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Understand your blood pressure.
Prepare with care.
Know each stage.

Preparation, fasting formats, monitoring,
refeeding and long-term blood pressure care.
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Understand the process before making a medical decision. Extended water fasting
requires qualified supervision. Keep medication changes with your prescriber.
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BEFORE YOU BEGIN

A practical approach to blood
pressure
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High blood pressure deserves consistent care. A useful plan combines reliable
measurements, appropriate treatment and attention to the daily habits affecting your
health. Fasting is one subject within that wider plan.

My aim is to give you a clear understanding of the physiology, preparation, fasting
formats, monitoring, return to food and maintenance. You should understand what
each stage involves before making a decision with your clinician.

Understand before you act
Blood pressure, kidney function, medicines, glucose regulation and nutritional status
affect how your body responds to food restriction. A routine that suits one person
might create serious problems for another. Your starting point matters more than your
determination to complete a particular number of days.

Follow the complete process
Begin with assessment and preparation. Understand the monitoring and emergency
plan. Give the return to food the same attention as the fasting period. Then focus on
sustainable nutrition, movement, sleep and follow-up. These parts belong together.

Read with realistic expectations
Some supervised fasting programmes report substantial short-term blood pressure
reductions. The evidence does not establish a guaranteed cure, a universal fasting
duration or a reliable route off medication. Cellular mechanisms and personal
experiences also do not prove lasting clinical benefit.

KEY POINT

Use this guide to prepare for informed medical decisions. Extended water fasting requires
qualified supervision. Keep taking prescribed medicines unless your prescriber changes
the plan. Seek urgent care for emergency symptoms rather than trying to manage them
through fasting.
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Read for understanding
Begin with the framework on page 4, then follow the chapters in order. The
explanations connect blood pressure regulation with the practical decisions about
assessment, food restriction, nutrition and everyday care.

Read for a clinical discussion
Start with pages 14-21 to review suitability, assessment, medicines and preparation.
Continue to the relevant format, then read pages 29-31 on food resumption. Read the
symptom and emergency sections before considering restriction.

The durations and examples help explain the process. Your actual instructions should
come from the clinician responsible for your care.



THE COMPLETE PROCESS

Your six-stage framework
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A structured approach begins before food restriction and continues after ordinary
eating resumes. Assessment, monitoring and long-term habits determine whether an
intervention is appropriate and whether any improvement lasts.

1. Establish your starting point
Record your medical history, blood pressure pattern, body measurements, relevant
laboratory results and complete medicine list. Identify conditions requiring specialist
care. Your clinician should decide whether fasting belongs in your care at all.

2. Prepare deliberately
Use the preparation period to improve food quality, reduce caffeine gradually where
needed, arrange monitoring and agree on medical contact. Plan time for rest and a
clear return-to-food process. Do not begin by guessing how to manage your medicines.

3. Understand each format
The progression covered here includes daily 16:8 eating, 24 hours, 36-48 hours, 3-4
days, 5-7 days and 10-14 days. These are different levels of exposure, not targets
everyone should complete. Longer duration requires a new clinical decision.

4. Monitor and respond
Keep the agreed pressure, pulse and symptom records. Longer programmes require
appropriate laboratory testing and active clinical review. New symptoms or abnormal
results take priority over a planned finish time.

5. Return to food with a plan
The refeeding plan should exist before a prolonged fast begins. Food amounts,
progression, fluids and any laboratory or nutrient treatment depend on your condition.
A gentle-looking meal does not automatically prevent refeeding complications.

6. Maintain and reassess
Build adequate meals, regular movement, sleep and follow-up into ordinary life. Judge
progress by sustained health and safe control, including medicines where needed,
rather than the lowest reading during a fast.



CHAPTER 1 / BLOOD PRESSURE

Understand the two numbers

WATER FASTING & HYPERTENSION  /  PRACTICAL GUIDE 05 / 52

Blood pressure measures the force of circulating blood against artery walls. It reflects the
interaction between the heart, blood vessels, kidneys, hormones and nervous system.

Systolic and diastolic pressure
Systolic pressure is the upper number. It reflects pressure during contraction of the
heart's main pumping chamber. Diastolic pressure is the lower number, measured
between beats as the heart relaxes and refills. Both are expressed in millimetres of
mercury, or mmHg.

Category Systolic Diastolic

Normal Below 120 and below 80

Elevated 120-129 and below 80

Stage 1 hypertension 130-139 or 80-89

Stage 2 hypertension 140 or higher or 90 or higher

These AHA/ACC categories provide a common language for adult readings. If the two
values fall in different categories, use the higher category. Diagnosis and treatment
decisions depend on repeated measurements and the wider clinical picture.

What produces the pressure?
The relationship is summarized as cardiac output multiplied by total peripheral
resistance. Cardiac output is the amount of blood pumped per minute. Peripheral
resistance is resistance to flow through the smaller arteries and arterioles. More circulating
volume or narrower vessels often increases pressure.

A number does not identify every cause
An elevated reading does not distinguish kidney disease, hormonal effects, vessel
stiffness, medicine effects or excess fluid. Finding contributors requires assessment
alongside measurement.

KEY POINT

A single reading does not establish your usual pressure or your personal treatment target.
Record repeated readings correctly and review the pattern with your clinician. Urgent readings
and symptoms are covered on page 42.



CHAPTER 1 / CAUSES AND TREATMENT

Look beyond the reading
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Primary and secondary hypertension
Primary hypertension involves interacting influences rather than one identifiable
disease. Genetics, ageing, kidney sodium handling, vessel function, body weight, activity
and other factors contribute. Insulin resistance is relevant for some people, but does not
explain every case.

Secondary hypertension arises from an identifiable condition. Examples include excess
aldosterone, narrowing of the renal arteries, adrenal hormone disorders, sleep apnoea,
thyroid disease and coarctation of the aorta. These conditions require targeted
investigation and treatment.

The metabolic contribution
Insulin resistance means your tissues respond less effectively to insulin. The pancreas
often compensates by producing more. Elevated insulin, abdominal fat, sodium retention
and nervous system activity interact with pressure regulation. Poor sleep, inactivity and
dietary patterns sometimes reinforce these problems.

How medicines help
ACE inhibitors and ARBs affect angiotensin signalling. Diuretics increase sodium and
water excretion. Calcium-channel blockers relax vascular muscle. Beta-blockers reduce
selected sympathetic effects on the heart. Different medicines suit different clinical
circumstances.

Blood pressure medicines reduce cardiovascular risk. They also need regular review for
effectiveness, symptoms, kidney function and other relevant effects. Taking treatment
and improving daily habits are compatible parts of care.

Ask two practical questions
What is controlling your pressure now? Which modifiable conditions are contributing to
the problem? A useful review includes food, activity, weight, sleep, kidney function,
smoking, alcohol and your complete medicine list.

KEY POINT

Do not interpret a metabolic explanation as permission to delay or stop prescribed
treatment. A lower pressure and better metabolic health are useful goals, but neither
guarantees that medication is no longer needed.



CHAPTER 2 / THE HISTORICAL BACKGROUND

How therapeutic fasting developed
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A longstanding medical practice
Fasting appears in ancient Greek and other medical traditions, later European medicine
and nineteenth-century American practice. Historical discussions often name
Hippocrates, Avicenna, Paracelsus, Isaac Jennings, Edward Dewey and Henry Tanner.

During the twentieth century, practitioners and institutions associated with Herbert
Shelton, John Tilden, William Howard Hay and Otto Buchinger developed different
approaches. DeVries and Paul Bragg helped popularize explanations and practical
routines still discussed today.

What the historical reports contribute
Clinical accounts describe supervised fasts and sometimes striking falls in blood
pressure. They helped generate questions about food intake, sodium handling, body
weight, insulin and the body's response to deprivation. Modern physiology offers ways to
investigate those observations.

Historical case reports also have limits. Documentation, patient selection, treatment
combinations and follow-up differ. A large reported case count is not equivalent to a
randomized clinical trial, and an unusual result is not a prediction for your own health.

Why research quality matters
Long-term care requires evidence about benefit, harms, durability and comparison with
alternatives. Research funding and clinical traditions influence which interventions
receive attention, but limited adoption does not establish that a treatment has been
suppressed or already proven.

Familiarity does not make all fasting equivalent
Christian and Muslim fasting practices are familiar in Nigeria and many other countries.
Religious fasting, daytime abstinence, dry fasting, time-restricted eating and continuous
water-only fasting involve different exposures. Their findings and safety requirements
should not be treated as interchangeable.

KEY POINT

Use history as context. For treatment decisions, give greater weight to the intervention
actually studied, the quality of its evidence, its risks and your clinical circumstances. The
directly relevant human studies are discussed on pages 43-44.



CHAPTER 3 / FUEL USE

What changes during the first 48
hours

WATER FASTING & HYPERTENSION  /  PRACTICAL GUIDE 08 / 52

The first 12-24 hours
When food intake stops, incoming dietary glucose falls and insulin usually declines. Liver
glycogen supplies part of the glucose needed between meals. Fat breakdown increases
as the body adapts to the absence of food.

Kidney handling of sodium and water also changes. Some early weight and pressure
reduction reflects altered fluid balance. It should not all be interpreted as loss of body fat
or repair of blood vessels.

The 24-48-hour transition
As liver glycogen becomes less available, the body relies more on fat and on glucose
made from non-carbohydrate material. This process is called gluconeogenesis.
Glycerol and amino acids are among its inputs. The liver also increases production of
ketones from fat.

What ketones do
Beta-hydroxybutyrate, abbreviated BHB, and acetoacetate provide alternative fuel for
several tissues. BHB also participates in signalling pathways, including pathways related
to inflammation. Ketone production is a metabolic adaptation, not a direct test of
whether hypertension has resolved.

What you might notice
Hunger, headache, reduced energy, irritability and changes in concentration occur in
some people. Caffeine withdrawal and fluid shifts sometimes contribute. Responses
differ according to recent meals, activity, medicines, health and the duration of
restriction.

The phrase keto flu is often used for early discomfort. That label does not identify its
cause or establish that it is safe to continue.

KEY POINT

Treat time bands as approximate explanations, not promises. Ketosis does not rule out low
glucose, dehydration or serious illness. Persistent, severe or worsening symptoms require
clinical assessment rather than reassurance from an expected timeline.



CHAPTER 3 / LONGER FASTING

Autophagy, duration and stopping
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Cellular recycling
Autophagy is the breakdown and recycling of damaged or surplus components within
cells. Material is enclosed and delivered to cellular structures that digest and reuse it.
This process operates in ordinary physiology and responds to nutrient and other
signals.

Why the 48-72-hour period receives attention
Longer food restriction often brings greater ketone use and changes in appetite. It also
affects nutrient-sensing pathways associated with cellular recycling. These
observations help explain research interest, but do not establish a universal point at
which repair reaches a therapeutic level.

Beyond three days
Continuing restriction extends exposure to altered fuel use, sodium and fluid changes,
nutritional deprivation and medicine effects. Reports of larger pressure reductions with
longer fasting do not establish that each additional day adds benefit. Risks and
monitoring needs also change.

How to judge whether to stop
A planned duration must remain conditional on symptoms, measurements, test
findings and the supervising clinician's judgement. Hunger returning or tongue coating
clearing are traditional observations. Neither is a reliable medical test of completion or
safety.

Muscle and nutritional reserves
Fasting uses stored energy, but does not guarantee protection of all lean tissue or
nutrients. Some protein contributes to glucose production. A person's body size or
previous fasting experience does not establish that prolonged restriction is safe.

KEY POINT

The Nobel Prize recognized mechanisms of autophagy, not a fasting cure for hypertension.
A guaranteed 72-hour reset, immune regeneration or reversal of ageing has not been
established for adults with high blood pressure. Use clinical findings to guide decisions.



CHAPTER 4 / INSULIN AND SODIUM

How metabolic signals affect
pressure
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1. Insulin resistance changes regulation
When tissues respond less effectively to insulin, the pancreas often releases more to
maintain glucose control. Blood sugar sometimes remains within the usual range during
this compensation. Abdominal fat, inactivity, poor sleep and dietary patterns contribute to
the metabolic setting.

2. Sodium retention affects circulating volume
Insulin influences sodium reabsorption in the kidney. Retaining more sodium often retains
more water and increases circulating volume. This is one reason metabolic health and
sodium intake belong in the same assessment, while still requiring separate attention.

3. Hormonal and nervous signals interact
The renin-angiotensin-aldosterone system, or RAAS, helps regulate pressure and fluid
balance. Angiotensin II narrows vessels. Aldosterone promotes sodium retention.
Sympathetic signals also affect heart activity, vessel tone and kidney function.

Over time, persistent pressure and metabolic stress interact with vascular stiffness and
structural change. These pathways overlap rather than acting as a single isolated cause.

4. Food restriction changes several inputs
Without food intake, insulin usually falls, sodium excretion sometimes increases and
circulating volume changes. Fat use and ketone production rise. These changes help
explain why pressure sometimes falls during fasting, while also explaining risks from low
pressure, dehydration and medicines.

Keep the aim in perspective
Improving insulin sensitivity is useful where relevant. It does not replace investigation of
kidney disease, secondary hypertension or other causes, and it does not turn a brief
pressure reduction into proof of cure.

KEY POINT

A physiological explanation helps you understand what to measure and discuss. It does not
determine whether fasting is appropriate for you. Your diagnosis, medicines, nutritional status
and overall cardiovascular risk still guide care.



CHAPTER 4 / METABOLIC ASSESSMENT

Understand the metabolic tests
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Fasting insulin
Glucose sometimes remains normal because the pancreas produces more insulin.
Measuring insulin alongside glucose adds information in selected circumstances. It
should be interpreted with your clinical history and other findings, rather than treated
as a stand-alone explanation for hypertension.

HOMA-IR
HOMA-IR estimates insulin resistance from fasting glucose and insulin. When glucose is
in mmol/L and insulin is in micro-units/mL, the formula is glucose multiplied by
insulin, divided by 22.5. Units matter.

Values below 1.5 are sometimes described as desirable, with higher values prompting
further assessment. There is no single threshold that diagnoses insulin resistance in
every population or proves the cause of high pressure has been removed.

Triglyceride-to-HDL ratio
This ratio offers another view of metabolic patterns. Its numerical value depends on
the units used for triglycerides and HDL. Keep the component results, units and
laboratory report together. A ratio should not replace the full lipid and cardiovascular
assessment.

Glucose and HbA1c
Glucose reflects the sampling condition and current regulation. HbA1c reflects glucose
exposure across the preceding months. A short intervention should not be judged by
expecting HbA1c to reflect an immediate response.

Interpret the pattern
Pressure, kidney function, body measurements, glucose regulation and lipids answer
different questions. Review them together and compare meaningful trends. Your
clinician should decide whether insulin testing adds useful information to your care.

KEY POINT

Do not use a HOMA-IR or lipid-ratio target as a reason to stop medicine. Improved
metabolic markers do not prove permanent remission of hypertension or remove other
treatment indications.



CHAPTER 5 / BLOOD VESSEL FUNCTION

Pressure and vascular health
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The endothelium
The endothelium is the layer of cells lining blood vessels. It helps regulate vessel
relaxation, inflammatory activity and clotting. Nitric oxide is one of the signals
supporting relaxation. Impaired endothelial function affects how vessels respond to
changing demand.

How plaques develop
Vascular injury, LDL-containing particles and immune responses interact in
atherosclerosis. Altered particles enter the vessel wall, immune cells respond and
plaques develop. Glucose regulation, smoking, pressure, lipids and other influences
affect this process.

Inflammation matters, but does not make cholesterol irrelevant. LDL remains an
important part of cardiovascular risk assessment and treatment.

Why fasting attracts research interest
Lower food intake changes glucose exposure, insulin, ketone signalling,
nutrient-sensing pathways and body weight. Researchers investigate whether these
changes affect inflammatory markers or vessel function. Changes in a marker do not
automatically establish a reduction in heart attacks or strokes.

Functional and structural changes differ
Vessel responsiveness and circulating markers sometimes change sooner than vessel
structure. Pressure readings do not show whether a plaque has changed or an artery
has been repaired. Structural claims need appropriate measurements and follow-up.

Protect the wider cardiovascular picture
Review smoking, physical activity, food patterns, diabetes, kidney health and lipids
alongside pressure. A comprehensive plan addresses the factors relevant to your own
risk rather than focusing on one mechanism or one short-term reading.

KEY POINT

Do not assume fasting removes plaques, makes large LDL particles harmless or repairs
arteries on a predictable timetable. Keep appropriate lipid-lowering and blood pressure
treatment under clinical review.



CHAPTER 6 / AUTOMATIC REGULATION

The nervous system and blood
pressure
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Continuous automatic control
The autonomic nervous system regulates heart activity, vessel tone and internal functions
without conscious effort. Sympathetic activity supports responses to demand.
Parasympathetic activity, including vagal influences, helps regulate recovery and
heart-rate slowing.

Feedback from the body
Pressure-sensitive receptors send information to control centres in the brainstem. The
resulting signals interact with hormones and kidney function to adjust pressure. This
feedback helps the circulation respond to standing, exercise, stress and sleep.

Why sustained activation matters
Persistent high pressure and excess stimulation contribute to strain on the heart, vessels
and kidneys. The heart's main pumping chamber sometimes thickens in response to
increased workload. Metabolic problems and autonomic regulation also interact.

What changes during food restriction
Fuel use, insulin, fluid balance and stress-related signals change. Some people report a
lower resting pulse, greater calm or changes in heart-rate variability. These observations
vary and do not provide a complete measure of safety or cardiovascular health.

Support healthy regulation between interventions
Consistent sleep, suitable aerobic activity, adequate nutrition and appropriate treatment
all matter. Loud snoring, disrupted breathing and daytime sleepiness deserve assessment
for sleep apnoea. Nighttime pressure patterns sometimes require ambulatory monitoring.

Wearables provide additional trend information, but their HRV scores should not replace
pressure readings, symptoms, drug review or clinical assessment.

KEY POINT

Feeling calmer or seeing an improved wearable score does not establish that hypertension has
resolved. A low pulse or pressure also needs context, especially if you feel weak, faint or
unusually tired.



CHAPTER 7 / ELIGIBILITY

Decide whether fasting belongs in
your care
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Begin with your current health
Pregnancy, breastfeeding, undernutrition, active eating disorders, type 1 diabetes and
unstable serious illness require different care from the routines discussed here. Extended
food restriction should not become a self-directed way to treat those situations.

Recent major surgery, trauma, an acute psychiatric crisis, active cancer treatment,
decompensated heart failure or a recent heart attack also require specialist decisions. A
short duration does not automatically make restriction suitable.

Identify conditions requiring additional review
Type 2 diabetes, blood pressure treatment, kidney disease, abnormal electrolytes, gout,
reflux, ulcer disease and managed heart rhythm problems all affect the plan. Previous
fasting experience does not remove these concerns.

Understand why the risk changes
Some diabetes drugs lower glucose even when food intake stops. Blood pressure drugs
interact with changing volume and pressure. Kidney impairment reduces the ability to
manage fluid, minerals and acid-base changes. Potassium and magnesium shifts are
especially relevant with rhythm disorders.

Nutritional status matters as well as body weight. A person with a larger body size still
needs adequate protein, minerals and other nutrients, and might have conditions making
prolonged restriction unsafe.

Make the decision before preparing
Your clinician should assess stability, nutritional needs, medicines, cardiovascular risk and
access to appropriate care. The outcome might be a daily meal-timing change, another
intervention or no fasting. It should not depend on choosing a duration first and seeking
reassurance afterward.

KEY POINT

Hypertension during pregnancy requires obstetric care. Type 1 diabetes, eating disorders,
malnutrition and unstable disease should not follow a self-directed water-fasting programme.
Obtain the appropriate specialist assessment.



CHAPTER 7 / BASELINE ASSESSMENT

Record your history and
measurements
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Prepare a complete health history
Record how long your pressure has been elevated, your highest known readings, previous
treatment and any symptoms. Include heart attack, stroke, TIA, coronary procedures,
diabetes, kidney disease, liver disease and alcohol use. Mention premature cardiovascular
disease in close relatives.

List every prescription with its dose and timing. Add over-the-counter medicines,
supplements and herbal products. NSAIDs, warfarin and lithium are examples requiring
attention because fluid status, kidney handling and dietary changes affect their risks.

Establish a reliable pressure pattern
Baseline assessment includes resting readings, repeated measurements and comparison
between arms where appropriate. Clinic readings sometimes exceed ordinary readings
because of anxiety. Other people have elevated pressure outside the clinic despite
apparently normal clinic values.

Home records or a 24-hour ambulatory monitor help clarify the pattern when indicated.
Bring your own monitor to a clinical appointment so its technique and readings are
checked.

Record pulse and body measurements
Resting pulse and rhythm provide useful comparison points. Weight, height, BMI and waist
circumference add information about body size and metabolic patterns. They should be
interpreted together rather than used to select a fasting duration automatically.

Keep one accessible baseline record
Combine the history, measurements, relevant results, medicine instructions and contact
arrangements. During later review, this helps distinguish a pre-existing problem from a
new change and supports clear communication.

KEY POINT

Use a validated upper-arm monitor and standardized technique. Inter-arm differences, an
irregular pulse and lying-to-standing measurements require appropriate clinical interpretation.
Do not attempt postural testing without instruction if you are dizzy or at risk of falling.



CHAPTER 7 / LABORATORY ASSESSMENT

Know what the tests are checking
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Testing should follow your health history, medicines and proposed intervention. For an
extended programme, baseline investigations are often obtained during the preceding
2-4 weeks, with timing adapted to clinical need.

Test group Purpose

FBC or CBC Review anaemia, white blood cells and platelets

Kidney and chemistry panel Assess sodium, potassium, chloride, bicarbonate, urea,
creatinine and eGFR

Glucose regulation Review glucose, HbA1c and selected insulin-related tests

Lipids and inflammation Assess the lipid profile and selected inflammatory markers

Additional tests Consider magnesium, uric acid, liver tests and thyroid function

Cardiac assessment Obtain an ECG where indicated by history, rhythm or symptoms

Correct problems before considering restriction
Anaemia, electrolyte depletion, unstable kidney function and uncontrolled illness need
assessment and treatment. Starting with an unexplained abnormality makes later
changes harder to interpret and increases risk.

Compare like with like
Keep units, sampling conditions and laboratory ranges with the results. Insulin appears
in different units, and ratios depend on consistent measurements. A change in a number
means little if the units or conditions have changed.

Include the return-to-food plan
Phosphate, potassium, magnesium and fluid balance become particularly important
when nutrition resumes after prolonged deprivation. A baseline panel does not remove
the need for later assessment.

KEY POINT

Your clinician decides which tests are relevant and when to repeat them. A broad normal
panel is not a guarantee of safety, and a daily meal-timing change does not automatically
require the same investigation as a prolonged water fast.



CHAPTER 7 / MEDICINES

Agree on your medication plan
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Medicine group What needs attention

Diuretics Sodium, fluid and potassium losses

ACE inhibitors and ARBs Pressure, potassium and kidney function

Beta-blockers Heart rate, pressure and risks from abrupt withdrawal

Calcium-channel blockers Pressure reduction and related symptoms

Insulin and sulphonylureas Low glucose when ordinary food intake stops

Warfarin, lithium and other
drugs

Dietary change, hydration and kidney handling

Before a fast
Your prescriber should review every medicine, its purpose, dose and timing. Some
drugs treat heart failure, angina, rhythm problems or kidney disease as well as blood
pressure. Never withdraw a beta-blocker abruptly.

During the programme
Transmit the agreed pressure, pulse, symptom and test information. Report concerning
changes when they occur. Decisions about reducing, withholding, maintaining or
replacing a drug belong to the responsible clinician.

Do not wait for severe symptoms before reporting low readings. Equally, do not
assume a low reading automatically means a particular dose should be skipped.

After food resumes
The medicine plan needs review as ordinary eating, fluid balance and activity return.
Keep the updated instructions in writing. Include who to contact if pressure rises again
or symptoms persist.

KEY POINT

The safest plan is specific to your health, drug indications and measured response. Another
person's reduction schedule, a numerical target or a previous fast does not provide your
dosing instructions.



CHAPTER 7 / PREPARATION

Prepare over the preceding two
weeks
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Week one: improve food quality
Reduce added sugar, refined flour products, sweet drinks and highly processed snacks. Build
meals around vegetables, legumes, intact grains, whole fruit and suitable protein. Whole
fruit retains fibre and food structure that juice does not.

Use this period to establish meals you will maintain afterward. Preparation should support
adequate nutrition rather than become an additional unsupervised period of severe
restriction.

Reduce caffeine gradually where needed
If you drink several cups daily, tapering helps separate caffeine withdrawal from other early
symptoms. One approach reduces intake by roughly a cup equivalent each day, reaching
one cup or less before the final week and none during the final 2-3 days if that fits the
agreed plan.

Week two: confirm the dietary approach
Some preparation plans emphasize non-starchy vegetables, moderate protein and fats from
foods such as avocado, olive oil, nuts and seeds. A target below 50 grams of carbohydrate
daily is restrictive and requires individual review, especially with diabetes treatment. Raw
fruit and vegetable preparation is not a medical cleansing requirement.

Arrange the practical details
Have a validated monitor, a written log, any requested glucose equipment, safe drinking
water and an agreed clinical contact. Reduce demanding obligations and plan access to rest.
Discuss alcohol and smoking with your clinician.

The final day
Avoid a large compensatory last meal. A modest meal of vegetables with an appropriate
protein fits the whole-food approach. Confirm actual start time, medicine instructions,
monitoring and the return-to-food plan.

KEY POINT

The preparation pattern should match your nutritional and medical needs. Changing
carbohydrates or total food intake also changes the effects of some medicines. Resolve those
questions before beginning.



CHAPTER 7 / STARTING DECISIONS

Make the plan concrete before day
one
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Select the appropriate level
An introductory period, a multi-day programme and a prolonged fast are different
interventions. Starting categories sometimes discussed include 24-48 hours, 3-5 days and
7-14 days, but duration alone does not determine suitability. The decision must include
current health, medicines, nutrition and access to care.

Establish the reason to proceed
What benefit is being sought? Which alternatives are available? How will the response be
measured? A programme should have a clinical purpose rather than a goal to complete an
impressive number of days.

Pressure in an emergency range requires medical assessment. Fasting should not be used
to postpone treatment or attempt an urgent reduction at home.

Discuss possible experiences
Hunger, headache, fatigue, feeling cold, breath changes, less frequent bowel movements
and disturbed sleep occur in some people. Explain these in advance, while making clear
which symptoms require review. Dizziness should not be dismissed as proof of adaptation.

Write down the contact and stopping plan
Identify who reviews readings, how quickly contact is available, which findings need
same-day advice and which need emergency care. Record the plan if the fast ends earlier
than expected. Nutrition resumption should already be arranged.

Give clinical findings priority
The exact duration must remain open to review. Symptoms, pressure, pulse, glucose
where relevant, laboratory findings and nutritional concerns outweigh a planned finish
time. Stopping for a medical reason is appropriate care.

KEY POINT

Persistent or severe symptoms, fainting, chest pain, neurological changes, palpitations or
vomiting require assessment. An expected timeline does not provide reassurance about a
concerning change.



CHAPTER 8 / THE PROGRESSION

Understand the six formats
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These formats differ in duration, food exposure and clinical requirements. They help
organize the discussion with your clinician. They are not a sequence everyone should
complete.

Format Role within the framework

Daily 16:8 eating Daily meals inside an eight-hour window, often used as an initial
stage

24 hours A short continuous water-only period

36-48 hours A longer interval involving greater change in fuel use

3-4 days A multi-day programme with planned clinical review

5-7 days An extended programme with additional laboratory checkpoints

10-14 days A prolonged programme requiring an appropriate medical setting

Progression is conditional
Do not select a longer period because the previous one felt manageable. Reassess current
health, medicine use, test results, nutrition and previous adverse effects. Some people
should use a different approach or avoid fasting altogether.

The shared structure
Preparation, monitoring, medical contact, appropriate activity limits and a return-to-food
plan apply across the water-only formats. Longer restriction raises additional concerns
about electrolytes, kidney function and refeeding.

Daily eating is a different exposure
Time-restricted eating preserves meals each day. The research and practical requirements
for that pattern should not be treated as identical to those for several days without food.

KEY POINT

More fasting does not automatically mean more benefit. There is no requirement to reach the
longest format. The appropriate intervention is the one supported by your clinical situation,
goals and available care.



CHAPTER 8 / SHARED REQUIREMENTS

Water, monitoring and clinical
contact
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Define the format clearly
Water-only fasting excludes food, juice, broth and other sources of energy. It differs from
the introductory daily eating pattern, where unsweetened drinks are sometimes included
outside meal times. A definition must never prevent necessary medical treatment.

Individualize fluid intake
Fixed figures such as 2-3 litres daily, or an upper range around 3.5 litres, are not suitable
for every person. Kidney function, heart disease, medicines, climate, symptoms and
losses affect requirements. More water is not automatically safer and sometimes
worsens sodium imbalance.

Use safe drinking water. Mineral or electrolyte treatment, when clinically needed, takes
priority over maintaining a water-only label.

Keep the agreed records
A typical monitoring structure includes morning and evening pressure, resting pulse and
a symptom log. Record times, medicine use and any new changes. Use standardized
seated technique for ordinary home readings.

Initial arm comparisons and lying-to-standing measurements need appropriate
instruction. They should not create a fall risk or replace ordinary measurement
technique.

Make clinical review active
For programmes extending beyond 48 hours, daily clinical contact is a core
consideration. Longer formats add laboratory checkpoints. The responsible clinician
should actually review the information and respond, rather than simply be listed as a
contact.

KEY POINT

Agree on fluids, medicines, monitoring, access to testing and stopping criteria before
beginning. Do not independently correct cramps, dizziness or weakness with extra water,
salt or potassium. Similar symptoms arise from different problems.



CHAPTER 8 / DAILY MEAL TIMING

The 16:8 foundation
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Set an eight-hour eating window
A 16:8 pattern places daily food intake inside eight consecutive hours and leaves
sixteen hours without calories, including sleep. Examples include 10 am-6 pm or
noon-8 pm. An earlier window is often discussed for alignment with daytime
metabolism, but practicality and medical needs matter.

Maintain adequate meals
An initial four-week period offers time to evaluate whether the routine suits you.
Structured meals help you meet nutritional needs. Avoid turning a shorter window into
inadequate energy, protein or fluid intake. A no-snacking rule is not a substitute for
checking overall nutrition.

Pay attention to food quality and order
Vegetables and fibre first, followed by protein and fats, then the carbohydrate portion,
is one meal-order approach. It is intended to moderate the post-meal glucose
response. Choose appropriate portions and whole foods rather than relying on order
alone.

Add suitable post-meal movement
Gentle movement after eating supports muscle use of glucose. Legumes, intact oats
and appropriately prepared starches fit the wider food pattern. Vinegar is not a
required treatment for pressure or glucose and is unnecessary for following this
framework.

Review the response
Track pressure and symptoms as agreed. Tests around weeks 2 and 4 are sometimes
used in a monitored programme, but the need and timing depend on your health and
medicines. Do not judge the routine against a promised percentage reduction.

KEY POINT

Early time-restricted-eating research does not validate every eight-hour schedule or its
additions. Discuss medicine timing, glucose risks and nutritional needs before adopting a
substantial change in meal timing.



CHAPTER 8 / A 24-HOUR INTERVAL

The introductory water-only format
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Understand its purpose
A full day without food begins changes in stored carbohydrate use, insulin and sodium
handling. It also provides information about tolerance. Those observations do not
establish that a longer period will be safe or more useful.

Make the timing exact
If your clinician selects this format, a dinner-to-dinner example gives twenty-four
elapsed hours. Record the actual start and end time. Apply the agreed medicine and
fluid instructions rather than treating the short duration as an exception to them.

Keep demands modest
Arrange enough flexibility for rest. Light walking is sometimes included, often around
20-30 minutes if appropriate and comfortable. Avoid strenuous exercise or an
obligation to complete a walking target despite fatigue or dizziness.

Measure and communicate
Continue the agreed morning and evening pressure and pulse records. Include
symptoms, relevant glucose readings and medicine use. Report concerning changes
according to the contact plan. A lower reading is useful only when interpreted in
context.

Resume food without compensation
Plan a modest first intake rather than a large meal to make up for missed food. Eat
slowly, assess tolerance and return to adequate whole-food meals. Page 30 explains
the shorter return-to-food sequence and its limits.

Review before repeating
Discuss what happened, including symptoms and any unplanned change. Repetition or
extension should follow that review, not the assumption that one completed interval
establishes long-term suitability.

KEY POINT

Introductory does not mean risk-free. Blood pressure and diabetes medicines still matter.
Follow the individual plan for restriction, monitoring and food resumption.



CHAPTER 8 / LONGER SHORT FORMATS

The 36-48-hour interval
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What changes with the longer interval
Stored carbohydrate becomes less available, fat use increases and glucose production
from non-carbohydrate material continues. Ketone production rises in many people. The
size and timing of these changes depend on health, activity, recent meals and medicines.

Define thirty-six hours correctly
Dinner on day 0, a full day 1 without food and breakfast on day 2 gives roughly thirty-six
hours, depending on the meal times. Write down the elapsed hours rather than relying on
a day number.

Define forty-eight hours correctly
Forty-eight hours ends at the same clock time two days after the start. Dinner on day 0 to
breakfast on day 3 is usually longer. Clear timing prevents a planned short interval from
being unintentionally extended.

Maintain the shared requirements
Use the agreed fluid and medicine plan, pressure and pulse records, clinical contact and
food-resumption arrangement. Keep activity light and rest when needed. Do not push
through dizziness or reduced capacity to complete the planned hours.

Expect variation
The second day feels more difficult for some people. Others report less appetite or
improved concentration. Neither experience proves the effect on blood pressure or the
safety of continuing. Symptoms need assessment rather than interpretation through a
fixed adaptation timetable.

Review the outcome
Record actual duration, pressure pattern, symptoms, glucose where relevant and how
eating resumed. Those details are more useful than a simple completed-or-not-completed
label.

KEY POINT

There is no guaranteed hour at which appetite, ketones or pressure changes become safe.
Your clinical state and monitoring findings determine the next decision, including an earlier
end when necessary.



CHAPTER 8 / A MULTI-DAY PROGRAMME

The 3-4-day format
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Plan the clinical setting first
Several days without food require a clear supervision, medicine, monitoring and
nutrition-resumption plan. Record actual elapsed hours because day labels alone do not
define the duration precisely.

Day 1: initial transition
Food intake stops, stored fuels contribute more and fluid handling changes. Keep the
agreed records and reduce demands. Rest according to symptoms rather than trying to
maintain ordinary work and exercise expectations.

Day 2: variable tolerance
Lower energy, hunger and altered concentration occur in some people. The fact that
discomfort is common does not establish its cause. Persistent headache, vomiting,
dizziness or marked weakness needs clinical review.

Days 3-4: reassess rather than assume
Some people report less appetite and clearer thinking as ketone use increases. These
experiences do not guarantee stable glucose, normal electrolytes or adequate circulation.
Pressure, pulse, symptoms and any requested tests remain the basis for decisions.

Medicines, activity and sleep
Transmit readings to the responsible clinician and follow the written medication
instructions. Gentle movement is appropriate only if it fits your health and remains
comfortable. Improved sleep or alertness should not prompt demanding exercise or an
automatic extension.

Prepare the return to food
A staged return often moves through small liquid or soft-food servings before a wider meal
pattern. The exact sequence depends on tolerance and refeeding risk. Do not assume that
completing the planned restriction makes a large first meal safe.

KEY POINT

A multi-day programme is not a test of persistence. Clinical concerns take priority over
reaching day 3 or day 4. Do not independently copy drug reductions or use a subjective
improvement as reassurance about a new symptom.



CHAPTER 8 / AN EXTENDED PROGRAMME

The 5-7-day format and checkpoints
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Begin with a fresh assessment
The extended format requires more than tolerance of a shorter interval. Review
nutrition, medicines, kidney function, cardiac history and the availability of active care.
Confirm the food-resumption plan and how urgent help will be obtained.

The sequence across the week
The early days involve the same fuel, fluid and symptom changes discussed in shorter
formats. Later days sometimes bring reduced appetite and clearer thinking, while
physical capacity remains below normal. Some protein contributes to glucose
production, so changes in weight should not be interpreted as fat loss alone.

Additional laboratory review
A monitored framework often includes blood testing around day 3 or 4. Relevant
measurements include sodium, potassium, chloride, bicarbonate, kidney function and
glucose. Gout history or an elevated baseline uric acid adds another reason for review.
Palpitations or an irregular pulse require cardiac assessment.

Daily decisions remain individual
The clinician should review transmitted readings and symptoms actively. Medicine
changes depend on the full clinical picture. A particular pressure does not automatically
justify withdrawing a drug, and a low fasting-period reading is not proof of a permanent
untreated baseline.

Keep activity gentle
Later-day easy walks are sometimes included, with examples around 30-45 minutes.
This is not a quota. Stop if activity brings dizziness or significant fatigue and obtain
appropriate review.

Protect the refeeding phase
The return to nutrition requires attention to fluid and mineral shifts as well as digestive
tolerance. Page 31 explains the longer sequence and clinical checkpoints.

KEY POINT

Scheduled tests are checkpoints, not reasons to delay assessment of a problem. A
concerning symptom might require testing or treatment before the next planned review.



CHAPTER 8 / PROLONGED FASTING

The 10-14-day format
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Treat this as a medical intervention
Prolonged food restriction needs an appropriate setting, a new assessment and active
clinical management. Prior tolerance of a 5-7-day fast is relevant information, but does not
establish eligibility. Current nutrition, disease, medicines and available care still govern
the decision.

Days 1-7
The first week involves the transition and monitoring requirements already described.
Clinical findings determine whether continuation is appropriate. Do not interpret the
planned end date as a commitment to continue despite symptoms or abnormal results.

Days 8-14
The duration extends exposure to altered fuel use and nutritional deprivation. Reduced
hunger, mental clarity or tongue changes do not measure electrolyte balance, kidney
safety or nutritional adequacy. Physical capacity often remains limited even when
concentration seems improved.

Laboratory checkpoints
An intensive monitoring framework includes a comprehensive review around days 5-7 and
another around days 10-12. Electrolytes, kidney function, liver function, glucose and blood
counts are among the relevant tests. Clinical findings sometimes require different timing
or additional tests.

Daily clinical contact
The responsible clinician should actively review readings, symptoms and results. Cardiac
symptoms need assessment rather than a wait until the next routine contact. Maintain
access to rest and urgent care throughout.

Arrange nutrition support before starting
The return to eating is a separate stage with its own risks. The pace, food composition,
fluids, tests and any vitamin or mineral treatment need an individual plan.

KEY POINT

There is no requirement to reach ten or fourteen days. Longer duration has not been shown to
guarantee greater benefit. Feeling well, prior experience and a normal pressure reading do not
exclude serious complications.



CHAPTER 8 / ACTIVITY AND SLEEP

Keep daily demands appropriate
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Separate fasting activity from ordinary training
The exercise routine used while adequately nourished is different from activity during
food deprivation. Intense work increases fuel demands and sometimes adds fluid loss,
fatigue and protein breakdown. A supervised water-only programme generally calls for
reduced exertion.

Use movement according to tolerance
Short easy walks are sometimes included in shorter formats. Later stages of longer
programmes sometimes use easy 30-45-minute walks or gentle stretching. Minute
ranges are examples, not requirements. Reduced capacity, dizziness or significant
fatigue should end the activity and prompt review where appropriate.

Running, demanding resistance work, intense aerobic training and prolonged exercise
do not belong in the water-only examples discussed here. Mental alertness should not
be mistaken for normal physical reserves.

Expect sleep to vary
The first nights sometimes involve disturbed sleep. Caffeine withdrawal, altered meal
habits, anticipation and changing stress signals contribute. Better sleep later is
possible, but not guaranteed and not a test of safety.

Make rest easier
A dark, quiet, comfortable room and reduced evening screen exposure support sleep.
Quiet reading or music helps some people settle. Avoid turning wakefulness into
pressure to prove the programme is working.

Review sleep medicines properly
Do not add a sedative to manage unfamiliar symptoms without advice. Equally, do not
stop an existing prescription independently. Discuss its effects, indication and dosing
with the responsible clinician.

KEY POINT

New weakness, palpitations, dizziness or difficulty with ordinary activity deserves
attention. Rest supports care, but does not replace assessment of a possible medical
problem.



REFEEDING / THE CENTRAL PRINCIPLE

Plan the return to food
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Treat nutrition resumption as a separate stage
The end of restriction does not end its physiological effects. A large first meal, rapid
eating or an abrupt return to rich food sometimes causes discomfort. After prolonged
deprivation, there are additional risks beyond digestive tolerance.

Understand refeeding syndrome
Restarting nutrition changes insulin activity and moves minerals and fluid between the
blood and cells. In vulnerable people, phosphate, potassium and magnesium fall
dangerously and fluid balance changes. The consequences affect muscles, breathing,
the nervous system and heart rhythm.

A meal being soft, liquid or easy to digest does not establish protection against these
changes. Juice alone is not a treatment for refeeding risk.

Assess the person, not only the number of days
Recent weight loss, low body weight, nutritional status, duration of minimal intake,
medicines, kidney disease, cardiac health and mineral results all matter. NICE advises
cautious nutrition support after more than five days with little or no intake, with
additional assessment for people at high risk.

Prepare the clinical plan in advance
Agree on the initial nutrition, pace of increase, fluid management, laboratory checks
and any vitamin or mineral treatment. The plan should exist before an extended fast
begins, including what happens if it ends unexpectedly.

Follow the measured response
Tolerance and clinical findings guide progression. New swelling, marked weakness,
breathlessness, palpitations or confusion after eating resumes need prompt
assessment. Do not respond by repeating the fast or adding supplements
independently.

KEY POINT

Food texture and portion size are only part of the plan. Appropriate nutrition support
addresses energy, protein, vitamins, electrolytes and fluid, with monitoring matched to
your actual risk.



REFEEDING / SHORTER INTERVALS

A gradual return after shorter
restriction
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After a 24-48-hour interval
A modest first intake is preferable to compensatory overeating. One graduated sequence
begins with a small fruit serving, such as an orange, half a mango or a cup of
watermelon. It then moves toward soup or another small serving and, later, a light meal.

Examples include vegetables with a suitable grain portion or another balanced,
manageable meal. Eat slowly and stop according to tolerance. Resume adequate
ordinary nutrition rather than continuing unnecessary restriction under the name of
refeeding.

After a 3-4-day programme
The initial intake and pace need individual assessment. A small liquid or soft-food
serving is sometimes used before a wider meal pattern. Examples include 100-150 mL of
juice, soft fruit or soup, followed by progressively broader foods if appropriate.

A traditional juice-first pattern keeps liquids longer, while other staged patterns
introduce soft food within the first day. Neither approach is a universal requirement. The
clinician should choose one clear plan rather than leaving you to combine incompatible
schedules.

Progress toward adequate meals
Fruit, soup, cooked vegetables, suitable grains or legumes and later protein foods
appear across graduated sequences. The food choices and timing should meet your
nutritional needs and account for glucose control, medicines and refeeding risk.

Avoid a large catch-up meal
Missing meals does not create a requirement to replace them all at once. Portions, pace
and clinical response matter more than the temptation to celebrate completion with
heavy food or alcohol.

KEY POINT

Grapefruit interacts with some medicines, and juice is not protection against refeeding
syndrome. Use the agreed feeding plan rather than treating the examples here as a personal
prescription.



REFEEDING / EXTENDED PROGRAMMES

The longer food progression
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The following traditional sequence illustrates how food variety has been increased
after extended restriction. It is a framework for understanding the stages, not an
individualized nutrition prescription.

Completed interval Illustrative graduated sequence

5-7 days Initial liquid intake, then soft fruit, blended soup, cooked
vegetables and progressively wider meals including grains,
legumes and suitable protein

10-14 days A slower progression through liquids, soft foods, vegetables
and protein, with the pace set by nutritional risk and clinical
findings

The timing used in a traditional staged model
For 5-7 days of restriction, one model uses liquid intake on refeeding days 1-2, fruit on
day 3, soup on day 4, vegetables on day 5 and a wider range on days 6-7. For 10-14
days, it uses liquids on days 1-3, fruit on days 4-5, soup on days 6-7, vegetables on
days 8-9 and protein foods on days 10-11 before widening further.

Why timing must remain individual
Those texture stages do not establish adequate energy, protein or mineral intake. A
long juice-only phase should not be assumed necessary or protective. The clinical team
must determine actual nutrition and the rate of increase.

Laboratory review
Frameworks often include checks around refeeding days 3-5 after a 5-7-day
programme, and days 3 and 7 after a longer programme. High-risk people sometimes
need earlier or more frequent monitoring. Symptoms take priority over a scheduled
date.

KEY POINT

The supervising team decides food amounts, fluids, laboratory testing and any vitamin or
electrolyte treatment. A traditional schedule should never override a clinical
nutrition-support plan.



CHAPTER 9 / EVERYDAY NUTRITION

Five principles for lasting progress
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1. Reduce refined and highly processed choices
Limit added sugars, sweet drinks, refined flour products and heavily processed snacks.
These changes help improve the overall dietary pattern and reduce excess energy or
sodium where relevant. Do not judge a food by an insulin response alone.

2. Build adequate whole-food meals
Use vegetables, legumes, intact grains, whole fruit, nuts, seeds and suitable protein.
Fish, eggs and moderate portions of unprocessed animal foods fit where appropriate.
Long-term care requires nourishment, not repeated deprivation without recovery.

3. Include fibre and variety
Different plant foods provide different fibres and nutrients. A target such as thirty plant
foods across a week encourages variety, counting vegetables, fruit, legumes, grains,
nuts, seeds, herbs and spices. It is a practical variety target rather than a test of
pressure control.

4. Protect protein intake
Between periods of restriction, adequate protein supports muscle and recovery.
Targets around 1.2-1.6 grams per kilogram daily are sometimes used, especially when
muscle preservation needs attention. Kidney disease and other conditions require
different individualized advice.

5. Address sodium and eating times
Review packaged-food sodium, restaurant meals, sauces, seasoning and added salt. A
sodium target below 1,500 mg daily is sometimes used in hypertension care, but your
clinician should set a suitable goal. A daily eating window should also support nutrition
and medicine use.

KEY POINT

The maintenance pattern is different from initial refeeding. Once the return-to-food phase
is complete, the aim is an adequate, repeatable diet suited to your health, rather than
maintaining the restrictions of the first feeding days.



CHAPTER 9 / FOOD CHOICES

Build meals you are able to
maintain
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Food group Examples

Vegetables Leafy greens, cabbage, broccoli, cauliflower, onions and garlic

Whole fruit Berries, citrus and other suitable whole fruit rather than routine juice

Legumes and intact grains Beans, lentils, chickpeas, oats, brown rice, barley and quinoa

Protein Fish, eggs, legumes and suitable unprocessed animal foods

Fats and seeds Avocado, olive oil, nuts and seeds in appropriate portions

Use portions as part of the plan
Examples often used include 1-2 whole-fruit portions daily, fish twice weekly or more where
suitable, and a small handful of nuts or seeds, around 30 grams. These are practical examples,
not fixed requirements for every medical condition.

Review the foods adding excess sugar or sodium
Sweet drinks, pastries, biscuits, processed meats, salty snacks and commercial sauces
deserve attention. Cooking salt and seasoning cubes also contribute. Reducing packaged food
alone does not address every sodium source.

Include variety without chasing a special food
Unsweetened yoghurt, kefir and suitable fermented foods fit some dietary patterns. Legumes,
vegetables, whole fruit and intact grains remain useful without needing a specialist product or
supplement.

Assess actual composition
An ingredient count or a label such as natural does not establish a food's health effect. Review
sodium, added sugar, fats, energy, fibre and portion size in the context of the whole diet.

KEY POINT

Choose foods according to your preferences, access and medical needs. Kidney disease, diabetes,
allergies and digestive conditions sometimes require specific changes. Everyday meal quality
matters more than attempting a perfect list of permitted foods.



CHAPTER 9 / MAINTENANCE PLANNING

Plan the year around health
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Begin with the daily foundation
Adequate food, appropriate activity, consistent sleep, medicine adherence and pressure
monitoring form the ordinary routine. A recurring fast is an optional clinical decision within that
routine, not a replacement for it.

Planning level Interval discussed in structured programmes

Weekly A 24-hour period, where individually appropriate

Monthly A 36-48-hour interval instead of the shorter event

Periodic extended A longer supervised programme during selected months

Avoid stacking every format
Where a longer interval is agreed, it replaces the shorter event rather than automatically
being added to it. The schedule should leave room for nutritional adequacy, work, exercise,
recovery and ordinary life.

Understand the proposed active phase
Some intensive frameworks describe two to four extended programmes yearly, later reducing
to one or two. These frequencies have not been established as standard hypertension care.
They should not be adopted because a calendar makes them appear routine.

Reassess before repeating
Review weight changes, muscle concerns, nutrition, symptoms, medicines, kidney health and
earlier adverse events. Ageing, illness and treatment changes alter suitability even if a
previous programme was tolerated.

Keep the plan flexible
Record agreed dates, preparation, contact, monitoring and reasons to reconsider. If the
schedule undermines adequate food, health or ordinary functioning, the schedule needs
review.

KEY POINT

There is no requirement to fast fifty-two times a year, extend monthly or repeat multi-day
restriction. The purpose of maintenance is sustained health and safe pressure control. Your plan
should serve those aims.



CHAPTER 9 / FOLLOW-UP

Track what happens after ordinary
eating returns
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Arrange the immediate review
Review pressure, pulse, dizziness, body weight, kidney findings, electrolytes and tolerance
of food resumption. Record actual duration, why the interval ended, any adverse events
and the current medicine instructions.

The reading obtained during food restriction is not the complete outcome. Pressure
sometimes changes as food, fluid balance, activity and ordinary routines return.

Follow longer-term trends
A six-monthly review is one structured approach, with timing adapted to need. Relevant
measures include glucose regulation, HbA1c, lipids, kidney function, body measurements,
symptoms and pressure averages. Insulin-related or inflammatory tests are added where
they provide useful clinical information.

Review medicines against stable findings
Where reduction is considered, the prescriber should examine sustained control after food
resumes rather than one low reading. A 2-4-week period is sometimes used to observe the
new pattern, but timing depends on the individual and the medicine's other indications.

Respond if pressure rises
Return of elevated readings requires reassessment. Check technique, adherence,
symptoms, medicines and contributing conditions. A previous low reading should not delay
necessary treatment or lead automatically to another fast.

Define success broadly
Useful progress includes safe control, improved function, adequate nutrition, manageable
habits and lower overall cardiovascular risk. Fewer medicines are appropriate for some
people, while continued treatment is appropriate for others.

KEY POINT

Medication reduction is not a required outcome. Some drugs protect the heart or kidneys or
treat rhythm problems independently of the current pressure. Keep decisions with the treating
clinician.



CHAPTER 9 / MOVEMENT AND SLEEP

Protect the other maintenance
priorities
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Move regularly between interventions
An ordinary target discussed in this framework is at least 150 minutes of moderate aerobic
activity weekly, spread over several sessions. Brisk walking, cycling, swimming and other
suitable activities are options. Consistency and a safe intensity matter more than a
particular sport.

Activity supports glucose regulation, vessel function, physical capacity and cardiovascular
care. Resistance exercise also helps maintain strength and muscle when appropriate. These
routines belong in the adequately nourished maintenance period, not in a prolonged
water-only fast.

Return gradually after extended restriction
Food intake, symptoms and physical capacity should guide the return. Begin with suitable
light activity and increase only as appropriate. A fixed refeeding-day number does not
establish readiness for ordinary training.

Protect sufficient sleep
Most adults benefit from a consistent routine allowing around 7-9 hours. Short or disrupted
sleep affects stress signals, glucose regulation and pressure patterns. Protect sleep time
from late work, inconsistent schedules and prolonged evening screen use.

Look for sleep apnoea
Loud snoring, interrupted breathing and daytime sleepiness need assessment. Sleep habits
alone do not correct an untreated breathing disorder, and sleep apnoea sometimes
contributes to difficult-to-control pressure.

Keep goals realistic
Choose routines suited to your current health and responsibilities. Repeated manageable
activity and adequate sleep are more useful than an intense plan you are unable to
maintain.

KEY POINT

Adjust activity for heart disease, frailty, symptoms and recovery. Sleep and exercise support
treatment, but should not delay assessment of persistent hypertension or a new medical
problem.



CHAPTER 9 / SUSTAINABILITY

Make the routine workable
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Understand why each habit matters
Changes are easier to maintain when the reason is clear. Food quality, sodium,
movement, sleep and medicine adherence each serve a purpose. Use that
understanding to build a routine rather than treating every decision as a test of
discipline.

Plan ordinary situations
Shopping, meal preparation, work demands and social events affect what you are able to
maintain. Choose affordable, accessible foods and realistic activity times. A plan
requiring repeated disruption of daily life needs adjustment.

Use records without becoming consumed by them
Pressure averages, symptoms and relevant test trends support productive clinical
conversations. They are tools for decisions, not a daily judgement of personal success.
Record enough to identify change without repeatedly measuring through anxiety.

Recognize the social and emotional role of food
Hospitality, family concern, habit and comfort all influence eating. Explain the plan
clearly where support is useful. Journaling and practical boundaries help some people
understand patterns. Severe or increasing distress around food deserves assessment.

Keep reliable support
Reducing unhelpful opinions does not mean concealing a medical intervention from your
care team or everyone able to help. Maintain an accessible clinical contact and an
appropriate support arrangement.

Review what is not working
If a routine causes persistent weakness, inadequate nutrition, food anxiety or difficulty
functioning, reassess it. A workable programme should support health rather than
demand endurance for its own sake.

KEY POINT

Restrictive eating, compensatory fasting or an eating-disorder history needs professional
attention. Adequate nutrition, psychological wellbeing and reliable care take priority over
meeting a fasting calendar.



CHAPTER 10 / METABOLIC CONDITIONS

Obesity and type 2 diabetes
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Look at the metabolic pattern
Abdominal obesity, elevated triglycerides, lower HDL, raised glucose and hypertension
often occur together. Weight, waist measurements, glucose regulation, lipids and
pressure provide different information about the pattern. Body weight alone does not
determine either risk or suitability for fasting.

Protect nutrition while addressing weight
Improving food quality and physical activity supports metabolic health. Restriction
should not be assumed safe because fat reserves are present. Protein, minerals, muscle
preservation, kidney health and medicine effects still require attention.

Diabetes changes the safety plan
Insulin and sulphonylureas lower glucose even when ordinary food intake stops. Other
treatments and complications also affect risk. The prescriber should review the entire
regimen before a substantial meal-timing or food-intake change.

Agree on glucose monitoring
Intensive fasting frameworks sometimes use checks at least every four hours. The right
interval depends on the drugs, glucose pattern, health and available monitoring. A
stated interval does not guarantee that low glucose or another problem will wait until the
next check.

Track the appropriate outcomes
Immediate glucose and symptoms support safety decisions. HbA1c, pressure, body
measurements, kidney findings and medicines help assess longer-term response. A
small report of insulin withdrawal does not establish a treatment plan for another person.

Let the limiting condition govern
Kidney impairment, cardiovascular instability or nutritional concerns sometimes rule out
an approach that otherwise appears metabolically attractive. Assess the whole person.

KEY POINT

Type 1 diabetes requires a separate specialist approach and should not follow this
framework. Do not reduce diabetes medicines independently or use weight loss as
reassurance that glucose regulation is safe.



CHAPTER 10 / KIDNEY AND CARDIAC HEALTH

Let clinical stability govern the
plan
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Kidney function affects every stage
The kidneys regulate sodium, potassium, acid-base balance, waste and circulating volume.
Food restriction and refeeding alter several of these demands. Reduced reserve changes the
risks and the monitoring required.

An eGFR below 30 mL/min/1.73 m2 is a major concern requiring specialist care. A value
above that threshold does not automatically make prolonged restriction suitable. Urine
albumin, trends, medicines, fluid status and the rest of the assessment also matter.

Know what needs monitoring
Creatinine, eGFR, electrolytes, bicarbonate, urine findings and symptoms help assess the
response. Reduced urine, swelling or a deteriorating result should not be dismissed as an
expected temporary change.

Uric acid sometimes rises during food restriction and triggers gout. A history of gout
therefore belongs in the initial assessment and follow-up plan.

Established heart disease requires additional care
A history of heart attack, stroke, coronary disease, heart failure or rhythm problems affects
both intervention choice and medicines. Unstable heart failure, a recent heart attack and
serious uncontrolled rhythms do not belong in an ordinary fasting programme.

Account for every diagnosis
Obesity or diabetes does not remove the limitations imposed by kidney or heart disease.
Where several conditions coexist, the most restrictive clinical requirement takes priority
over an intended duration or a preferred goal.

Keep treatment indications visible
A medicine might protect heart or kidney function beyond its pressure effect. A low reading
is not a reason to stop it without review.

KEY POINT

Prolonged fasting has not been established as treatment for kidney failure or heart failure.
Clinical deterioration requires assessment and treatment, not persistence with a schedule or
independent changes in water and medicines.



CHAPTER 10 / WOMEN'S HEALTH

Account for hormonal and
nutritional needs
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Hormonal changes affect the experience
Oestrogen and progesterone influence appetite, fluid balance, insulin sensitivity, sleep and
vascular function. Tolerance of food restriction therefore sometimes varies across the
menstrual cycle. A change in hunger or energy should not be treated as a failure of
discipline.

Do not treat cycle dates as a prescription
Some fasting approaches identify roughly days 6-13 of a 28-day cycle as more receptive and
days 22-28 as less suitable for aggressive restriction. These dates are not a validated
hypertension treatment schedule. Actual cycles and individual needs differ.

Review perimenopause and postmenopause
Changes in sleep, abdominal fat, pressure and glucose regulation often require renewed
attention during this transition. The appropriate response is a full cardiovascular and
nutritional review rather than assuming a particular fasting intensity is required.

Pregnancy and breastfeeding need different care
Therapeutic water fasting should not be used to manage pregnancy-related hypertension.
Obstetric assessment and treatment take priority. Breastfeeding also involves nutritional
demands that make self-directed extended restriction inappropriate.

Keep the wider context in view
Fertility goals, menstrual changes, symptoms, medicines, nutrition, activity and existing
conditions should all inform decisions. PCOS or hormone therapy requires specific clinical
discussion. Do not infer a personal protocol from a general cycle framework.

Respond to changes
New menstrual disruption, persistent fatigue, dizziness or restrictive eating concerns require
review. The goal is sustained health and appropriate pressure control, not maximum
exposure to fasting.

KEY POINT

Your care should reflect your actual hormonal, medical and nutritional circumstances. Neither a
cycle day nor menopausal status establishes eligibility for a prolonged water fast.



CHAPTER 11 / SYMPTOMS

Interpret symptoms without
assumptions
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Hunger and habit
Hunger often follows usual meal times and sometimes feels stronger during the second day.
Appetite later declines for some people. Rest, appropriate activity, journaling and reduced
exposure to meal routines help some manage the experience. Reduced hunger does not prove
medical safety.

Headache and lower energy
Caffeine withdrawal, changing fuel use, fluid shifts and illness all deserve consideration.
Preparation reduces some overlapping discomfort, but should not become reassurance about
a persistent or severe symptom. Reduce demands and obtain review when needed.

Dizziness on standing
A postural pressure fall sometimes produces light-headedness, greyed vision or fainting.
Changing volume, pressure and medicines contribute. Sit or lie down if you feel faint and
contact the responsible clinician. Pressure, fluids, minerals and medicines might need
assessment.

Breath, bowel and sleep changes
Breath changes associated with ketones, fewer bowel movements, feeling cold and disturbed
sleep occur in some people. These observations do not prove a harmful condition, but neither
do they exclude one. Assess the wider pattern.

Avoid the detoxification assumption
Symptoms should not be interpreted as proof that toxins are leaving or healing is progressing.
This explanation risks delaying recognition of low glucose, dehydration, electrolyte
disturbance or another medical problem.

Report changes clearly
Describe what began, when it started, severity, associated readings and whether it is
worsening. That information is more useful than attaching a label such as normal adaptation.

KEY POINT

Persistent headache, vomiting, dizziness, marked weakness or palpitations needs medical review.
Fainting, confusion, chest pain, severe breathlessness or neurological symptoms requires urgent
assessment.



CHAPTER 11 / URGENT DECISIONS

Know when to seek care
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Understand the electrolyte concerns
Sodium influences fluid and neurological function. Potassium and magnesium are
important for nerve, muscle and heart rhythm. Phosphate supports cellular energy and
becomes particularly important during refeeding. Similar symptoms arise from
different disturbances, so symptoms alone do not identify the mineral problem.

Contact the clinician promptly
New or worsening dizziness, persistent vomiting, cramps with weakness, palpitations,
markedly reduced urine or difficulty maintaining ordinary activity require attention.
Follow the agreed contact plan rather than waiting for a routine review.

Seek emergency care for emergency symptoms
Chest pain, severe breathlessness, fainting, severe confusion, trouble speaking,
one-sided weakness or sudden vision change require urgent assessment. These
symptoms matter even if the latest pressure is not extreme. New swelling or marked
weakness after refeeding also needs prompt attention.

Respond to very high readings
If systolic pressure is above 180 or diastolic above 120 without emergency symptoms,
repeat after at least one minute. If it remains this high, contact a clinician immediately.
With emergency symptoms, seek emergency care without waiting for pressure to fall.

Low pressure also needs context
Systolic pressure below 90, especially with symptoms, requires attention. A
symptomatic fall from your usual reading also matters. The goal is safe control, not the
lowest number possible.

KEY POINT

Do not independently treat suspected electrolyte problems with extra water, salt or
potassium. The wrong response sometimes worsens the underlying problem. Use the
supervising clinician's instructions and emergency services when indicated.



CHAPTER 12 / CLINICAL RESEARCH

What the human studies show
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Supervised water fasting in hypertension
Goldhamer and colleagues' 2001 report followed 174 hypertensive patients in an
inpatient programme. It combined preparation, about 10-11 fasting days and about 6-7
days of low-fat, low-sodium vegan refeeding. Mean pressure fell by 37/13 mmHg, and
almost 90% finished below 140/90. Only 6.3% used antihypertensive medicine at
entry.

Borderline high pressure
A separate 2002 report followed 68 patients. Mean fasting duration was about 13.6
days, followed by approximately six refeeding days. Mean pressure fell by 20/7 mmHg
and about 82% finished at or below 120/80. The combined intervention again included
a low-sodium plant-based diet.

What these findings establish
They document substantial short-term changes within supervised, combined
programmes. Neither study had a randomized control group. Preparation, residential
care, food restriction, treatment decisions and the post-fast diet were not separated.
The findings therefore do not establish a permanent cure or equivalent safety at home.

Daily meal timing
Sutton and colleagues' 2018 study examined early time-restricted eating in men with
prediabetes, while maintaining food intake to avoid weight loss. Improvements in
pressure and insulin sensitivity support further research into timing. They do not
validate several continuous days without food.

Adverse events remain important
A 2018 review of 768 supervised fasting visits recorded mostly mild events, but also
severe events and two serious events requiring hospital care. Supervision does not
eliminate the need for risk assessment or the possibility of complications.

Read the intervention, comparison, setting and follow-up before applying a result to
your own decisions. References 2-5 provide the primary reports.



CHAPTER 12 / MECHANISMS AND RELATED EVIDENCE

Connect the biology with its limits
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Autophagy and nutrient signals
Cellular recycling responds to nutrient-sensing pathways, including mTOR-related
regulation. Autophagy helps process unwanted proteins and damaged cell components.
Ohsumi's Nobel-recognized work established important mechanisms, including
experiments in yeast. It did not establish a fasting duration that treats hypertension.

Stem cells and immune findings
Cheng, Longo and colleagues studied IGF-1, PKA and blood-forming stem cells in 2014.
Much of the regeneration evidence came from mice, with preliminary human
chemotherapy-related findings. This does not establish that a three-day fast regenerates
the immune system of a typical adult with high pressure.

Intermittent energy restriction
Harvie and colleagues compared intermittent with continuous restriction in 107
overweight or obese premenopausal women over six months. Both groups lost weight,
with some greater insulin-related improvements in the intermittent group. This involved
restricted-energy eating rather than continuous water-only fasting.

Small diabetes reports
Furmli and colleagues described three type 2 diabetes cases using supervised
intermittent fasting. Insulin cessation in those cases is clinically interesting, but an
uncontrolled three-person report does not establish a general replacement for
treatment.

Gut microbes and daily rhythms
Fibre fermentation, short-chain fatty acids, gut permeability and TMAO are areas of
investigation. Daily pressure rises and nighttime dipping also connect sleep, meal timing
and cardiovascular regulation. These pathways provide questions for research rather
than a fixed annual calendar.

KEY POINT

Evidence from different species, populations and formats answers different questions. A
plausible mechanism is not the same as proof of lasting clinical benefit. References 5, 7, 9,
11 and 12 support this discussion.



CHAPTER 13 / WIDER HEALTH OUTCOMES

Assess wider health outcomes
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Lipid profile
Changes in weight, food intake and metabolic health affect triglycerides, HDL and
LDL-related measurements. Evaluate the full pattern and overall cardiovascular risk. A
favourable triglyceride-to-HDL ratio does not make elevated LDL irrelevant or remove a
treatment indication.

Kidney health
Safe pressure and glucose control help protect kidney function. Track filtration estimates,
urine albumin, symptoms and relevant results. A proposed long-term benefit does not
justify ignoring reduced urine, fluid problems or deteriorating tests during restriction.

Body composition
Fat around abdominal organs has important metabolic effects. Weight and waist trends
offer useful information, but weight loss also includes fluid and sometimes lean tissue.
Preserve adequate nutrition, strength and function rather than assuming every kilogram
lost is desirable.

Cognitive health
Chronic hypertension contributes to stroke and small-vessel brain injury. Ketones,
inflammatory pathways and sleep-related processes attract research interest. Feeling
mentally clear during fasting is not evidence of preventing or reversing dementia.

Ageing and longevity
Nutrient-sensing pathways, autophagy and insulin/IGF-1 signalling are relevant to ageing
research. Much mechanistic evidence comes from cells and animals. It does not establish
human age reversal or longer lifespan from an extended water fast.

Judge the overall result
Useful outcomes include safe pressure control, physical capacity, adequate nutrition,
appropriate medicines and lower long-term risk. Record adverse effects as carefully as
improvements. A programme should support health beyond a temporary number.

KEY POINT

Keep demonstrated benefits separate from possibilities under investigation. Appropriate lipid
and blood pressure treatment should remain part of your clinical review. References 7, 9 and
13 provide relevant background.



CHAPTER 14 / PUTTING CARE TOGETHER

Build a coordinated treatment plan
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Address the whole cardiovascular picture
Food, sodium, physical activity, sleep, smoking, alcohol, medicines and underlying
conditions affect pressure and risk. A coordinated plan gives each relevant factor attention
instead of relying on one intervention to solve every problem.

Use a defined review period
A twelve-week period is one useful planning structure for assessing a lifestyle programme.
Establish baseline findings, select appropriate changes, monitor the response and arrange
a review. The starting intervention should fit the person, rather than follow a universal
weekly fasting prescription.

Review and adapt during the programme
Changes in symptoms, readings, glucose where relevant, nutrition and kidney findings
inform the next decision. A more intensive intervention is not automatically the next step.
The appropriate response sometimes involves different daily habits or an adjustment to
treatment.

Keep stage 2 care timely
Readings at or above the stage 2 range generally require medication alongside lifestyle
care. Any fasting discussion should fit appropriate treatment, not delay it. Earlier drug
treatment is also appropriate for selected higher-risk people at lower readings.

Clarify the clinical responsibilities
The responsible team should understand the intervention, medicine effects, nutritional
risks, laboratory interpretation and emergency arrangements. You should understand the
evidence, alternatives, responsibilities and reasons to stop.

Define the goal sensibly
Aim for sustained, safe control and better overall health. Some people reduce medication
under supervision. Others appropriately continue it despite major lifestyle improvement.
Both outcomes deserve sound clinical judgement.

KEY POINT

An active role in your health means asking informed questions, keeping useful records and
following an individualized plan. It does not require abandoning proven treatment or reaching
the longest fast in this guide.



PRACTICAL TOOLS / MONITORING

Your clinical review record
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Name: ____________________ Date: ____________________
Supervising clinician: ___________________________________
Contact route: _________________________________________
Agreed review schedule: _________________________________
Written medicine instructions attached: ____________________

Daily entry Record

Date and actual elapsed hours ________________________

Morning BP readings and time ________________________

Evening BP readings and time ________________________

Resting pulse and symptoms ________________________

Weight, glucose or other tests if
requested

________________________

Food/fluid intake and urine
concerns

________________________

Symptoms, onset and severity ________________________

Clinician contact and instructions ________________________

Track changes clearly
Record hunger, headache, fatigue, nausea, dizziness, cramps, palpitations, mood,
concentration and sleep where relevant. Describe when a symptom began, whether it is
worsening and what else changed. A number alone does not provide the full picture.

Record the outcome
Actual duration and reason for ending: ______________________
Food-resumption plan and review date: _____________________

KEY POINT

This record supports communication. It does not determine whether to begin, continue or
stop an intervention. Do not delay urgent care while waiting for the next scheduled entry or
review.



PRACTICAL TOOLS / RESULTS

Read laboratory results in context

WATER FASTING & HYPERTENSION  /  PRACTICAL GUIDE 48 / 52

Selected adult laboratory ranges

Measure Commonly used range or description

Sodium Approximately 136-145 mmol/L

Potassium Approximately 3.5-5.0 mmol/L

Magnesium Approximately 0.7-1.0 mmol/L

Phosphate Approximately 0.8-1.5 mmol/L

HOMA-IR An estimate requiring population and clinical context

hsCRP An inflammatory marker interpreted with current health

Local intervals differ. Results inside a printed range do not exclude a problem, particularly
when symptoms or trends are concerning. An abnormal result also needs interpretation
rather than automatic self-treatment.

Separate markers from diagnoses
HOMA-IR or a triglyceride-to-HDL ratio does not prove the cause of hypertension has
resolved. A resting pulse of 55-65 is not a universal target. HbA1c reflects preceding
months and does not measure the immediate response to a short fast.

Review kidney findings properly
Filtration estimates and urine albumin answer related but different questions. Compare
results with baseline, medicines, fluid status and clinical findings. Do not dismiss a
deterioration as an expected part of food restriction without assessment.

Define sustained progress with your clinician
Pressure control over months, symptoms, treatment needs, nutrition, function and risk all
matter. Even a year of good readings does not establish permanent cure or remove the
need for appropriate monitoring.

KEY POINT

Keep the report, units, sampling conditions and clinician's interpretation together. Laboratory
thresholds are not personal instructions to continue fasting, change medicine or add water,
salt and supplements.



PRACTICAL TOOLS / GLOSSARY

Key terms in plain language
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Term Meaning

Autophagy Cellular breakdown and recycling of internal components

Baroreflex Automatic response to a change in blood pressure

BHB Beta-hydroxybutyrate, a ketone fuel and signalling molecule

Diastolic The lower pressure number, between heartbeats

eGFR Estimate of how well the kidneys filter blood

Endothelium The cell layer lining blood vessels

Gluconeogenesis Making glucose from non-carbohydrate material

Glycogen Stored carbohydrate used as an energy reserve

HbA1c A marker reflecting glucose exposure over preceding months

HOMA-IR An estimate of insulin resistance from fasting tests

Hyperinsulinaemia Higher-than-usual circulating insulin

Natriuresis Excretion of sodium in urine

Orthostatic hypotension A fall in pressure after standing

RAAS Renin-angiotensin-aldosterone system, involved in pressure
and fluid regulation

Systolic The upper pressure number, during contraction

Visceral fat Fat stored around internal abdominal organs

HRV means heart-rate variability. hsCRP means high-sensitivity C-reactive protein. FBC
means full blood count, also called CBC. ECG is a recording of the heart's electrical
activity. These measurements answer different questions and should be interpreted
together.



PRACTICAL TOOLS / QUICK REFERENCE

Find the guidance you need
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Question Pages

What do my blood pressure numbers mean? 5-6

How does fasting change fuel use and regulation? 8-13

Who needs specialist assessment or another approach? 14-17, 38-40

What should be arranged before starting? 18-21

What does each fasting format involve? 22-27

How should activity and sleep be managed? 28, 36

What matters when food resumes? 29-31

How do I build the everyday diet? 32-33

How should maintenance and follow-up work? 34-37

Which symptoms require care? 41-42

What does the research establish? 43-45

Where do I record readings and results? 47-48

The practical reading route
Start with eligibility, assessment, medicines and preparation on pages 14-21. Read the
relevant format, then the return-to-food section. Review symptoms and emergency care
before making any decision about restriction.

The long-term reading route
Use pages 32-40 to review daily nutrition, movement, sleep and relevant conditions.
Discuss the measured response and future plan with your clinician. Research references
follow on page 52.

Keep the complete plan together
Your actual instructions should include the responsible clinician, medicines, monitoring,
contact route, reasons to stop, nutrition resumption and follow-up. A page reference
helps you understand the subject. It does not replace those individual instructions.



PRACTICAL TOOLS / MOVING FORWARD

Turn understanding into an
appropriate plan
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Bring useful information to your next review
Take your pressure record, monitor, full medicine list, relevant laboratory results and a
description of symptoms. Include changes in meals, activity, weight, sleep, smoking and
alcohol. Clear information makes the discussion more productive.

Agree on your priorities
Ask which factors matter most for your current risk. Food quality, sodium reduction,
activity, sleep assessment, treatment adjustment or investigation of a secondary cause
sometimes deserves attention before any fasting discussion.

Make one coherent decision
If meal timing or food restriction is appropriate, agree on its purpose, format, actual
timing, medicines and monitoring. Know who reviews the information and how to obtain
help. Do not assemble a personal protocol from several unrelated schedules.

Plan what happens afterward
For extended restriction, establish nutrition support before starting. Then define the
follow-up review, ordinary meal pattern and return to activity. Improvement should
remain compatible with adequate nutrition and daily function.

Judge progress over time
Look for safe pressure control, manageable symptoms, appropriate treatment and better
overall health. Review adverse events and practical difficulties. Modify the plan where
needed rather than repeating an intervention because it once produced a low number.

Keep your role active
You are able to measure carefully, ask informed questions, understand your treatment
and build consistent habits. Those actions remain valuable whether fasting is selected,
modified or excluded from your care.

KEY POINT

The aim is sustained health with appropriate clinical support. A completed fasting interval,
fewer tablets or a dramatic short-term reading is not the only measure of progress.
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References and further reading
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The following references support the physiology, clinical evidence and practical care
discussed in this guide. Research findings should be interpreted according to the population,
intervention and follow-up studied. Links are clickable.

[1] AHA/ACC. 2025 high blood pressure guideline.
Guideline summary

[2] Goldhamer et al. Water-only fasting and hypertension. 2001.
J Manipulative Physiol Ther. 24:335-339

[3] Goldhamer et al. Borderline hypertension. 2002.
J Altern Complement Med. 8:643-650

[4] Finnell et al. Adverse events during supervised fasting. 2018.
BMC Complement Altern Med. 18:67

[5] Sutton et al. Early time-restricted feeding. 2018.
Cell Metab. 27:1212-1221.e3

[6] American Heart Association. Home blood pressure monitoring.
Measurement and urgent readings

[7] Nobel Assembly. 2016 medicine prize: mechanisms of autophagy.
Official scientific explanation

[8] NICE CG32. Nutrition support for adults, §§1.4.5-1.4.8.
Refeeding risk and clinical care

[9] Cheng et al. Fasting, IGF-1/PKA and stem cells. 2014.
Cell Stem Cell. 14:810-823

[10] NIDDK. Identify and evaluate chronic kidney disease.
Filtration and urine albumin

[11] Harvie et al. Intermittent versus continuous restriction. 2011.
Int J Obes. 35:714-727

[12] Furmli et al. Intermittent fasting in type 2 diabetes. 2018.
BMJ Case Rep. bcr-2017-221854

[13] American Heart Association. Understanding cholesterol and lipids.
LDL risk and the role of treatment

Further reading: Water Fasting as Therapeutic Intervention for Hypertension: A Clinical and
Naturopathic Guide to Reversing High Blood Pressure Through Strategic Fasting. Full-length
educational edition.
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