
Heliyon 9 (2023) e22814

Available online 23 November 2023
2405-8440/© 2023 The Authors. Published by Elsevier Ltd. This is an open access article under the CC BY-NC-ND license
(http://creativecommons.org/licenses/by-nc-nd/4.0/).

Review article 

Take metabolic heterogeneity into consideration when applying 
dietary interventions to cancer therapy: A review 

Chun Ni a, Jian Li b,* 

a Department of General Surgery, Chong Gang General Hospital, 400016, Chongqing, China 
b Department of General Surgery, the Third Hospital of Mianyang, Sichuan Mental Health Center, Mianyang, 621000, China   

A R T I C L E  I N F O   

Keywords: 
Dietary interventions 
Cancer 
Metabolic heterogeneity 
Precision nutrition 
Anticancer therapy 

A B S T R A C T   

In recent years, dietary interventions have attracted much attention in cancer therapy. Mecha
nistic studies suggest that dietary interventions can inhibit the progression of cancer through 
deprivation of essential metabolites, lowering the levels of protumor hormones, activation of 
anticancer immunity and synergistic effects with conventional anticancer therapies. The feasi
bility, safety and promising tumor outcomes have also been established in humans. However, the 
results from both preclinical and clinical studies are inconsistent or even conflicting, the reasons 
for which have not been extensively considered. In this review, we discuss the various hetero
geneity, including dietary protocols, tissue of origin and cancer locations, spatial and temporal 
metabolic heterogeneity, and divergent combination treatment, that may affect the responses of 
different cancers to dietary interventions. Understanding this heterogeneity and taking them into 
consideration when applying dietary interventions to cancer therapy will allow us to deliver the 
right diet to the right patient at the right time to maximize compliance, safety and efficacy of 
conventional anticancer therapy and to improve the outcomes of patients with cancer.   

1. Introduction 

In the past several decades, beginning in the Western world, we have witnessed a dietary pattern transition from a traditional 
healthy diet, which is characterized by an appropriate energy intake and is mainly focused on the consumption of plant-based foods, to 
a Western diet, which mainly relies on animal source foods rich in calories, fat and protein [1]. Along with other unhealthy lifestyle 
changes, including low physical activity and sedentary behaviors, the dietary pattern transition leads to a global pandemic of over
weight and obesity, which has been strongly established as the leading risk factor for various serious unmet public health challenges, 
including cancer [2,3]. Currently, the mechanisms through which an unhealthy dietary pattern, such as a high-fat diet (HFD) and 
excess adiposity, promotes the initiation and progression of tumorigenesis have been extensively investigated, including specific di
etary components, inflammation, hormones and effects on cancer stem cells [4,5]. Therefore, several guidelines have been published to 
recommend a healthy dietary pattern for cancer prevention [6]. In addition, for the more urgent unmet need that numerous patients 
with established cancer lack effective therapies, the use of dietary interventions to enhance the efficacy of conventional cancer 
therapy, including chemotherapy, radiotherapy, targeted therapy and immunotherapy, has attracted much more attention. 

Several dietary regimens, which are mainly formulated through restriction of specific dietary components or whole groups of 
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nutrients, have been tested in preclinical and early-phase clinical conditions. Dietary interventions, including fasting, a fasting- 
mimetic diet (FMD), calorie restriction (CR), a low-fat diet (LFD), a ketogenic diet (KD) and amino acid deprivation or supplemen
tation, were shown to improve the efficacy of conventional cancer therapy and be feasible and safe in humans [7]. Based on this 
promising evidence, these dietary modifications are advancing well along the clinical translation, with an LFD already recommended 
for clinical practice for patients with breast cancer [8]. Nonetheless, evidence-based guidelines or clear dietary recommendations for 
patients with various cancers are still lacking. Furthermore, the observed effects of a given diet varied across studies. These variations 
and discrepancies warrant further mechanistic exploration and clinical work to determine the right dietary intervention, right patient 
and right time. 

Designing the best dietary regimen for individual patients with cancer is very complex, and there is no one-size-fits-all dietary 
regimen for the treatment of cancer, as metabolic activity and nutrient preferences vary across cancers with different tissue origins and 
subtypes with different histological and molecular features [9]. Likewise, spatial and temporal metabolic heterogeneity makes cancers 
respond to changes in diet unequally [10]. Furthermore, various dietary modifications may differentially affect conventional cancer 
therapies. In this review, we will comprehensively discuss these context-dependent effects of dietary intervention on cancer and the 
underlying explanations, providing knowledge on how best and most effective to apply dietary interventions to manage patients with 
cancer. In this review, we mainly focused on strategies that are based on dietary restriction or supplementation of specific nutrient 
elements for therapeutic purposes, whereas others that are derived from regional and cultural dietary patterns, such as vegetarian diets 
and Mediterranean diets, are out of the scope of our discussion, as these diets are generally explored to improve cardiovascular and 
metabolic health but not to prevent cancer progression, largely attributing to the difficulty in implementing these ’ingredient-based’ 
diets in preclinical models. 

2. Anticancer mechanisms of dietary interventions 

Currently, numerous data from preclinical and early clinical studies have shown that some dietary interventions have a powerful 
role in inhibiting tumor growth and enhancing the efficacy of conventional anticancer therapy. Although robust mechanistic con
clusions are lacking and may differ across various dietary regimens, the anticancer effects of dietary interventions mainly rely on the 
physiological adaptations of the organism to dietary intake. In this section, we briefly describe the main proposed mechanisms through 
which dietary interventions can mediate anticancer effects (Fig. 1). For more detailed information, many excellent reviews are 
referenced [7,10,11]. 

Using preclinical models, studies have shown that through supplementation with energy and building blocks, mainly sugar, lipids 
and amino acids, diet supports the growth, proliferation, survival, metastasis and therapy resistance of cancer cells [7,12]. In addition, 
during transformation, the genetic background of tumors causes cancer cells to favor particular nutrients, making them vulnerable to 

Fig. 1. Mechanisms for the anticancer effects of dietary interventions. Preclinical and preliminary clinical data indicate that dietary interventions 
reduce the levels of protumor metabolites and factors, including sugars, lipids, amino acids, growth factors (GFs) and steroid hormones. Dietary 
interventions can inhibit cancer progression through epigenetic modifications, stress-resistance factors, activation of anticancer immunity and 
inhibition of cancer-related fibroblasts (CAFs). Finally, the currently available evidence supports the synergistic effects of dietary interventions with 
conventional therapies, especially chemotherapy. DC, dendritic cell; NK cell, natural killer cell; ROS, reactive oxygen species. 
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Table 1 
Completed clinical trials of dietary interventions with varied composition, duration and periodicity.  

Diets Cancer Sample Composition Duration and 
periodicity 

Dropout 
rate 

Conclusion Ref. 

STF Breast, ovarian 50 Unrestricted water, herbal tea, 2 × 100 cl vegetable juice and small standardized quantities of 
light vegetable broth; Daily calorie: <350 kcal 

2.5 days 30 % Well tolerated; improves quality of life 
and fatigue 

[29] 

STF Breast 13 Water and coffee or tea without sugar 2 days 28.6 % Well tolerated; reduces toxicity of 
chemotherapy 

[30] 

STF Gynecological 24 Water, black coffee, or tea without sweetener; Daily calorie: 0 kcal 2 days 16.7 % Well tolerated; improves quality of life 
scores 

[31] 

STF Mixed 20 Ample water and beverages; Daily calorie: 0–200 kcal 3 days 23.1 % Safe and feasible; reduces DNA damage [32] 
FMD Mixed 101 Plant-based, low-carbohydrate, low-protein diet; Daily calorie: day 1, 600 kcal; days 2–5, 600 

kcal 
5 days per cycles 
(1–8 cycles) 

1 % Well tolerated; reshapes immunity [33] 

FMD Mixed 90 Plant-based low-calorie and low-protein diet; Daily calorie: day 1, 1099 kcal (11 % protein, 
46 % fat and 43 % carbohydrates); days 2–5, 717 kcal (9 % protein, 44 % fat and 47 % 
carbohydrates) 

5 days per cycles 
(1–8 cycles) 

10 % Safe and feasible; reduces fat mass, 
insulin, IGF1 and leptin 

[34] 

FMD Breast 131 Plant-based low amino-acid diet; Carbohydrates/proteins/fats energy ratio: day 1 (3.5/1/2), 
days 2–4 (complex carbohydrates >80 %); Daily calorie: day 1, ~1200 kcal, days 2–4, ~200 
kcal 

4 days 66.7 % No difference in toxicity; reinforces the 
effects of neoadjuvant chemotherapy 

[24] 

FMD Prostate 35 Plant-based low amino-acid diet; Carbohydrates/proteins/fats energy ratio: day 1 (3.5/1/2), 
days 2–4 (complex carbohydrates >80 %); Daily calorie: day 1, ~1200 kcal, days 2–4, ~200 
kcal 

4 days per month 17.1 % Decrease in weight, abdominal 
circumference and blood pressure 

[35] 

IF Breast 48 Fast for 18 h from 0 a.m. to 6 p.m., eat for 6 h from 6 p.m. to 0 a.m.; Daily calorie: <750 kcal 3 days 8.3 % Decreases toxicity of chemotherapy [36] 
CR Mixed 27 Calorie-free drinks such as water and tea/coffee without sugar, commercially formulated diet 

with 70 % protein restriction; Daily calorie: 30 % 
5 days (2 cycles) 33.3 % Improves therapeutic window [37] 

CR ALL 120 Daily calorie: ≤80 % (Protein: ≥20 %; Fat: ≤25 %; Carbohydrate: ≤55 %) NA 17.9 % Augments chemotherapy efficacy [38] 
CR Breast 338 Daily calorie: 500–1000 kcal deficit (Fat: ~25 %) 2 year 9.9 % Potential beneficial effect on DFS [39] 
KD Glioblastoma 172 Daily calorie: no restriction (fat, 70 %; carbohydrate, 3–5%) 12 weeks 25 % Well tolerated; few side effects [40] 
KD Glioblastoma 20 Daily calorie: no restriction (carbohydrate: 60 g/day) 6–8 weeks 15 % Feasible and safe; no significant clinical 

activity 
[41] 

KD Lung, Pancreatic 9 Daily calorie: no restriction (fat, 90 %; protein, 8 %; carbohydrate, 2 %) 5–6 weeks 66.3 % Suboptimal compliance and poor 
tolerance 

[42] 

KD Ovarian, 
Endometrial 

73 Daily calorie: no restriction (fat, 70 %; protein, 25 %; carbohydrate, 5 %) 12 weeks 20 % Loss of fat mass and retention of lean 
mass 

[43] 

LFD Breast 1764 High vegetable, fruit, and grain intake (fat, 20 %) 8.5 years NA Decreased incidence of deaths [44] 
LFD Breast 3088 High in vegetables, fruit, and fiber and low in fat (fat, 15–20 %) 6 years NA Did not reduce additional breast cancer 

events or mortality 
[45] 

STF + KD Gynecological 30 STF: Daily minimum of 2.5 L of any calorie-free liquids, including water, herbal tea, and diet 
drinks without stimulants; Daily calorie: 25 % (400–600 kcal) 
KD: 75 % fat, 15 % protein and 10 % carbohydrates; Daily calorie: 100 % 

4 days 41.2 % Safe and feasible; reduces toxicities of 
chemotherapy 

[46] 

ALL, acute lymphoblastic leukemia; CR, calorie restriction; DFS, disease-free survival; FMD, fasting mimicking diets; IF, intermittent fasting; KD, ketogenic diet; LFD, low-fat diet; STF, short-term fasting. 
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changes in specific metabolites. Therefore, it is reasonable to manipulate dietary components according to metabolic preferences to 
starve cancer cells and inhibit cancer progression. For example, cancer cells commonly favor glucose as a primary nutrient for energy 
production and carbon sources of other building blocks, underlying the anticancer effects of dietary interventions with the ability to 
lower plasma glucose levels [13]. Some cancers are also dependent on serine and glycine for proliferation; thus, dietary restrictions 
inhibit tumor growth of intestinal cancer and lymphoma [14]. Adapting to dietary interventions, the organism also reprograms its 
metabolic hormones, such as insulin, insulin-like growth factor 1 (IGF-1), leptin, and steroid hormones, which play important roles in 
cancer proliferation and survival [10]. Dietary restriction can induce the expression of early growth response protein 1, a 
stress-resistance factor, while increased β-hydroxybutyrate (β-OHB) in KD diets activates the oxidative stress-resistance factors 
FOXO3A and MT2 [15,16]. These findings indicate that modulation of oxidative stress signaling is another factor underlying the 
anticancer effect of dietary interventions. Beyond supplying energy and building blocks, some metabolites, such as ketone bodies, can 
inhibit cancer progression and promote differentiation through epigenetic modifications [17]. In addition, dietary interventions and 
their systemic adaptations affect not only cancer cells but also their microenvironment. For example, recent evidence suggests that 
various dietary interventions can trigger the expansion of lymphoid progenitors and promote cancer immune attack via different 
mechanisms [18]. CR was shown to prevent fibrosis by downregulating TGF-β signaling, which further facilitates the interaction of 
immune cells with cancer [11]. Finally, the currently available evidence supports the synergistic effects of dietary interventions with 
conventional therapies, especially chemotherapy, which is based on the differential stress resistance (DSR) hypothesis that starvation 
would cause opposite effects in cancer versus normal cells in terms of their ability to withstand cell stressors, forcing normal cells to 
enter a highly protected state that prevents them from toxic insults while sensitizing cancer cells to anticancer drugs [18]. 

Despite these mechanisms being proposed to support the anticancer efficacy of dietary interventions, inconsistencies were also 
found in both preclinical model studies and early clinical trials. For example, different cancer types and even subpopulations arising 
from the same tissue showed different sensitivities to CR [19,20]. Under the same experimental conditions, CR significantly decreased 
the volume of tumors from colon cancer cell lines but not prostate and brain cancer cell lines, while for breast cancer, different cell lines 
displayed differential sensitivities to CR [19]. Similarly, although KD inhibits tumor growth and prolongs the survival of mouse models 
of brain, pancreatic, head and neck and stomach cancer, it can also enhance the progression of melanoma with the BRAFV600E mutation 
[21–23]. In clinical practice, studies have reported a lack of improvement in the survival of patients who used FMD before chemo
therapy, while others have shown exceptional cancer responses [24,25]. Past trials of KDs in patients with cancer also found no 
survival benefits in recurrent glioblastoma or gliosarcoma but an improved survival rate in breast cancer [26,27]. However, these 
results were characterized by a high degree of heterogeneity regarding dietary regimens, duration, and prespecified health outcomes in 
conjunction with the timing of diet implementation, as well as the lack of the inclusion of control groups in most of the studies, which 
have likely obscured the efficacy of dietary interventions in patients who can benefit from them, warranting further understanding of 
the multifaceted heterogeneity when applying dietary interventions in cancer patients. 

3. Protocol heterogeneity in dietary interventions 

Diet supplies human body building blocks and energy mainly through three macronutrient categories: carbohydrate, fat and 
protein, as well as components that do not contribute to calorie sources but are indispensable for many biological processes, such as 
vitamins, minerals and fibers [28]. As mentioned above, these nutrients are also vital for cancer cells and can be utilized as cancer 
vulnerabilities. The numerous and complex food ingredients lead to heterogeneous dietary protocols modified for cancer treatment. 
Currently, dietary interventions for cancer therapy are mainly formulated through restriction of whole groups or specific dietary 
components of nutrients, aiming to eliminate nutrients exploited by cancer cells as fuel and signals for proliferation or therapy 
resistance. There are also some dietary regimens formulated by supplementing the standard diet with specific nutrients that have been 
suggested to have anticancer effects. The high degree of heterogeneity regarding dietary components, along with their varied duration 
and periodicity, determine the context-dependent effects of dietary interventions in patients with cancer (Table 1) [24,29–46]. 

3.1. Heterogeneous dietary compositions 

Dietary interventions that limit nutrients higher in calorie production are the most common protocols used for cancer therapy, 
which include fasting and CR diets that differ in the extent of calorie reduction. Fasting, during which people no longer consume any 
food except for water voluntarily, has been advocated by some populations following their own beliefs for thousands of years, although 
with varied norms. The most common strategy is short-term fasting (STF), a technique that involves a fasting duration from 1 to 3 days, 
and some reports support its safety when the duration is extended to five days [47]. STF has been extensively investigated in animal 
models and has shown pleiotropic anticancer effects and the ability to potentiate the activity of conventional cancer therapies while 
protecting multiple normal cells from their side effects [18]. SFT has also been tested in combination with chemotherapy in clinical 
settings, and although the majority of studies suggest its feasibility and possible role in normal cell protection, no cancer outcomes 
have been reported [48]. Based on preliminary clinical evidence, a fast of at least 48 h is needed to achieve clinically meaningful 
outcomes, which results in relatively high dropout rates and potential malnutrition risk, making STF difficult to implement in clinical 
practice [18]. Therefore, several modified fasting regimens were medically designed through dietary component manipulation or the 
timing of food intake to achieve better long-term compliance and safety [49]. One such modified fasting regimen is the FMD, which 
consists of cycles of calorie-restricted, low-sugar and protein diets for several consecutive days (commonly 5 days, with day 1 
consuming 50 % of normal daily intake and days 2–4 consuming 10 % of normal daily intake) each month, while nutrient uptake is not 
restricted during the remainder of the month. Animal and preliminary clinical studies have shown that FMD recreates the efficacy of 
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water-only fasting [33]. Another dietary modification, similar to FMD but with a higher calorie intake and long-term duration, 
formulated through restriction of whole groups of nutrients, is CR. Typically, CR involves a chronic 15–30 % reduction in standard 
caloric intake except for vitamins and minerals, which can improve metabolic activity but keep body weight within normal ranges 
[50]. As early as the 1990s, research found that CR can prevent or retard the growth of transplanted cancers in mice [51]. Since then, 
numerous studies have suggested a protective role of CR in slowing the growth of established cancers and reducing their distant 
metastasis [52,53]. Limited human data also suggest the safety and possible survival benefits of CR as an adjuvant cancer therapy [37, 
39]. Although both fasting and CR were carried out through total calorie restriction and were shown to affect cancer progression, there 
were distinct differences in their metabolic effects. For example, fasting can significantly decrease glucose and IGF-1 levels and in
crease ketone bodies in humans, while CR does not, reflecting their different anticancer mechanisms, which should be taken into 
consideration when designing clinical trials [18]. In addition, different CR protocols showed significant differences in anticancer 
efficacy and mechanisms. For example, compared with intermittent CR, chronic CR had a more significant effect on oxidative stress 
protection and methylation levels of genes for adipokines, which play important roles in the development of breast cancer [54,55]. 

Different from fasting and CR, there have been dietary modifications focused on the ratio alteration of macronutrients, such as KD 
and LFD, two regimens with opposite fat proportions. The KD was clinically described in the 1920s as a dietary intervention in children 
with epilepsy but was also increasingly applied in patients with cancer. Typically, the KD has very low sugar consumption of less than 
15 g per day but enough fat uptake to meet the calorie demand (≥95 % calories) [9]. In contrast, calories provided by fat account for 
less than 30 % of the LFD, which emphasizes the consumption of vegetables, fruits and whole grains [9]. Despite their distinct nutrient 
compositions, KD and LFD both showed anticancer effects and are advancing well along the clinical development pipeline. A systemic 
review including 13 clinical studies concluded that a KD in subjects with various cancers is safe and can improve metabolic parameters, 
but no effects on cancer outcomes have been reported [56]. Unlike KD, LFD has been examined for long-term benefits and risks in large 
prospective, randomized controlled trials (RCTs) including breast cancer, and a lowered incidence of deaths was observed [8,44]. 
Although both are effective at inhibiting cancer progression, KD and LFD have unique features underlying their anticancer effects, 
making them more feasible and effective in specific cancers. For example, an LFD typically has no effects on glycemic and ketone body 
levels but is effective at inhibiting weight gain and adiposity, which have been shown to promote cancer progression [57,58]. 
Therefore, LFD may be more promising in cancers that are rigorously influenced by obesity. However, a KD triggers anticancer 
metabolic adaptations mainly through the restriction of carbohydrate consumption; therefore, when applying a variation of a KD that 
has a high-protein component, the type of amino acids must be carefully considered to avoid the de novo synthesis of glucose through 
compensatory anaplerotic reactions [10]. 

In addition to restriction of sugar and lipids, there are also many other means to modify diet by depletion or addition of certain 
sugars, vitamins and amino acids. For example, serine, glycine or methionine deprivation from diets showed promising anticancer 
effects in preclinical models [7,12]. However, there is no clinical evidence yet, and further mechanistic and clinical studies are 

Fig. 2. Factors that may affect the responses of cancer to dietary interventions. In addition to the heterogeneous protocols regarding composition, 
duration and periodicity of diets, the responses of cancer to dietary interventions are determined by many factors, including tissue of origin and 
cancer location, microbiome variability, spatial and temporal metabolic heterogeneity, in vitro and in vivo differences, various combined anticancer 
therapies and sex disparity in metabolism. 
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warranted. Recently, the role of fructose in intestinal cancer progression was revealed, indicating that fructose restriction may be 
beneficial to patients with colorectal cancer (CRC) [59]. Unlike nutrient restriction, the addition of a diet with specific elements, such 
as histidine and mannose, may also be applied as a complement to cancer therapies [7]. However, research on this type of dietary 
intervention lags far behind that on the regimens mentioned above. 

3.2. Varied duration and periodicity 

Caloric and nutrient intake are not the only determining factors for the effects of dietary interventions, as the timing of food intake 
also plays a key role in mediating anticancer activity. Therefore, after the first modern intermittent fasting (IF) was introduced in the 
1950s, numerous studies have been performed to elucidate the effects of the timing of food intake on cancer progression [60]. IF is an 
eating pattern characterized by a brief period of fasting with considerable calorie restriction or no food consumption and a subsequent 
period of unrestricted eating, focusing on when to eat rather than what to eat. The frequency and duration of eating and fasting also 
varied, leading to several different approaches to IF interventions. Alternate-day fasting (ADF) entails eating every other day and 
consuming no or less than 600 kcal calories on the days between [60]. A modified ADF is a 6:1 or 5:2 diet with fasting on 1 or 2 
nonconsecutive days per week [60]. A third method, time-restricted eating (TRE), requires limiting the intake of all foods to a 4- to 
12-h window [60]. Finally, some forms of fasting advocated by Christianity, Judaism, Buddhism, and Islam also showed benefits in 
patients with cancer [60,61]. 

IF has been extensively investigated in rodent models and cancer patients with promising yet conflicting results. For example, 2 
separate 24-h fasting periods nonsignificantly decreased the growth of prostate cancer xenografts and improved the survival of mouse 
models [62]. However, such anticancer effects were not observed in a larger follow-up study [63]. In hematologic malignancies, 
alternate 1-d or 2-d fasting delayed the progression of both B-cell and T-cell acute lymphoblastic leukemia but not acute myeloid 
leukemia in mouse models [64]. Furthermore, in some rodent models, quite a few IF interventions with different designations were 
shown to promote the growth and aggressiveness of cancer cells [65,66]. There have been a few clinical studies that were conducted 
only to test the effects of IF on metabolic and hormonal parameters that are associated with cancer initiation and progression, and the 
findings are also inconsistent [60]. The negative or even potentially harmful effects of IF may be attributed to the timing and length of 
the fasting schedules or to refeeding after fasting, which has a detrimental impact on insulin regulation and maladaptive molecular 
responses [60]. Therefore, some researchers have modified diet regimens to overcome these negative effects. For example, when 
feeding was controlled on nonfasting days to prevent excessive calorie intake, p53-deficient mice showed delayed tumor onset, 
reduced tumor metastasis and increased overall survival [67]. Interestingly, although not tested in patients with cancer, clinical 
practice in other conditions showed that the effects of TRE on metabolic response may be better when food intake is restricted to the 
middle of the day than to the late afternoon or evening periods [68,69]. 

However, it is difficult to draw strong conclusions about which patients respond best to a given dietary intervention, as obser
vations are typically spread across different studies rather than being investigated within a single well-controlled experiment. 
Therefore, many modified IF regimens also reflect that the interactions between diet and cancer are complex, and there is no one 
dietary intervention that fits all patients, calling for further investigation to determine the right diet and the right patient. 

3.3. Compliance and adverse events 

Compliance differences are another important heterogeneity that must be taken into consideration in clinical practice, as a high 
dropout rate may dilute the benefits of diet interventions. In contrast to preclinical studies in which dietary interventions can be 
completed in the majority of animals, in clinical situations, compliance with each regimen varies widely. For example, TRE results in 
nearly 100 % compliance with no adverse events, while for CR trials on body weight management, the dropout rates can reach as high 
as 30–40 %, even when participants have been highly motivated [68,70,71]. There are data to compare the compliance differences 
between individual dietary interventions, and the highest dropout rate was 38 % in the ADF group, followed by the daily CR group (29 
%) [72]. In another study also conducted in obese patients, the dropout rates were 20 % and 13 % for FMD and continuous CR, 
respectively [73]. These variations also apply to cancer patients; even with adequate participant activation and demonstrated safety, 
dietary modifications are hardly maintained for a considerable portion of patients. In a clinical trial utilizing CR in patients with breast 
cancer, a 22 % dropout rate was also reported, although the medical events were not increased [39,74]. After 3 FMD cycles in patients 
with cancer, the grade 3 or 4 adverse events and dropout rate were reported to be 13 % and 24 %, respectively [33,34,75]. Even when 
using the same dietary intervention, the compliance varied. For example, adherence was reported to be excellent (dropout rate 19 %) 
in women with ovarian or endometrial cancer prescribed KD [43]. However, unsatisfactory tolerance was also reported in other 
situations, such as in patients with head and neck, lung and pancreas cancers, which may be due to the high cachexia incidence in these 
cancer types [42,76,77]. The reasons for significant differences in compliance across different dietary interventions and cancer pa
tients are multifaceted. Almost all clinical trials have demonstrated the safety and feasibility of dietary interventions in patients with 
various clinical conditions; however, the vulnerability to the side effects of dietary interventions may vary across individuals. For 
example, no adverse events were reported when a KD was tested in patients with diabetes, while many mild adverse events have been 
reported in patients without obesity or metabolic disease and in older people [78–80]. Furthermore, systemic adaptations to dietary 
interventions, such as hypoglycemia and excessive circulating triglycerides and cholesterol, can also result in inflammation of the liver 
and pancreas [9]. In addition, varied eating behaviors and cultures among individuals may also affect the compliance of patients with 
specific dietary modifications [9]. 

In summary, current data suggest that TRE has the highest degree of adherence, while other therapeutic diets, such as prolonged 
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fasting, FMD and CR, tend to have higher dropout rates. Although dropout rates were reported by many trials, no study has analyzed 
the effects of dropout on treatment efficacy. One trial reported that a longer continuation of the KD improved the prognosis of 
advanced cancer patients, which may support the conclusion that a high dropout rate may dilute the benefits of diet interventions [81]. 
However, current evidence is based on secondary analyses, retrospective or observational studies, or preliminary RCTs. Therefore, 
more well-controlled trials and context-dependent diet selection are needed to improve the efficacy of dietary interventions in cancer 
patients. 

4. Metabolic heterogeneity affects cancer responses to dietary interventions 

In addition to the heterogeneous protocols regarding composition, duration and periodicity of diets, the responses of cancer to 
dietary interventions are determined by metabolic heterogeneity, which is shaped by tissue of origin and cancer location, molecular 
and histological features, and spatial and temporal metabolic heterogeneity (Fig. 2). 

4.1. Tissue of origin and anatomical location 

During development, lineage-determined and differentiated cells acquire distinct metabolic preferences to accommodate various 
metabolic environments determined by the functional purposes of individual tissues, which are also shaped by blood supply and 
physical barriers [82]. Therefore, the tissue of origin and anatomical location inevitably affect the behaviors of cancer, including 
metabolite abundance and metabolic activity, reflecting the diverse effects of dietary interventions with different compositions [83]. 
For example, in the brain, the blood‒brain barrier (BBB) provides selective permeability between parenchymal cells and systemic 
circulation, which prevents nonselective nutrients from freely diffusing into the brain, supporting a unique metabolic feature of the 
brain. The expression of solute carrier family 2 member 3 (SLC2A3), which has high affinity and transport activity for glucose, makes 
glucose the chief source of energy for the brain [84]. In contrast, neuronal cells seldom rely on fatty acids for energetic demands, while 
during glucose restriction, they are also capable of metabolizing ketone bodies [85–87]. Therefore, to adapt to the specific environ
ment, tumors in the brain show high expression of genes involved in glycolysis, including hexokinase, pyruvate kinase, and pyruvate 
dehydrogenase (PDH) [88]. Therefore, glucose restriction in the diet may be a useful therapeutic approach for glioma through glucose 
deprivation from the brain while maintaining neuronal survival depending on ketone body consumption [89]. In contrast, isotope 
labeling studies in pigs found that metabolism in the lung is notable for relatively high consumption of ketone bodies, saturated fatty 
acids and glutamine [90]. Such metabolic features provide a set of advantages to cancer cells within the lung, reflecting the reported 
small effect of a KD on lung cancer growth [91]. In some conditions, a KD even promotes the growth of renal cancer and melanoma [22, 
92]. Differences in amino acid availability across tissues may also affect the responses of cancer cells to dietary interventions. For 
example, a serine and glycine-free diet retarded the growth of breast cancer in mammary fat pad tissue but not in pancreatic tissues, as 
the total tissue serine content is lower in the mammary fat pad, while the pancreas is a more serine-replete tissue [93]. 

Another important factor that affects the metabolic features of various tissues and cancers arising from them is hormones. Some 
tissues are hormone-responsive, such as the breast, endometrium, ovary and prostate, whose nutrient uptake and metabolism are 
regulated by IGF-1, insulin, estrogens, progesterone and testosterone, while the metabolic activity of other tissues, such as the lung and 
pancreas, is not particularly sensitive to systemic hormones [86,94–96]. For cancers arising from the first type of tissues, systemic 
hormone changes caused by dietary modifications may affect the metabolic activity of cancer cells and thus their biological behavior, 
while the effects may be weak on cancers originating from the latter type of tissues. In addition to systemic hormones, the cellular 
components or the adjacent cell types of a cancer also shape a distinct local hormonal environment, which may also benefit cancer 
metabolism. The breast is a fat-rich organ in which adipocytes generate estrogen, making its levels much higher in breast cancers than 
in serum [97]. Therefore, clinical data suggest that LFD only has beneficial effects in patients with breast cancer, which may be due to 
decreased estradiol concentrations [98,99]. 

Despite affecting the response of primary tumors to dietary interventions, the local metabolic environment within specific tissues 
also provides an opportunity to control metastasis through dietary interventions. For example, the levels of serine and fatty acids are 
relatively low in the brain, and metastases from breast cancer need to synthesize these nutrients de novo for survival, indicating that 
restriction of these components in diets combined with the inhibition of key enzymes involved in de novo synthesis may prevent or 
delay the growth of metastatic cancers in the brain [100,101]. Brain metastases from cancers in various primary tissues can adapt to 
acetate as an energy source; therefore, a KD, which increases ketone bodies in the circulation and brain, may not be beneficial in such 
patients [102]. Physiologically, seminal fluid is rich in fructose, which is de novo synthesized from glucose via the polyol pathway 
[103]. Therefore, human primary prostate cancer was shown to increase the expression of fructose transporters and may directly 
invade the seminal vesicle filled with fructose-dense fluid, revealing the therapeutic potential of fructose restriction in prostate cancer 
[104,105]. 

There are also cancer types that do not obey the metabolic features of tissues they arise from but acquire new metabolic activity to 
adapt to the local tumor microenvironment (TME). For example, although normal prostate cells are highly glycolytic but have a 
diminished capacity for oxidative phosphorylation, which is driven by testosterone to produce citrate and lactate for seminal fluid 
generation, prostate cancer cells from both mice and humans regain the ability to consume these locally produced metabolites [96, 
106]. Another illustration comes from the pancreas, the primary role of which is anabolic, thus showing the greatest use of amino acids 
[90,107]. However, pancreatic ductal adenocarcinomas (PDACs) consume fewer branched chain amino acids (BCAAs) [108]. 
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4.2. Molecular features 

A hallmark of cancer is the remodeling of their metabolic state through dysregulation of various molecular pathways, diverting 
central metabolites such as glucose and glutamine toward biosynthetic processes that underlie cancer progression. These molecular 
alterations contribute to metabolic heterogeneity, as the oncogenotype can drive particular metabolic features in cancers. For example, 
dysregulation is mostly involved in the WNT, PI3K and KRAS pathways, and each pathway alteration may impose distinct metabolic 
changes in CRC. WNT signaling hyperactivation impairs oxidative phosphorylation but increases the transition of glucose into pentose 
phosphate pathway (PPP) flux and fatty acid synthesis [109,110]. Mutations in the PI3K pathway convert substantially more gluta
mine to α-ketoglutarate to replenish the tricarboxylic acid cycle (TAC) and generate ATP in CRC [111]. Finally, CRC cells with KRAS 
and BRAF mutations can be selected under low-glucose conditions, as these molecular changes enhance glucose uptake by upregu
lating the expression of glucose transporters [112]. Similar to alterations in different pathways, divergent effects on metabolism may 
be present in cancers driven by the same molecular change but with different mutant loci. In preclinical studies, cancer cells with 
KRASG12V were less dependent on glutamine than cancer cells expressing KRASG12C/D [113]. The effects of molecular changes on 
metabolism may also be influenced by the location of cancer. For example, KRAS-mutant pancreatic cancer avidly scavenges their 
microenvironment for nutrients via macropinocytosis, while non-small cell lung cancer (NSCLC) driven by the same mutation takes up 
relatively less [114,115]. MYC induces glutamine synthesis in lung cancer but glutamine catabolism in liver cancers [116]. Similarly, 
both are driven by KRAS; NSCLCs incorporate free BCAAs into tissue proteins and use BCAAs as a nitrogen source, whereas PDACs have 
decreased BCAA uptake [114]. 

Therefore, the effects of dietary intervention are also influenced by the histological and molecular features of cancer. Preclinical 
and human studies have found that triple-negative breast cancers (TNBCs) rely more on glycolysis and consume more exogenous fatty 
acids, while estrogen receptor (ER)-positive breast cancers are relatively oxidative and consume citrate and lactate; therefore, an LFD 
may improve the efficacy of therapies in patients with TNBC but not ER-positive breast cancer [117,118]. PI3K pathway activation, 
mainly through mutations in the PI3KCA gene, is common in breast cancer [119]. In preclinical studies, cancers with PI3K pathway 
mutations are resistant to the effects of CR, whose anticancer effects are mainly mediated through insulin and the PI3K pathway [19, 
20]. In mouse models of melanoma, a KD induces a 3-hydroxybutyrate (3HB)-mediated antineoplastic effect that relies on T-cell-
mediated cancer immunosurveillance [120]. However, when melanoma cells harbor a BRAFV600E mutation, they become resistant to 
KD, as acetoacetate, one metabolite elevated under KD, can augment BRAF signaling [22,121]. BRAFV600E mutation underlying the 
tumor-promoting effects of KD in melanoma was argued by another animal study, in which KD slowed melanoma growth in vivo 
regardless of genetic background [122]. The authors attributed this difference to two reasons: first, the dietary regimens used by two 
studies differed in their ketogenic ability; second, the timing of KD administration was also different: one study started the KD 
intervention once the xenografts had reached a measurable size, while the other study started the KD intervention 1 week before tumor 
initiation [122]. These differences in study design may significantly influence the response, which needs to be addressed in further 
studies. In addition, a serine and glycine-restricted diet showed an inhibitory effect on models of Eμ-Myc-driven lymphoma and Apc 
loss-driven intestinal cancer but not Kras-mutant pancreatic cancer and CRC [14]. This may result from molecular changes that 
contribute to de novo synthesis of the limited nutrients in the modified diet. For example, KRAS mutation increases the expression of 
enzymes involved in de novo serine synthesis, rendering cancer cells resistant to diets deprived of serine and glycine [14]. Furthermore, 
cancer cells that lack the expression of ketone body metabolism genes were sensitive to KD, whereas cancer cells that expressed these 
genes were resistant to KD [123]. 

4.3. Spatial and temporal metabolic heterogeneity 

Despite variations in their molecular nature and between cancers with different tissues of origin, metabolism also varies widely 
between regions of the same cancer, between primary and metastatic cancer and between cancers at different stages. This spatial and 
temporal heterogeneity in tumor metabolism is attributed to the combined effects of intrinsic factors (e.g., cell lineage and molecular 
features, which were mentioned above) and extrinsic factors (e.g., metabolite availability, blood supply, and interaction with stromal 
cells). Understanding these heterogeneities will help in selecting appropriate diets for tumor treatment. However, the metabolic milieu 
of cancers in vivo is still poorly defined. Current methods measuring metabolic activity in cancer, such as metabolite detection of tumor 
interstitial fluid (TIF), only represent an average level in the extracellular fluid and thus fail to capture the heterogeneity between 
different subdomains [124]. The primary data obtained using state-of-the-art technologies have identified substantial spatial meta
bolic heterogeneity within single tumors, suggesting that assigning a specific metabolic profile to a single tumor may overlook 
important aspects of tumor metabolism [125]. The vascularization variations between subdomains of a cancer, which make oxygen 
and nutrient availability different for cancer cells within different subdomains, have been well characterized. Therefore, cells located 
close to the blood supply tend to generate ATP aerobically and upregulate anabolic pathways to support proliferation, while cells 
distant from the blood supply will experience hypoxia and activate catabolic pathways such as autophagy to provide energy and 
biosynthetic precursors [126]. However, whether and how this spatial heterogeneity in cancer metabolism will affect the efficacy of 
dietary interventions for cancer therapy is still unknown. 

Despite the contributions of differences in molecular alterations and nutrient supply, the metabolic plasticity and flexibility of 
cancer cells also contribute to significant intratumoural metabolic heterogeneity. Metabolic plasticity refers to the ability of cancer 
cells to utilize one metabolite to fuel various metabolic requirements, while metabolic flexibility describes cancer cells that can use 
different metabolites to meet the same metabolic requirement [127]. Therefore, cancer cells adjust their metabolic activity and 
preference dynamically according to the changing microenvironment. Theoretically, when there are cancer cells with the ability to 
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reprogram their metabolism, dietary interventions that focus on specific nutrient restriction will not work. For example, although both 
CR and a KD lowered blood glucose and insulin levels, only CR impaired the growth of allografts formed from a PDAC cell line and an 
NSCLC cell line [128]. The failure of a KD to inhibit the growth of cancer was attributed to the higher lipid levels in plasma and TIF, 
which can be used by cancer cells to support proliferation upon glucose deprivation [128]. 

5. Improve the efficacy of conventional therapy through appropriate dietary interventions 

It is unlikely that dietary interventions alone will be efficacious enough to combat cancer progression. Therefore, to date, the 
majority of studies testing the anticancer effects of dietary interventions have also been combined with conventional therapies, 
including chemotherapy, radiotherapy, targeted therapy and immunotherapy (Fig. 2). However, the anticancer mechanisms and 
adverse effects of each treatment approach may be very complex or even contradictory. Only combination therapy based on a detailed 
and exact mechanistic understanding has the potential to achieve promising clinical translation. For example, in patients with dys
regulation of metabolic enzymes such as phosphoglycerate dehydrogenase (PHGDH) and stearoyl-CoA desaturase (SCD), amino acid- 
depleted diets and diets low in unsaturated fats may increase the efficacy of inhibitors of dysregulated enzymes [128,129]. ER-positive 
breast cancers develop resistance to hormonal therapy mainly by acquiring PI3KCA mutations, indicating the benefits of conventional 
therapies combined with a KD, which decreases insulin levels to reduce the nutrient uptake of cancer cells [75,130]. In addition, 
although a diet deprived of serine and glycine can enhance the anticancer activity of metformin in some contexts, this combination 
showed no effect or even promoted cancer growth in other conditions [14,131]. Similarly, in cell culture conditions, reduced glucose 
but not amino acids was shown to synergize with metformin to reduce cell viability, suggesting that the in vivo efficacy of dietary 
intervention combined with metformin to inhibit tumor growth is mediated by blood glucose reduction [132]. Therefore, to achieve 
synergistic effects, metformin should be combined with dietary regimens that have the ability to reduce blood glucose, such as fasting 
but not LFD [57]. 

Although numerous studies have suggested a protective role of dietary interventions in normal cells while sensitizing cancer cells to 
chemotherapy through DSR, in some conditions, specific diets even aggravate the adverse effects of drugs and select for cancer cells 
with drug resistance [18]. For example, a recent publication reported that sustained ADF can worsen the cardiotoxicity of doxorubicin 
due to the increased myocardial nuclear transcription factor EB, which promotes the development of doxorubicin-induced car
diotoxicity [133]. In a preclinical study, when the FMD was combined with chemotherapy (oxaliplatin plus 5-fluorouracil) to treat CRC 
models, although the tumor mass was dramatically reduced, transcriptomic and metabolomic analysis demonstrated that the residual 
cells entered a drug-tolerant persister (DTP) [134]. However, as these cancer cells also show high autophagic activity, they are 
exquisitely sensitive to ferroptosis inducers, the addition of which can circumvent the negative effects of FMD [134]. Overall, these 
findings indicate that the context may matter when combining dietary interventions and conventional therapy to treat cancer. 

6. Other sources of heterogeneity 

A large population of microbes colonize the human body, especially in the intestinal tract, which is the first point of contact for 
orally ingested diet components. The dysbiosis of the intestinal microbiota is strongly linked with some types of cancer, and such 
mechanistic associations, together with the observed microbiome variability between individuals, present challenges for successful 
cancer control by dietary interventions [135]. For example, although both CR and IF can lead to gut microbiota remodeling, only CR 
can increase the abundance of Bifidobacterium, which mediates the CR-induced antitumor effect through acetate production and thus 
the accumulation of interferon-γ+CD8+ T cells in the TME [136]. Therefore, characterizing the gut microbiome and identifying specific 
beneficial and detrimental bacteria would assist in precision dietary intervention. 

Many metabolic processes differ between healthy males and females. For example, plasma glucose concentrations are higher in 
healthy males than in females, leading to increased liver and colon cancer incidence in males but not in females [137]. Accordingly, 
cancer cells rewire metabolism differently between sexes to meet the demands of proliferation. Data on 13 nonreproductive cancers in 
The Cancer Genome Atlas Program (TCGA) suggest significant sex differences in pathways involved in glucose, fatty acid and bile acid 
metabolism [138]. These sex-dependent metabolic preferences may define the response differences of cancer to therapies targeting 
metabolism, including dietary interventions. However, current evidence on dietary interventions is derived from trials including both 
sexes, warranting the inclusion of patient sex as an outcome determinant in future studies. 

Other types of unconventional heterogeneity have always been overlooked. One is the differences in metabolite changes between 
the blood and TME. Currently, numerous efforts have been made to measure the alterations in metabolite availability in the blood 
imposed by diet modifications [93,139,140]. However, the metabolic alterations induced by diet modification within the TME are not 
always consistent with those in the blood, which is supported by the findings that the metabolite composition of TIF was distinct from 
that of plasma, implying that the TME may not be as deprived of all nutrients as is sometimes assumed [141,142]. The other is the 
metabolic differences in cancer cells observed between in vitro cultures and in vivo growth. For example, when lung cancer cells are 
cultured in medium, they heavily consume glutamine as the carbon source for the TCA cycle, while when these cancer cells are 
transplanted into mice, they do not depend on glutamine for growth [143,144]. Therefore, any finding derived from in vitro studies 
must be verified in vivo before dietary interventions are designed to affect the metabolic activity of cancer (Fig. 2). 
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7. Conclusions 

Overall, dietary interventions have been extensively studied in the context of cancer, and safety and feasibility have been estab
lished in humans. Despite this, various sources of heterogeneity make the anticancer effects inconsistent across previous studies, 
indicating that precision nutrient approaches are needed to maximize anticancer efficacy while limiting adverse effects of dietary 
interventions. The ideal therapy is to deliver the right diet to the right patients at the right time. Before achieving this goal, numerous 
mechanistic and clinical studies are needed. First, the detailed metabolic changes across cancer (sub)types with distinct histological 
and molecular features and during cancer progression must be elucidated. Second, the mechanisms through which dietary in
terventions affect the metabolic activity of cancer cells and their surrounding and systemic environments are important determinants 
of the successful application of dietary interventions in clinical practice and are also the principle for appropriately designing the 
components, duration and periodicity of individual dietary protocols. Third, taking culture and specific patient clinical conditions into 
consideration will also improve the efficacy of dietary interventions in cancer therapy, for example, to provide cultural meals to 
support subject adherence and to exclude subjects who may suffer severe side events based on key effects of dietary interventions. 
Finally, although elucidating the effects of specific factors on cancer metabolism is still a challenge, an even larger challenge is to 
elucidate the combined effects when several causes coexist. Therefore, dietary interventions combined with conventional anticancer 
therapies based on the tissue of origin, anatomical location, genetic alteration of cancer cells and the systemic and local hormonal 
environment and their dynamic remodeling will likely ensure the success of dietary interventions in cancer management. 
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[46] S. Zorn, J. Ehret, R. Schäuble, B. Rautenberg, G. Ihorst, H. Bertz, P. Urbain, A. Raynor, Impact of modified short-term fasting and its combination with a fasting 
supportive diet during chemotherapy on the incidence and severity of chemotherapy-induced toxicities in cancer patients - a controlled cross-over pilot study, 
BMC Cancer 20 (1) (2020) 578, https://doi.org/10.1186/s12885-020-07041-7. 

[47] F.M. Safdie, T. Dorff, D. Quinn, L. Fontana, M. Wei, C. Lee, P. Cohen, V.D. Longo, Fasting and cancer treatment in humans: a case series report, Aging (Albany 
NY) 1 (12) (2009) 988–1007, https://doi.org/10.18632/aging.100114. 

[48] U. Drexler, J. Dörfler, J. von Grundherr, N. Erickson, J. Hübner, Fasting during cancer treatment: a systematic review, Qual. Life Res. 32 (5) (2023) 
1427–1446, https://doi.org/10.1007/s11136-022-03300-1. 

[49] J. Zhang, Y. Deng, B.L. Khoo, Fasting to enhance Cancer treatment in models: the next steps, J. Biomed. Sci. 27 (1) (2020) 58, https://doi.org/10.1186/ 
s12929-020-00651-0. 

[50] J.O. Holloszy, L. Fontana, Caloric restriction in humans, Exp. Gerontol. 42 (8) (2007) 709–712, https://doi.org/10.1016/j.exger.2007.03.009. 
[51] P. Rous, The influence of diet on transplanted and spontaneous mouse tumors, J. Exp. Med. 20 (5) (1914) 433–451, https://doi.org/10.1084/jem.20.5.433. 
[52] L. Pomatto-Watson, M. Bodogai, O. Bosompra, J. Kato, S. Wong, M. Carpenter, E. Duregon, D. Chowdhury, P. Krishna, S. Ng, et al., Daily caloric restriction 

limits tumor growth more effectively than caloric cycling regardless of dietary composition, Nat. Commun. 12 (1) (2021) 6201, https://doi.org/10.1038/ 
s41467-021-26431-4. 

[53] M. Castejón, A. Plaza, J. Martinez-Romero, P.J. Fernandez-Marcos, R. Cabo, A. Diaz-Ruiz, Energy restriction and colorectal cancer: a call for additional 
research, Nutrients 12 (1) (2020) 114, https://doi.org/10.3390/nu12010114. 

[54] M.B. Cicekdal, B.G. Tuna, M. Charehsaz, M.P. Cleary, A. Aydin, S. Dogan, Effects of long-term intermittent versus chronic calorie restriction on oxidative stress 
in a mouse cancer model, IUBMB Life 71 (12) (2019) 1973–1985, https://doi.org/10.1002/iub.2145. 

[55] M.B. Cicekdal, B.T. Kazan, B.G. Tuna, U. Ozorhan, I.D. Ekici, F. Zhu, O. Suakar, A. Kuskucu, O.F. Bayrak, K. Arcaro, et al., Effects of two types of energy 
restriction on methylation levels of adiponectin receptor 1 and leptin receptor overlapping transcript in a mouse mammary tumour virus-transforming growth 
factor-α breast cancer mouse model, Br. J. Nutr. 125 (1) (2021) 1–9, https://doi.org/10.1017/S0007114519002757. 

[56] R.J. Klement, N. Brehm, R.A. Sweeney, Ketogenic diets in medical oncology: a systematic review with focus on clinical outcomes, Med. Oncol. 37 (2) (2020) 
14, https://doi.org/10.1007/s12032-020-1337-2. 

[57] K.D. Hall, J. Guo, A.B. Courville, J. Boring, R. Brychta, K.Y. Chen, V. Darcey, C.G. Forde, A.M. Gharib, I. Gallagher, et al., Effect of a plant-based, low-fat diet 
versus an animal-based, ketogenic diet on ad libitum energy intake, Nat. Med. 27 (2) (2021) 344–353, https://doi.org/10.1038/s41591-020-01209-1. 

[58] G. Pascual, D. Domínguez, M. Elosúa-Bayes, F. Beckedorff, C. Laudanna, C. Bigas, D. Douillet, C. Greco, A. Symeonidi, I. Hernández, et al., Dietary palmitic acid 
promotes a prometastatic memory via Schwann cells, Nature 599 (7885) (2021) 485–490, https://doi.org/10.1038/s41586-021-04075-0. 

[59] M.D. Goncalves, C. Lu, J. Tutnauer, T.E. Hartman, S.K. Hwang, C.J. Murphy, C. Pauli, R. Morris, S. Taylor, K. Bosch, et al., High-fructose corn syrup enhances 
intestinal tumor growth in mice, Science 363 (6433) (2019) 1345–1349, https://doi.org/10.1126/science.aat8515. 

[60] K.K. Clifton, C.X. Ma, L. Fontana, L.L. Peterson, Intermittent fasting in the prevention and treatment of cancer, CA Cancer, J. Clin. 71 (6) (2021) 527–546, 
https://doi.org/10.3322/caac.21694. 

[61] K. Alshammari, H.A. Alhaidal, R. Alharbi, A. Alrubaiaan, W. Abdel-Razaq, G. Alyousif, M. Alkaiyat, The impact of fasting the holy month of ramadan on 
colorectal cancer patients and two tumor biomarkers: a tertiary-care hospital experience, Cureus 15 (1) (2023), e33920, https://doi.org/10.7759/ 
cureus.33920. 

[62] W.C. Buschemeyer 3rd, J.C. Klink, J.C. Mavropoulos, S.H. Poulton, W. Demark-Wahnefried, S.D. Hursting, P. Cohen, D. Hwang, T.L. Johnson, S.J. Freedland, 
Effect of intermittent fasting with or without caloric restriction on prostate cancer growth and survival in SCID mice, Prostate 70 (10) (2010) 1037–1043, 
https://doi.org/10.1002/pros.21136. 

[63] J.A. Thomas 2nd, J.A. Antonelli, J.C. Lloyd, E.M. Masko, S.H. Poulton, T.E. Phillips, M. Pollak, S.J. Freedland, Effect of intermittent fasting on prostate cancer 
tumor growth in a mouse model, Prostate Cancer Prostatic Dis. 13 (4) (2010) 350–355, https://doi.org/10.1038/pcan.2010.24. 

[64] Z. Lu, J. Xie, G. Wu, J. Shen, R. Collins, W. Chen, X. Kang, M. Luo, Y. Zou, L.J. Huang, et al., Fasting selectively blocks development of acute lymphoblastic 
leukemia via leptin-receptor upregulation, Nat. Med. 23 (1) (2017) 79–90, https://doi.org/10.1038/nm.4252. 

[65] N.S. Rocha, L.F. Barbisan, M.L. de Oliveira, J.L. de Camargo, Effects of fasting and intermittent fasting on rat hepatocarcinogenesis induced by 
diethylnitrosamine, Teratog. Carcinog. Mutagen. 22 (2) (2002) 129–138, https://doi.org/10.1002/tcm.10005. 

[66] C. Tomasi, E. Laconi, S. Laconi, M. Greco, D.S. Sarma, P. Pani, Effect of fasting/refeeding on the incidence of chemically induced hepatocellular carcinoma in 
the rat, Carcinogenesis 20 (10) (1999) 1979–1983, https://doi.org/10.1093/carcin/20.10.1979. 

[67] D. Berrigan, S.N. Perkins, D.C. Haines, S.D. Hursting, Adult-onset calorie restriction and fasting delay spontaneous tumorigenesis in p53-deficient mice, 
Carcinogenesis 23 (5) (2002) 817–822, https://doi.org/10.1093/carcin/23.5.817. 

[68] E.F. Sutton, R. Beyl, K.S. Early, W.T. Cefalu, E. Ravussin, C.M. Peterson, Early time-restricted feeding improves insulin sensitivity, blood pressure, and 
oxidative stress even without weight loss in men with prediabetes, Cell Metabol. 27 (6) (2018) 1212–1221.e3, https://doi.org/10.1016/j.cmet.2018.04.010. 

[69] Z. Xie, Y. Sun, Y. Ye, D. Hu, H. Zhang, Z. He, H. Zhao, H. Yang, Y. Mao, Randomized controlled trial for time-restricted eating in healthy volunteers without 
obesity, Nat. Commun. 13 (1) (2022) 1003, https://doi.org/10.1038/s41467-022-28662-5. 

[70] E.A. Moreira, M. Most, J. Howard, E. Ravussin, Dietary adherence to long-term controlled feeding in a calorie-restriction study in overweight men and women, 
Nutr. Clin. Pract. 26 (3) (2011) 309–315, https://doi.org/10.1177/0884533611405992. 

[71] J.L. Dorling, S.K. Das, S.B. Racette, J.W. Apolzan, D. Zhang, C.F. Pieper, C.K. Martin, Changes in body weight, adherence, and appetite during 2 years of calorie 
restriction: the CALERIE 2 randomized clinical trial, Eur. J. Clin. Nutr. 74 (8) (2020) 1210–1220, https://doi.org/10.1038/s41430-020-0593-8. 

[72] J.F. Trepanowski, C.M. Kroeger, A. Barnosky, M.C. Klempel, S. Bhutani, K.K. Hoddy, K. Gabel, S. Freels, J. Rigdon, J. Rood, et al., Effect of alternate-day fasting 
on weight loss, weight maintenance, and cardioprotection among metabolically healthy obese adults: a randomized clinical trial, JAMA Intern. Med. 177 (7) 
(2017) 930–938, https://doi.org/10.1001/jamainternmed.2017.0936. 

[73] M. Sadeghian, S.A. Hosseini, A. Zare Javid, K. Ahmadi Angali, A. Mashkournia, Effect of fasting-mimicking diet or continuous energy restriction on weight loss, 
body composition, and appetite-regulating hormones among metabolically healthy women with obesity: a randomized controlled, parallel trial, Obes. Surg. 31 
(5) (2021) 2030–2039, https://doi.org/10.1007/s11695-020-05202-y. 

[74] P.J. Goodwin, R.J. Segal, M. Vallis, J.A. Ligibel, G.R. Pond, A. Robidoux, G.L. Blackburn, B. Findlay, J.R. Gralow, S. Mukherjee, et al., Randomized trial of a 
telephone-based weight loss intervention in postmenopausal women with breast cancer receiving letrozole: the LISA trial, J. Clin. Oncol. 32 (21) (2014) 
2231–2239, https://doi.org/10.1200/JCO.2013.53.1517. 

[75] I. Caffa, V. Spagnolo, C. Vernieri, F. Valdemarin, P. Becherini, M. Wei, S. Brandhorst, C. Zucal, E. Driehuis, L. Ferrando, et al., Fasting-mimicking diet and 
hormone therapy induce breast cancer regression, Nature 583 (7817) (2020) 620–624, https://doi.org/10.1038/s41586-020-2502-7. 

[76] D.C. Ma, C.M. Anderson, S.N. Rodman, V. Buranasudja, M.L. McCormick, A. Davis, E. Loth, K.L. Bodeker, L. Ahmann, J.R. Parkhurst, et al., Ketogenic diet with 
concurrent chemoradiation in head and neck squamous cell carcinoma: preclinical and phase 1 trial results, Radiat. Res. 196 (2) (2021) 213–224, https://doi. 
org/10.1667/RADE-20-00150.1. 

[77] V.E. Baracos, L. Martin, M. Korc, D.C. Guttridge, K. Fearon, Cancer-associated cachexia, Nat. Rev. Dis. Prim. 4 (2018), 17105, https://doi.org/10.1038/ 
nrdp.2017.105. 

C. Ni and J. Li                                                                                                                                                                                                          

https://doi.org/10.1093/jn/nxy119
https://doi.org/10.1200/JCO.2016.72.0326
https://doi.org/10.1200/JCO.2016.72.0326
https://doi.org/10.1001/jama.298.3.289
https://doi.org/10.1186/s12885-020-07041-7
https://doi.org/10.18632/aging.100114
https://doi.org/10.1007/s11136-022-03300-1
https://doi.org/10.1186/s12929-020-00651-0
https://doi.org/10.1186/s12929-020-00651-0
https://doi.org/10.1016/j.exger.2007.03.009
https://doi.org/10.1084/jem.20.5.433
https://doi.org/10.1038/s41467-021-26431-4
https://doi.org/10.1038/s41467-021-26431-4
https://doi.org/10.3390/nu12010114
https://doi.org/10.1002/iub.2145
https://doi.org/10.1017/S0007114519002757
https://doi.org/10.1007/s12032-020-1337-2
https://doi.org/10.1038/s41591-020-01209-1
https://doi.org/10.1038/s41586-021-04075-0
https://doi.org/10.1126/science.aat8515
https://doi.org/10.3322/caac.21694
https://doi.org/10.7759/cureus.33920
https://doi.org/10.7759/cureus.33920
https://doi.org/10.1002/pros.21136
https://doi.org/10.1038/pcan.2010.24
https://doi.org/10.1038/nm.4252
https://doi.org/10.1002/tcm.10005
https://doi.org/10.1093/carcin/20.10.1979
https://doi.org/10.1093/carcin/23.5.817
https://doi.org/10.1016/j.cmet.2018.04.010
https://doi.org/10.1038/s41467-022-28662-5
https://doi.org/10.1177/0884533611405992
https://doi.org/10.1038/s41430-020-0593-8
https://doi.org/10.1001/jamainternmed.2017.0936
https://doi.org/10.1007/s11695-020-05202-y
https://doi.org/10.1200/JCO.2013.53.1517
https://doi.org/10.1038/s41586-020-2502-7
https://doi.org/10.1667/RADE-20-00150.1
https://doi.org/10.1667/RADE-20-00150.1
https://doi.org/10.1038/nrdp.2017.105
https://doi.org/10.1038/nrdp.2017.105


Heliyon 9 (2023) e22814

13

[78] S.J. Athinarayanan, R.N. Adams, S.J. Hallberg, A.L. McKenzie, N.H. Bhanpuri, W.W. Campbell, J.S. Volek, S.D. Phinney, J.P. McCarter, Long-term effects of a 
novel continuous remote care intervention including nutritional ketosis for the management of type 2 diabetes: a 2-year non-randomized clinical trial, Front. 
Endocrinol. 10 (2019) 348, https://doi.org/10.3389/fendo.2019.00348. 

[79] E. Bostock, K.C. Kirkby, B.V. Taylor, J.A. Hawrelak, Consumer reports of "keto flu" associated with the ketogenic diet, Front. Nutr. 7 (2020) 20, https://doi. 
org/10.3389/fnut.2020.00020. 

[80] D. Włodarek, Role of ketogenic diets in neurodegenerative diseases (Alzheimer’s Disease and Parkinson’s Disease), Nutrients 11 (1) (2019), https://doi.org/ 
10.3390/nu11010169. 

[81] R. Egashira, M. Matsunaga, A. Miyake, S. Hotta, N. Nagai, C. Yamaguchi, M. Takeuchi, M. Moriguchi, S. Tonari, M. Nakano, et al., Long-Term Effects of a 
Ketogenic Diet for Cancer, Nutrients 15 (10) (2023) 2334, https://doi.org/10.3390/nu15102334. 

[82] M. Sugimoto, S. Ikeda, K. Niigata, M. Tomita, H. Sato, T. Soga, MMMDB: Mouse Multiple Tissue Metabolome Database, Nucleic Acids Res. 40 (Database issue) 
(2012) D809–D814, https://doi.org/10.1093/nar/gkr1170. 

[83] E. Reznik, A. Luna, B.A. Aksoy, E.M. Liu, K. La, I. Ostrovnaya, C.J. Creighton, A.A. Hakimi, C. Sander, A Landscape of Metabolic Variation across Tumor Types, 
Cell Syst 6 (3) (2018) 301–313.e3, https://doi.org/10.1016/j.cels.2017.12.014. 

[84] I.A. Simpson, D. Dwyer, D. Malide, K.H. Moley, A. Travis, S.J. Vannucci, The facilitative glucose transporter GLUT3: 20 years of distinction, Am. J. Physiol. 
Endocrinol. Metab. 295 (2) (2008) E242–E253, https://doi.org/10.1152/ajpendo.90388.2008. 

[85] P. Schönfeld, G. Reiser, Why does brain metabolism not favor burning of fatty acids to provide energy? Reflections on disadvantages of the use of free fatty 
acids as fuel for brain, J. Cereb. Blood Flow Metab. 33 (10) (2013) 1493–1499, https://doi.org/10.1038/jcbfm.2013.128. 

[86] S. Hui, A.J. Cowan, X. Zeng, L. Yang, T. TeSlaa, X. Li, C. Bartman, Z. Zhang, C. Jang, L. Wang, et al., Quantitative Fluxomics of Circulating Metabolites, Cell 
Metabol. 32 (4) (2020) 676–688.e4, https://doi.org/10.1016/j.cmet.2020.07.013. 

[87] A. Nehlig, Brain uptake and metabolism of ketone bodies in animal models, Prostaglandins Leukot. Essent. Fatty Acids 70 (3) (2004) 265–275, https://doi.org/ 
10.1016/j.plefa.2003.07.006. 

[88] S. Venneti, C.B. Thompson, Metabolic Reprogramming in Brain Tumors, Annu. Rev. Pathol. 12 (2017) 515–545, https://doi.org/10.1146/annurev-pathol- 
012615-044329. 
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