMed]

37. Jeitler, M.; Lauche, R.; Hohmann, C.; Choi, K.-E.; Schneider, N.; Steckhan, N.; Rathjens, F.; Anheyer, D.; Paul, A.; von Scheidt,
C.; et al. A Randomized Controlled Trial of Fasting and Lifestyle Modification in Patients with Metabolic Syndrome: Effects on
Patient-Reported Outcomes. Nutrients 2022, 14, 3559. [CrossRef] [PubMed]

38. Cramer, H.; Lauche, R.; Moebus, S.; Michalsen, A.; Langhorst, J.; Dobos, G.; Paul, A. Predictors of Health Behavior Change After
an Integrative Medicine Inpatient Program. Int. J. Behav. Med. 2014, 21, 775–783. [CrossRef] [PubMed]

https://doi.org/10.1186/s13578-022-00826-2
https://doi.org/10.1056/nejmra1905136
https://www.ncbi.nlm.nih.gov/pubmed/31881139
https://doi.org/10.1016/j.cmet.2016.12.022
https://www.ncbi.nlm.nih.gov/pubmed/28178565
https://doi.org/10.1126/science.1227166
https://www.ncbi.nlm.nih.gov/pubmed/23223453
https://doi.org/10.3390/nu13103420
https://www.ncbi.nlm.nih.gov/pubmed/34684426
https://doi.org/10.1038/nm.3804
https://doi.org/10.1073/pnas.1016088108
https://www.ncbi.nlm.nih.gov/pubmed/21518883
https://doi.org/10.1161/jaha.116.005066
https://www.ncbi.nlm.nih.gov/pubmed/28242634
https://doi.org/10.1111/jnc.13868
https://www.ncbi.nlm.nih.gov/pubmed/27739595
https://doi.org/10.26508/lsa.202101037
https://doi.org/10.1038/s41572-020-0165-1
https://doi.org/10.1002/pdi.1852
https://doi.org/10.1159/000517305
https://doi.org/10.1016/0026-0495(75)90092-x
https://www.ncbi.nlm.nih.gov/pubmed/1152676
https://doi.org/10.3390/ijms17122093
https://www.ncbi.nlm.nih.gov/pubmed/27983603
https://doi.org/10.1038/s41430-020-0694-4
https://www.ncbi.nlm.nih.gov/pubmed/32873956
https://doi.org/10.3389/fnut.2022.951000
https://www.ncbi.nlm.nih.gov/pubmed/36466423
https://doi.org/10.1159/000357602
https://www.ncbi.nlm.nih.gov/pubmed/24434758
https://doi.org/10.1001/jama.1958.72990300004010b
https://www.ncbi.nlm.nih.gov/pubmed/13563155
https://doi.org/10.1159/000376585
https://www.ncbi.nlm.nih.gov/pubmed/25831962
https://doi.org/10.1016/0026-0495(75)90004-9
https://doi.org/10.18637/jss.v028.i05
https://doi.org/10.1249/MSS.0000000000002655
https://www.ncbi.nlm.nih.gov/pubmed/33731648
https://doi.org/10.1002/oby.22051
https://www.ncbi.nlm.nih.gov/pubmed/29105987
https://doi.org/10.3390/nu14173559
https://www.ncbi.nlm.nih.gov/pubmed/36079816
https://doi.org/10.1007/s12529-013-9354-6
https://www.ncbi.nlm.nih.gov/pubmed/25356456


Nutrients 2024, 16, 1849 14 of 14

39. Fery, F.; Balasse, E.O. Ketone body production and disposal in diabetic ketosis. A comparison with fasting ketosis. Diabetes 1985,
34, 326–332. [CrossRef] [PubMed]

40. Vining, E.P.G.; Freeman, J.M.; Ballaban-Gil, K.; Camfield, C.S.; Camfield, P.R.; Holmes, G.L.; Shinnar, S.; Shuman, R.; Trevathan, E.;
Wheless, J.W. A Multicenter Study of the Efficacy of the Ketogenic Diet. Arch. Neurol. 1998, 55, 1433–1437. [CrossRef] [PubMed]

41. Finucane, F.M.; Rafey, M.F.; Leahy, M.; O’Shea, P.; O’Brien, T.; O’Donnell, M. Weight loss is proportional to increases in fasting
serum beta-hydroxybutyrate concentrations in adults with severe obesity undergoing a meal replacement programme. Hum. Nutr.
Metab. 2023, 32, 200192. [CrossRef]

42. Sapir, D.G.; Owen, O.E.; Cheng, J.T.; Ginsberg, R.; Boden, G.; Walker, W.G. The effect of carbohydrates on ammonium and
ketoacid excretion during starvation. J. Clin. Investig. 1972, 51, 2093–2102. [CrossRef] [PubMed]

43. Berry, S.E.; Valdes, A.M.; Drew, D.A.; Asnicar, F.; Mazidi, M.; Wolf, J.; Capdevila, J.; Hadjigeorgiou, G.; Davies, R.; Al Khatib,
H.; et al. Human postprandial responses to food and potential for precision nutrition. Nat. Med. 2020, 26, 964–973. [CrossRef]
[PubMed]

44. Goldfinger, S.; Klinenberg, J.R.; Seegmiller, J.E.; Miller, J.; Bradley, K. Renal Retention of Uric Acid Induced by Infusion of
Beta-Hydroxybutyrate and Acetoacetate. N. Engl. J. Med. 1965, 272, 351–355. [CrossRef] [PubMed]

45. Ames, B.N.; Cathcart, R.; Schwiers, E.; Hochstein, P. Uric acid provides an antioxidant defense in humans against oxidant- and
radical-caused aging and cancer: A hypothesis. Proc. Natl. Acad. Sci. USA 1981, 78, 6858–6862. [CrossRef] [PubMed]

46. Veskoukis, A.S.; Nikolaidis, M.G.; Kyparos, A.; Kokkinos, D.; Nepka, C.; Barbanis, S.; Kouretas, D. Effects of xanthine oxidase
inhibition on oxidative stress and swimming performance in rats. Appl. Physiol. Nutr. Metab. 2008, 33, 1140–1154. [CrossRef]
[PubMed]

47. Joo, N.-S.; Lee, D.-J.; Kim, K.-M.; Kim, B.-T.; Kim, C.-W.; Kim, K.-N.; Kim, S.-M. Ketonuria after Fasting may be Related to the
Metabolic Superiority. J. Korean Med. Sci. 2010, 25, 1771–1776. [CrossRef] [PubMed]

Disclaimer/Publisher’s Note: The statements, opinions and data contained in all publications are solely those of the individual
author(s) and contributor(s) and not of MDPI and/or the editor(s). MDPI and/or the editor(s) disclaim responsibility for any injury to
people or property resulting from any ideas, methods, instructions or products referred to in the content.

https://doi.org/10.2337/diab.34.4.326
https://www.ncbi.nlm.nih.gov/pubmed/3918903
https://doi.org/10.1001/archneur.55.11.1433
https://www.ncbi.nlm.nih.gov/pubmed/9823827
https://doi.org/10.1016/j.hnm.2023.200192
https://doi.org/10.1172/jci107016
https://www.ncbi.nlm.nih.gov/pubmed/5054466
https://doi.org/10.1038/s41591-020-0934-0
https://www.ncbi.nlm.nih.gov/pubmed/32528151
https://doi.org/10.1056/nejm196502182720705
https://www.ncbi.nlm.nih.gov/pubmed/14239117
https://doi.org/10.1073/pnas.78.11.6858
https://www.ncbi.nlm.nih.gov/pubmed/6947260
https://doi.org/10.1139/h08-102
https://www.ncbi.nlm.nih.gov/pubmed/19088772
https://doi.org/10.3346/jkms.2010.25.12.1771
https://www.ncbi.nlm.nih.gov/pubmed/21165293

	Introduction 
	Materials and Methods 
	Participants 
	Fasting Program 
	Ketonemia and Ketonuria 
	Clinical Data 
	Statistics 

	Results 
	Discussion 
	Conclusions 
	References

