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IMPORTANCE Fasting before blood collection is widely practiced to reduce preanalytical
variability, yet whether fasting-related differences are clinically meaningful across a broad
panel of routine analytes has not been systematically evaluated using clinical data.

OBJECTIVE To evaluate whether fasting duration is associated with routine laboratory test
results and whether observed differences exceed established analytical performance
specifications (APS).

DESIGN, SETTING, AND PARTICIPANTS Retrospective single-center cross-sectional study using
laboratory information system data collected between February 2021 and December 2023
from a single 670-bed secondary-care university hospital in the Seoul metropolitan area,
Republic of Korea. All samples were drawn from outpatients at the institution’s central
phlebotomy unit. Participants were adult outpatients (�18 years) with documented fasting
duration. Data were analyzed from January 1, 2024, to July 24, 2026.

EXPOSURE Fasting duration derived from the time elapsed between the patient’s last meal
and blood collection, categorized as less than 8 hours, 8 to 12 hours, and more than 12 hours.

MAIN OUTCOMES AND MEASURES Adjusted means across fasting groups were estimated using
linear mixed-effects models with patient-level random intercepts, adjusting for age, sex, and
department. Paired within-person analyses among repeatedly tested patients were
performed to minimize between-patient confounding. Differences were compared with the
European Federation of Clinical Chemistry and Laboratory Medicine biological
variation–based total allowable error. Postprandial trends within the subgroup fasting less
than 8 hours were assessed at 30-minute intervals.

RESULTS The final dataset comprised 9 755 547 test results from 101 148 patients across 372
test items. Between-group comparisons identified APS-exceeding differences for 27 analytes.
However, only 10 were confirmed in paired within-person analyses, suggesting confounding.
Glucose (10.8%), triglycerides (20.1%), γ-glutamyl transferase (14.8%), and lipase (36.4%)
were higher with less than 8 hours fasting. No analyte exceeded APS between the 8-
to 12-hour and more than 12-hour groups. Within the less than 8-hour subgroup, glucose and
lactate decreased significantly with increasing fasting duration, whereas lipid concentrations
showed no significant linear trend.

CONCLUSIONS AND RELEVANCE This cross-sectional study found that fasting duration was
associated with differences exceeding analytical performance specifications for only a few
analytes, mainly glucose, triglycerides, γ-glutamyl transferase, and lipase. No estimable
within-person difference between the 8- to 12-hour and more than 12-hour groups exceeded
an available APS. These findings support analyte-specific rather than uniform fasting
requirements.
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C linical laboratory tests inform a large share of clinical
decisions, and many measurements are sensitive to pre-
analytical conditions, including recent food intake.1-3

To reduce this variability, patients are routinely instructed to
fast for 8 to 12 hours before blood sampling, a practice that origi-
nated with lipid and glucose testing but is now applied by de-
fault to much broader test panels.4,5 Recommendations on the
optimal fasting duration remain inconsistent.6-11

The evidence needed to resolve this practice gap is lim-
ited in 3 respects. First, it is dominated by lipids.12-14 Compa-
rable data are sparse for liver enzymes, pancreatic enzymes,
hematologic indices, hormones, and vitamins, even though
feeding influences measured parameters.15-24 This uncer-
tainty is reflected in practice: preanalytical requirements have
varied across laboratories,25 standardized fasting collection has
been recommended to reduce variability,26 and routine fast-
ing for lipid testing has also been questioned.27 Second, the
largest studies have compared results from different patients
fasting for different durations,10,28 so an apparent fasting ef-
fect may instead reflect who is tested at which time of day and
for what clinical reason; within-person comparisons across fast-
ing conditions have rarely been available. Third, fasting du-
ration has usually been treated as a coarse category, leaving
the postprandial time course in the first hours after a meal un-
resolved, and differences have been reported as statistically
significant without reference to any benchmark for clinical rel-
evance, although a discrepancy between requested and ac-
tual fasting status can alter diagnostic classifications.29

We addressed these gaps using routinely collected outpa-
tient laboratory data in which fasting duration was prospec-
tively recorded at the phlebotomy unit at the time of veni-
puncture, in 30-minute increments. This design allowed us to
examine 121 routine analytes rather than lipids alone, to com-
pare measurements within the same patients tested under dif-
ferent fasting conditions, and to resolve short-term postpran-
dial trends. Differences were interpreted against analytical
performance specifications (APS) derived from biological varia-
tion, so that clinically meaningful differences could be distin-
guished from statistically significant but trivial variation.

Methods
This was a retrospective single-center cross-sectional study.
This study was approved by the Institutional Review Board of
Inje University Ilsan Paik Hospital with a waiver of informed
consent owing to the retrospective nature of the study and the
use of deidentified data. This study followed the Strengthen-
ing the Reporting of Observational Studies in Epidemiology
(STROBE) reporting guideline.

Study Population
All study data were extracted from the hospital laboratory in-
formation system, including laboratory results and related
metadata (eg, patient demographics and ordering depart-
ment) during February 2021 to December 2023. Data were ana-
lyzed from January 1, 2024, to July 24, 2026. Data for this study
were obtained from outpatient blood samples collected at a

single institution, a 670-bed secondary-care university hos-
pital located in the Seoul metropolitan area of Korea. Fasting
duration was documented at the outpatient phlebotomy unit
(outpatient blood collection room) at the time of venipunc-
ture and was routinely recorded only when at least one test
explicitly requiring fasting was ordered concurrently.

Patients were categorized according to fasting status into
3 groups: less than 8 hours fasting, 8 to 12 hours fasting, and
more than 12 hours fasting. In the less than 8 hours fasting sub-
group, the approximate time since the last meal was recorded
in 30-minute intervals, ranging from 30 minutes up to 7 hours
30 minutes, enabling detailed examination of short-term post-
prandial effects.

Statistical Analysis
Three complementary analytical approaches were used: a be-
tween-group comparison using linear mixed-effects models,
a within-person comparison using paired analysis, and a time-
trend analysis within the subgroup fasting less than 8 hours.

For the between-group comparison across the 3 fasting du-
ration groups (<8 hours, 8-12 hours, and >12 hours), we fitted
linear mixed-effects models with a random intercept for each
patient, adjusted for age, sex, and ordering department. The
random intercept accounts for the nonindependence of the re-
peated measurements from the same patient. The mixed-
effects models included 38 parameters (an intercept, 2 indi-
cator terms for fasting duration group, age, sex, and 33 indicator
terms for ordering department), which, based on the general
guideline of at least 10 observations per parameter, required
a minimum of 380 data points.30 To ensure robust parameter
estimation, we applied a more conservative inclusion thresh-
old and retained only test items with at least 1000 observa-
tions, and test items not meeting this threshold were ex-
cluded from both the between-group and the within-person
analyses, leaving 121 test items. Adjusted means with 95% CIs
were estimated for each group, and between-group differ-
ences were obtained as pairwise contrasts.

For the paired within-person comparison, analyses were
restricted to patients who underwent the same test under 2
different fasting durations across separate visits. For each such
patient, the difference between the 2 measurements was cal-
culated. The mean within-person difference was expressed as

Key Points
Question Is fasting duration associated with clinically relevant
differences across a broad panel of routine analytes?

Findings In this single-center cross-sectional study of 101 148
adult outpatients with 9 755 547 test results, between group
differences across fasting durations exceeded analytical
performance specifications for 27 of the 121 analytes. In paired
within-person comparisons, difference persisted for 10 (including
glucose, triglycerides, γ-glutamyl transferase, and lipase); the rest
were not confirmed within individuals.

Meaning Most routine laboratory tests were minimally affected
by fasting duration; analyte-specific rather than uniform fasting
requirements may suffice, with adequate fasting reserved for the
few analytes whose differences were confirmed within individuals.
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a percentage of the mean value of the reference group among
the paired patients, with 95% CIs; the reference group was the
longer-fasting group of each pairwise comparison (for ex-
ample, the >12-hour group in the <8-hour vs >12-hour com-
parison). Comparisons in which fewer than 30 patients con-
tributed a pair of measurements were not estimated.

For the subgroup fasting less than 8 hours, an age-, sex-,
and department-adjusted linear regression was conducted to
examine short-term postprandial trends, excluding test items
with fewer than 1000 observations. Fasting time was mod-
eled categorically using 15 half-hour levels to estimate ad-
justed means at each time point. In a separate model, fasting
duration was modeled continuously to estimate the differ-
ence per additional hour of fasting. The model included 50
parameters—age (continuous), sex (2 levels), fasting time (15
levels), department (34 levels), and an intercept—requiring at
least 500 observations for stability.30 Again, a conservative cut-
off of 1000 was used to enhance statistical power and model
robustness.

Analytical performance specifications (APS) define the larg-
est difference in a laboratory result that is still acceptable with-
out materially affecting clinical interpretation. We used the op-
timal APS for total allowable error (TEa) derived from within-
and between-participant biological variation (European Fed-
eration of Clinical Chemistry and Laboratory Medicine [EFLM]
Biological Variation Database; accessed July 6, 2026), which
reflect the inherent physiological variation of each analyte
rather than technical or regulatory feasibility.31 A fasting-
related difference smaller than the APS is therefore unlikely
to be clinically important, whereas a difference exceeding the
APS may be large enough to alter clinical interpretation or

decisions. Maximum percentage differences between fasting
duration groups were compared against these specifications.
The EFLM Biological Variation Database is periodically up-
dated as new studies become available, so these specifica-
tions are subject to change.

All analyses were performed using R version 4.3.3 (The R
Project for Statistical Computing). Between-group and within-
person comparisons are summarized as differences with 95%
CIs. For the less than 8-hour subgroup, the adjusted change
per additional hour of fasting (regression slope) is reported with
its 95% CI, and the percentage difference between 0.5 and 4
hours after the last meal was calculated from the correspond-
ing adjusted means.

Results
The Figure presents the flowchart of data selection and analy-
sis. We analyzed 1 278 644 samples comprising 12 841 032 labo-
ratory test results from 104 076 patients, covering 851 differ-
ent test items. After excluding samples from patients younger
than 18 years and tests yielding non-numerical results, the fi-
nal dataset included 1 092 848 samples with 9 755 547 numeri-
cal results from 101 148 adult patients across 372 test items. The
median age was 61 years (IQR, 49-73), with 57% of results from
male patients (Table 1). Most tests were drawn after pro-
longed fasting (>12 h group, approximately 90% of results),
whereas 8.3% were in the less than 8 hours fasting duration
group and only 1.6% in the 8- to 12-hour group (Table 1). After
applying the prespecified observation thresholds, 121 test items
were analyzed in the between-group and within-person

Figure. Flowchart of Data Selection and Analysis

<8h Fasting subgroup 8-12 h Fasting subgroup

Adjusted linear regression
785 564 Test results

19 327 Patients
69 Test items

Excluded
• Age <18 y
• Nonnumerical test results

Data ready for analysis
9 755 547 Test results

101 148 Patients
372 Test items

Assessed for eligibility
12 841 032 Test results

104 076 Patients
851 Test items

Excluded
Test items with <1000
observations within the

<8 h subgroup

>12 h Fasting subgroup

Linear mixed-effects model and paired
within-person analysis
9 689 234 Test results

98 829 Patients
121 Test items

Excluded
Test items with <1000 observations

A total of 12 841 032 test results from
104 076 patients (851 test items)
were assessed for eligibility. After
excluding patients aged <18 years and
nonnumerical results, 9 755 547
results from 101 148 patients (372 test
items) were included. Data were
categorized into 3 fasting duration
groups (<8h, 8–12h, >12h) for linear
mixed-effects model and
within-person analyses, and adjusted
linear regression was performed
within the subgroup fasting for less
than 8 hours.
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analyses. Characteristics by fasting duration group are pro-
vided in the eTable 1 in Supplement 1.

Between-Group Differences in Adjusted Means
Adjusted means for representative analytes are shown in
Table 2. The SI conversion factors for all conventional units are
reported in the SI conversion factor footnote to Table 2. All ana-
lytes are given in eTable 2 in Supplement 1, and the eFigure in
Supplement 2 shows 4 representative patterns. The maxi-
mum difference between fasting duration groups exceeded the
TEa specification for 27 of the 121 analytes (eTable 5 in Supple-
ment 1).

Within-Person Differences by Fasting Duration Group
Because the 3 fasting duration groups did not comprise the
same patients, each flagged comparison was reexamined within
individuals tested under more than one fasting condition
(eTable 6 in Supplement 1). Of the 27 analytes exceeding the
specification between groups, 10 were reproduced within

individuals. Glucose (10.8% [95% CI, 10.0% to 11.6%]), triglyc-
erides (20.1% [95% CI, 17.4% to 22.8%]), γ-glutamyl transfer-
ase (GGT) (14.8% [95% CI, 3.9 to 25.7]), and lipase (36.4% [95%
CI, 15.7% to 57.1%]) were higher with less than 8 hours fast-
ing, whereas total bilirubin (−17.0% [95% CI, −18.2% to −15.9%])
and 25-hydroxyvitamin D (−9.9% [95% CI, −14.4% to −5.4%])
were higher with fasting more than 12 hours; whole-blood glu-
cose, CA 125, and total carbon dioxide were also reproduced.
The remaining 17 analytes either lost statistical significance
within individuals or could not be estimated because fewer
than 30 patients contributed paired measurements, indicat-
ing that these between-group differences largely reflected dif-
ferences between patients rather than fasting duration (eTable 3
in Supplement 1).

No analyte exceeded the TEa specification in within-
person comparisons between the 8- to 12-hour and more than
12-hour groups (glucose, −0.7% [95% CI, −1.4% to 0.0%]; tri-
glycerides, 2.4% [95% CI, 0.1% to 4.6%]; GGT, 0.9% [95% CI,
−5.4% to 7.3%]). The lipid and liver-enzyme elevations with
prolonged fasting suggested by between-group comparisons
were not reproduced within individuals.

White blood cell subsets showed small within-person dif-
ferences between the less than 8 hours and more than 12 hours
groups. Neutrophil counts were higher with shorter fasting
(8.2% [95% CI, 7.1% to 9.3%]), whereas lymphocyte percent-
age (−7.8% [95% CI, −8.3% to −7.3%]) and eosinophil percent-
age (−8.7% [95% CI, −10.2% to −7.3%]) were lower. All were
close to or within their specifications (8.8%, 7.5%, and 14.9%,
respectively) and showed no difference between the 8- to 12-
hour and more than 12-hour groups.

Pancreatic enzymes were also higher with shorter fasting
in within-person comparisons (<8 vs >12 hours): lipase, 36.4%
(95% CI, 15.7% to 57.1%), exceeding its specification (6.3%), and
amylase, 4.6% (95% CI, 0.2% to 8.9%), which did not (6.5%).
Neither exceeded the specification between the 8- to 12-hour
and more than 12-hour groups.

A few analytes showed a within-person difference de-
spite no meaningful between-group difference (eTable 7 in
Supplement 1), most notably the chronic glycemic markers gly-
cated albumin (3.8% [95% CI, 0.3% to 7.4%]) and hemoglobin
A1c (2.2% [95% CI, 1.1% to 3.3%]), both higher at less than 8
hours fasting. High-sensitivity C-reactive protein also reached
significance, but in only 31 paired patients.

Linear Regression Analysis of Subgroup Fasting
Less Than 8 Hours
Adjusted means at each 30-minute interval from 0.5 to 7.5 hours
were estimated for the 69 analytes with at least 1000 observa-
tions in this subgroup (Table 3; eTable 4 in Supplement 1 for all
analytes). Fifteen test items showed a significant linear trend,
comprising small upward shifts in hemoglobin, hematocrit, and
red blood cell count consistent with mild hemoconcentration,
and minor changes in electrolytes, total protein, albumin, and
leukocyte subsets. For every analyte except glucose and lac-
tate, the difference between 0.5 and 4 hours after the last meal
remained within the EFLM TEa (Table 3).

Glucose and lactate were the exceptions. Adjusted glu-
cose was lower by 4.3 mg/dL per additional hour of fasting

Table 1. General Characteristics of the Study Population
and Laboratory Tests

Characteristic Value
Patients

Total, No. 101 148

Age, mean (SD), y 60.0 (16.1)

Age, median (IQR), y 61 (49-73)

Age range, y 18-106

Test results by patient sex, No. (%)

Male 5 537 897 (57)

Female 4 217 650 (43)

Laboratory tests, No.

Total test results 9 755 547

Test items 372

Test categories, No. (%)

Hematology and coagulation 3 605 282 (37.0)

Kidney function and electrolyte tests 2 119 266 (21.7)

Liver function tests 1 205 887 (12.4)

Lipid profile 808 628 (8.3)

Glucose and diabetes-related tests 753 949 (7.7)

Hormones and endocrine function 140 836 (1.4)

Others 1 121 699 (11.5)

Test-ordering department, No. (%)

Endocrinology 2 076 026 (21.3)

Cardiology 1 338 921 (13.7)

Health care center 938 772 (9.6)

Gastroenterology 885 140 (9.1)

Nephrology 769 993 (7.9)

Others 3 746 695 (38.4)

Fasting duration groups, No. (%)

<8 h 810 856 (8.3)

0.5-2 h 278 020 (34)

2.5-5 h 463 923 (57)

5.5-7.5 h 68 913 (8.5)

8-12 h 158 724 (1.6)

>12 h 8 785 967 (90)
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Table 2. Adjusted Means by Fasting Duration and Within-Person Differences for Representative Routine Analytes by Fasting Duration,
Compared With Analytical Performance Specifications

Analyte

Adjusted mean (95% CI)a
Max
diff,
%b

Within-person difference, % (95% CI)c

EFLM,
%d

Exceeds
EFLMe<8h 8 to 12 h >12 h

<8 h
vs 8 to 12 h

<8 h
vs >12 h

8 to 12 h
vs >12 h

Hematology and
coagulation

HB 13.27 (13.17 to
13.36)

13.25 (13.16 to
13.34)

13.44 (13.35 to
13.53)

1.4 −1.0 (−1.7 to
−0.3)

−1.4 (−1.6 to
−1.3)

−0.8 (−1.0
to −0.6)

1.9 No

WBC 6.66 (6.52 to
6.81)

6.58 (6.43 to
6.73)

6.51 (6.36 to
6.65)

2.4 6.2 (3.4 to
9.0)

2.7 (2.1 to
3.3)

0.5 (−0.5 to
1.5)

7.1 No

HCT 39.90 (39.62 to
40.18)

40.01 (39.72 to
40.30)

40.28 (40.00 to
40.55)

0.9 −0.6 (−1.4 to
0.3)

−1.1 (−1.2 to
−0.9)

−0.5 (−0.8
to −0.2)

1.9 No

Lymphocyte (%) 31.24 (30.60 to
31.89)

33.04 (32.36 to
33.72)

33.30 (32.67 to
33.94)

6.2 −9.2 (−12.1
to −6.4)

−7.8 (−8.3 to
−7.3)

−0.6 (−1.6
to 0.4)

7.5 No

Neutrophil
(absolute count)

4.00 (3.86 to
4.14)

3.82 (3.67 to
3.97)

3.76 (3.62 to
3.89)

6.4 12.1 (7.2 to
17.0)

8.2 (7.1 to
9.3)

1.9 (−0.0 to
3.9)

8.8 No

Monocyte 7.79 (7.64 to
7.95)

7.79 (7.63 to
7.95)

7.66 (7.51 to
7.81)

1.7 0.0 (−3.1 to
3.1)

1.1 (0.6 to
1.7)

1.4 (0.2 to
2.6)

9.1 No

MCH 30.43 (30.31 to
30.55)

30.49 (30.36 to
30.62)

30.56 (30.44 to
30.68)

0.4 −0.2 (−0.6 to
0.3)

−0.3 (−0.4 to
−0.2)

−0.2 (−0.4
to −0.0)

0.9 No

MCHC 33.05 (32.98 to
33.12)

33.16 (33.09 to
33.24)

33.21 (33.14 to
33.28)

0.5 −0.3 (−0.6 to
−0.1)

−0.5 (−0.5 to
−0.4)

−0.1 (−0.2
to 0.0)

0.6 No

RBC count 4.35 (4.32 to
4.38)

4.37 (4.34 to
4.41)

4.40 (4.36 to
4.43)

1.0 −0.6 (−1.6 to
0.3)

−1.2 (−1.4 to
−1.1)

−0.4 (−0.7
to −0.1)

2.0 No

RDW 12.98 (12.89 to
13.07)

12.97 (12.88 to
13.07)

12.96 (12.87 to
13.05)

0.1 1.0 (−0.0 to
2.0)

0.0 (−0.2 to
0.2)

−0.1 (−0.5
to 0.3)

1.3 No

PDW 11.22 (11.11 to
11.34)

11.10 (10.98 to
11.22)

10.99 (10.87 to
11.10)

2.2 0.8 (−0.2 to
1.7)

2.5 (2.3 to
2.7)

1.1 (0.7 to
1.5)

3.2 No

Eosinophil 2.60 (2.44 to
2.76)

2.80 (2.63 to
2.97)

2.79 (2.64 to
2.95)

7.0 −6.9 (−15.4
to 1.7)

−8.7 (−10.2 to
−7.3)

−1.5 (−4.8
to 1.8)

14.9 No

PLT 248.80 (244.61
to 252.99)

247.22 (242.86
to 251.57)

246.58 (242.42
to 250.73)

0.9 1.8 (−0.1 to
3.7)

1.5 (1.1 to
2.0)

0.3 (−0.4 to
1.0)

5.5 No

Basophil 0.49 (0.47 to
0.51)

0.50 (0.48 to
0.52)

0.50 (0.48 to
0.52)

2.3 −1.8 (−8.3 to
4.7)

−2.2 (−3.3 to
−1.1)

0.2 (−4.8 to
5.1)

9.1 No

PT % 96.63 (95.65 to
97.61)

96.68 (95.48 to
97.89)

96.01 (95.06 to
96.97)

0.7 −1.3 (−3.1 to
0.5)

0.5 (−0.1 to
1.1)

−0.3 (−2.7
to 2.1)

NA No

PT INR 1.05 (1.03 to
1.06)

1.05 (1.03 to
1.06)

1.05 (1.04 to
1.06)

0.6 1.4 (−0.2 to
3.1)

−0.2 (−0.9 to
0.5)

−0.1 (−3.4
to 3.2)

NA No

PT sec 13.24 (13.13 to
13.36)

13.24 (13.10 to
13.38)

13.30 (13.19 to
13.41)

0.4 1.0 (−0.1 to
2.1)

−0.1 (−0.6 to
0.4)

0.1 (−2.2 to
2.4)

1.8 No

Kidney function and
electrolytes

BUN 15.84 (15.39 to
16.29)

15.79 (15.33 to
16.26)

15.60 (15.16 to
16.05)

1.5 −0.1 (−3.4 to
3.1)

1.3 (0.6 to
1.9)

−0.3 (−1.4
to 0.8)

8.4 No

Sodium 140.12 (139.89
to 140.35)

140.32 (140.08
to 140.55)

140.31 (140.09
to 140.54)

0.1 −0.2 (−0.4 to
−0.1)

−0.2 (−0.2 to
−0.2)

0.0 (−0.1 to
0.1)

0.3 No

Potassium 4.35 (4.31 to
4.38)

4.39 (4.36 to
4.43)

4.40 (4.37 to
4.44)

1.3 −0.6 (−1.5 to
0.2)

−1.1 (−1.3 to
−0.9)

−0.1 (−0.4
to 0.2)

2.5 No

Cl 103.65 (103.40
to 103.90)

103.97 (103.71
to 104.23)

103.79 (103.54
to 104.04)

0.3 −0.5 (−0.7 to
−0.2)

−0.2 (−0.3 to
−0.2)

0.1 (0.0 to
0.2)

0.6 No

Uric acid 5.18 (5.07 to
5.29)

5.19 (5.07 to
5.31)

5.21 (5.10 to
5.32)

0.6 0.5 (−3.1 to
4.0)

−0.8 (−1.3 to
−0.3)

−0.5 (−1.3
to 0.4)

6.3 No

Calcium, total 9.46 (9.40 to
9.52)

9.45 (9.39 to
9.51)

9.53 (9.47 to
9.58)

0.8 0.8 (−1.1 to
2.6)

−0.7 (−0.9 to
−0.4)

−0.7 (−1.1
to −0.2)

1.1 No

Liver function

AST 25.48 (24.07 to
26.89)

24.46 (23.01 to
25.92)

25.34 (23.95 to
26.74)

4.2 1.0 (−7.1 to
9.1)

2.4 (0.8 to
4.0)

−0.1 (−2.7
to 2.5)

6.2 No

ALT 24.08 (22.29 to
25.87)

22.10 (20.26 to
23.94)

24.07 (22.30 to
25.84)

8.9 −0.6 (−9.3 to
8.1)

3.8 (1.6 to
5.9)

0.6 (−2.9 to
4.1)

9.3 No

Bilirubin, total 0.54 (0.51 to
0.57)

0.62 (0.58 to
0.65)

0.63 (0.60 to
0.67)

14.8 −15.0 (−21.2
to −8.8)

−17.0 (−18.2
to −15.9)

−3.2 (−6.5
to 0.1)

12.3 Yes

Albumin 4.39 (4.37 to
4.42)

4.39 (4.36 to
4.41)

4.42 (4.39 to
4.44)

0.7 −0.5 (−1.3 to
0.3)

−0.3 (−0.5 to
−0.2)

−0.3 (−0.5
to 0.0)

1.7 No

Protein 7.00 (6.97 to
7.04)

7.01 (6.98 to
7.05)

7.07 (7.04 to
7.10)

1.0 −0.3 (−1.0 to
0.5)

−0.9 (−1.1 to
−0.8)

−0.6 (−0.9
to −0.4)

1.7 No

(continued)
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(95% CI, 3.9 to 4.7), declining from 134.0 mg/dL at 0.5 hours
to 113.3 mg/dL at 4 hours (−15.4%), beyond which values were
similar; this exceeded its specification of 3.1%. Adjusted lac-
tate was 27.9% lower over the same interval, for which no EFLM
specification is available. Lipid components (total choles-
terol, high-density lipoprotein [HDL-C], low-density lipopro-
tein [LDL-C], and triglycerides) showed no significant short-
term trend within this window (eTable 4 in Supplement 1).

Discussion

In this large clinical dataset, fasting duration was associated
with differences exceeding analytical performance specifica-
tions for 27 of 121 routine analytes in between-group compari-
sons, but only 10 were reproduced when the same patients
were compared across visits, chiefly analytes with recognized

Table 2. Adjusted Means by Fasting Duration and Within-Person Differences for Representative Routine Analytes by Fasting Duration,
Compared With Analytical Performance Specifications (continued)

Analyte

Adjusted mean (95% CI)a
Max
diff,
%b

Within-person difference, % (95% CI)c

EFLM,
%d

Exceeds
EFLMe<8h 8 to 12 h >12 h

<8 h
vs 8 to 12 h

<8 h
vs >12 h

8 to 12 h
vs >12 h

GGT 66.28 (58.81 to
73.74)

56.89 (49.52 to
64.26)

59.39 (52.29 to
66.49)

16.5 21.7 (−15.4
to 58.8)

14.8 (3.9 to
25.7)

0.9 (−5.4 to
7.3)

9.2 Yes

LDH 213.86 (205.69
to 222.02)

208.66 (199.80
to 217.51)

206.09 (198.28
to 213.90)

3.8 NA 0.6 (−2.2 to
3.4)

1.4 (−2.2 to
5.1)

3.4 Yesf

Pancreatic enzymes

Amylase 74.87 (69.37 to
80.37)

69.55 (63.48 to
75.61)

72.20 (67.05 to
77.35)

7.7 NA 4.6 (0.2 to
8.9)

−1.1 (−5.7
to 3.6)

6.5 Yesf

Lipase 58.38 (51.45 to
65.30)

48.07 (40.64 to
55.51)

49.61 (43.59 to
55.62)

21.4 NA 36.4 (15.7 to
57.1)

0.5 (−11.9
to 12.9)

6.3 Yes

Lipid profile

Cholesterol 168.47 (165.43
to 171.50)

166.60 (163.49
to 169.71)

170.78 (167.78
to 173.79)

2.4 −0.3 (−2.0 to
1.4)

−1.3 (−1.7 to
−1.0)

−0.3 (−0.8
to 0.3)

4.3 No

Triglyceride 150.41 (142.21
to 158.61)

118.33 (110.03
to 126.62)

126.09 (118.11
to 134.07)

27.1 17.1 (5.5 to
28.7)

20.1 (17.4 to
22.8)

2.4 (0.1 to
4.6)

13.2 Yes

HDL-cholesterol 54.65 (53.29 to
56.01)

56.12 (54.76 to
57.49)

56.17 (54.85 to
57.50)

2.7 −1.6 (−4.3 to
1.1)

−2.7 (−3.4 to
−1.9)

−1.2 (−1.8
to −0.5)

5.3 No

LDL-cholesterol
(direct method)

105.80 (102.10
to 109.51)

97.69 (93.86 to
101.52)

105.25 (101.68
to 108.82)

8.3 −3.2 (−11.6
to 5.1)

−0.4 (−2.1 to
1.2)

−0.5 (−2.5
to 1.5)

6.2 Yesf

Glucose and
diabetes

Glucose 120.75 (118.27
to 123.24)

111.87 (109.32
to 114.42)

111.88 (109.43
to 114.34)

7.9 13.0 (9.5 to
16.6)

10.8 (10.0 to
11.6)

−0.7 (−1.4
to 0.0)

3.1 Yes

HbA1C (IFCC) 48.12 (47.25 to
49.00)

48.28 (47.40 to
49.17)

47.96 (47.14 to
48.78)

0.7 1.6 (−1.5 to
4.7)

2.2 (1.1 to
3.3)

0.2 (−0.5 to
0.9)

1.6 No

Hormones

T3 1.02 (1.00 to
1.04)

1.06 (1.03 to
1.09)

1.06 (1.04 to
1.08)

4.1 NA −2.5 (−5.4 to
0.4)

0.4 (−4.5 to
5.3)

4.3 No

Others

25-(OH) vitamin
D, total

21.55 (19.34 to
23.76)

23.01 (20.21 to
25.81)

23.93 (21.82 to
26.03)

9.9 NA −9.9 (−14.4 to
−5.4)

−3.3 (−12.1
to 5.5)

6.7 Yes

Abbreviations: ALT, alanine aminotransferase; AST, aspartate aminotransferase;
BUN, blood urea nitrogen; EFLM, European Federation of Clinical Chemistry and
Laboratory Medicine; GGT, γ-glutamyl transferase; HB, hemoglobin;
HbA1C, glycated hemoglobin; HCT, hematocrit; HDL, high-density lipoprotein;
IFCC, International Federation of Clinical Chemistry and Laboratory Medicine;
INR, international normalized ratio; LDL, low-density lipoprotein; LDH, lactate
dehydrogenase; Max diff, maximum difference; applicable; PDW, platelet
distribution width; PLT, platelet count; PT, prothrombin time; RBC, red blood
cell; RDW, red cell distribution width; T3, triiodothyronine; WBC, white blood
cell count; 25-(OH) Vitamin D, 25-hydroxyvitamin D.

SI conversion factors: To convert HB, MCHC, albumin, and protein from g/dL to
g/L, multiply by 10; absolute counts of WBC, lymphocytes, neutrophils,
eosinophils, and basophils to ×109 per liter, multiply by 0.001; % of HCT and
monocyte to proportion of 1.0, multiply by 0.01; sodium and potassium from
mEq/L to mmol/L, multiply by 1.0; AST, ALT, GGT, LDH, amylase, and lipase from
U/L to μkat/L, multiply by 0.0167; total cholesterol, HDL-C, and LDL-C from
mg/dL to mmol/L, multiply by 0.0259; T3 from pg/dL to pmol/L, multiply by
0.0154; 25 (OH) vitamin D from ng/mL to nmol/L, multiply by 2.496; triglyceride
from mg/dL to mmol/L, multiply by 0.0113; glucose from mg/dL to mmol/L,
multiply by 0.0555; percentage of total HbA1c to proportion of total HbA1c,
multiply by 0.01; total bilirubin from mg/dL to mmol/L, multiply by 17.104; uric
acid from mg/dL to mmol/L, multiply by 0.0595; total calcium from mg/dL to

mmol/L, multiply by 0.25; C1 from mg/dL to mg/L, multiply by 10.
a Adjusted means (in conventional units) were estimated from linear

mixed-effects models with a random intercept for patient, adjusted for age,
sex, and ordering department.

b Maximum value of percentage difference between less than 8 hours, 8 to 12
hours, and more than 12 hours of fasting duration.

c Within-person differences were estimated from paired comparisons within the
same patient across visits with different fasting durations and are expressed as
percentages relative to the mean of the reference (latter) group among paired
patients.

d Optimal analytical performance specification derived from biological variation
(EFLM Biological Variation Database) total allowable error.

e “Exceeds EFLM” indicates the maximum percentage difference exceeded the
optimal analytical performance specification derived from biological variation
(EFLM Biological Variation Database).

f The maximum percentage difference exceeded the EFLM specification in the
between-group comparison, but the corresponding within-person difference
(<8 hours vs >12 hours) showed no meaningful difference, indicating the
apparent difference was not confirmed within the same patients and was
likely attributable to between-group confounding.
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postprandial physiology (glucose, triglycerides, GGT, and li-
pase), together with total bilirubin and 25-hydroxyvitamin D,
which were higher after prolonged fasting. For most routine
tests, including the complete blood count, electrolytes, kid-
ney and liver function tests, and total and HDL-C, differences
were within the specification or were not confirmed within in-
dividuals. The principal strengths of this analysis are its scale,
the breadth of analytes examined, and the availability of paired
within-person comparisons.

Prior evidence has been dominated by lipids. Sidhu and
Naugler, studying more than 200 000 individuals, reported
that total cholesterol and HDL-C varied by less than 2% across
fasting times, LDL-C by up to 10%, and triglycerides by up to
20%.10 Our findings are consistent with theirs and extend them
by showing, within individuals, that fasting beyond 12 hours
did not meaningfully alter lipid measurements relative to 8–12
hours. Comparable data for liver, pancreatic, and hemato-
logic analytes have been sparse, and time-resolved postpran-
dial data beyond glucose and triglycerides have been largely
unavailable, while the present analysis provides both.

Our results revealed a hierarchy of fasting sensitivity among
different analytes. Adjusted values for glucose were lower by
approximately 4.3 mg/dL per additional hour of fasting (from
134.0 mg/dL at 0.5 hours to 113.3 mg/dL at 4 hours; Table 3). This
confirms that traditional 8-hour or more fasting requirements
remain necessary for accurate fasting glucose measurements
and diabetes screening. This finding aligns with established
physiological understanding of postprandial glucose metabo-
lism. Lactate showed an even larger short-term difference, ap-
proximately 27.9% lower by 4 hours (Table 3). This likely re-
flects the transient rise in blood lactate shortly after a meal,

which then clears over a few hours. Although no EFLM TEa was
available for lactate, these results indicate that recent intake is
associated with substantially higher lactate.

Lipid profiles showed intermediate sensitivity. Triglycer-
ides were higher with shorter fasting (within-person <8 h vs
>12 h, 20.1%), which is consistent with post-meal increases
Sidhu et al10 noted for non-fasting triglycerides. Total choles-
terol and HDL-C differed no more than 3%, consistent with pre-
vious findings and within acceptable clinical variation. GGT
was also higher with shorter fasting and exceeded the speci-
fication, a previously underreported observation. Pancreatic
enzymes (lipase and, more modestly, amylase) were higher
with shorter fasting as well, consistent with postprandial di-
gestive enzyme release, although the small number of paired
patients warrants caution in interpreting these findings.

A notable finding was the discordance between the be-
tween-group and within-person analyses for several ana-
lytes. In the between-group comparisons, LDL cholesterol, T3,
LDH, and some liver-related enzymes appeared to be higher
after prolonged fasting, suggesting a possible paradoxical as-
sociation with extended fasting duration. However, these dif-
ferences were not reproduced within individuals, suggesting
that the apparent between-group differences reflected be-
tween-person confounding rather than a direct effect of pro-
longed fasting. The small differences in leukocyte subsets are
similarly difficult to separate from the well-described diurnal
variation in these cells, because shorter-fasting samples are
necessarily drawn later in the day.

The within-person analysis also revealed a few signals
absent between groups. Glycated albumin (3.8%) and hemo-
globin A1c (2.2%) were slightly higher at shorter fasting

Table 3. Laboratory Tests Showing Linear Associations With Fasting Duration Within the Subgroup Fasting Less Than 8 Hours

Test item
Difference per additional hour
of fasting (95% CI)a

% Difference,
0.5 h vs 4 h
after last mealb

EFLM optimal
TEa (%)c

Glucose, mg/dL −4.273 (−4.67 to −3.87) −15.4 3.1

Lactate, whole blood, mmol/L −0.059 (−0.07 to −0.04) −27.9 NA

AST, U/L 0.276 (0.12 to 0.43) 0.8 6.2

Total protein, g/dL 0.033 (0.03 to 0.04) 1.3 1.7

Albumin, g/dL 0.025 (0.02 to 0.03) 1.6 1.7

Potassium, mmol/L 0.008 (0.006 to 0.011) 0.7 2.5

Hemoglobin, g/dL 0.045 (0.03 to 0.06) 0.8 1.9

Hematocrit, % 0.158 (0.12 to 0.20) 1.0 1.9

RBC, 106/μL 0.019 (0.01 to 0.02) 1.2 2.0

Platelet, 103/μL 1.101 (0.48 to 1.72) 0.2 5.5

WBC, 103/μL 0.083 (0.06 to 0.10) 0.0 7.1

Neutrophil, absolute, 103/μL 0.048 (0.03 to 0.07) −3.7 8.8

Eosinophil, % −0.047 (−0.07 to −0.03) −0.4 14.9

Basophil, % −0.007 (−0.01 to −0.00) −0.2 9.1

Prothrombin time, s −0.022 (−0.04 to −0.01) −0.7 1.8

Abbreviations: AST, aspartate aminotransferase; EFLM, European Federation of
Clinical Chemistry and Laboratory Medicine; RBC, red blood cell count;
TEa, allowable total error; WBC, white blood cell count.
a Estimates were obtained from linear regression models with fasting duration

modeled continuously and adjusted for age, sex, and ordering department.
Only analytes meeting the prespecified threshold for a linear trend (P < .001)
are shown.

b Difference between the adjusted means at 0.5 and 4 hours after the last meal
(eTable 4 in Supplement 1), expressed as a percentage of the value at 0.5
hours. Because fasting time is modeled categorically for these estimates, the
direction of this contrast may differ from the linear slope.

c Optimal analytical performance specification derived from biological variation
(EFLM Biological Variation Database).
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despite no between-group difference. Because these are
cumulative indices of glycation formed over weeks to
months, neither can change acutely with a single fasting
interval, and the fact that 2 markers with different half-lives
moved together indicates a genuine difference in the
patients’ underlying glycemic status between visits rather
than a fasting effect, most likely because shorter-fasting
samples more often accompany unscheduled or follow-up
visits during periods of poorer control. Consistent with this,
both were null in the comparison between 8 to 12 hours vs
more than 12 hours, and the effect was clinically trivial (he-
moglobin A1c, approximately 48 to 49 mmol/mol). These sig-
nals illustrate that within-person comparisons, while remov-
ing stable between-patient confounding, cannot fully
eliminate time-varying confounding related to the clinical
context of testing and should not be interpreted as genuine
fasting effects.

Limitations
This study has several limitations. First, the data come from a
single secondary-care hospital in Korea and are restricted to
outpatient phlebotomy. This approach may introduce biases
related to specific patient demographics, institutional clini-
cal practices, and laboratory methodologies that could limit
generalizability. Second, we did not evaluate how often a
fasting-related difference would move a result across a clini-
cally meaningful decision threshold, for example, a fasting glu-
cose crossing a diagnostic cutpoint or an LDL-C crossing a treat-
ment target. Because the differences were small for most
analytes, such reclassification was probably uncommon, but
its frequency cannot be inferred from mean differences and
may be greater for values lying near a threshold. Third, the ret-
rospective nature also prevented us from controlling meal com-
position or verifying patient-reported fasting times. Macro-
nutrient composition, and not fasting duration alone, may
influence several analytes, and because habitual diets differ
across populations, the magnitude of the postprandial differ-
ences reported here may not generalize to other settings.
Fourth, fasting duration was recorded only when at least one
test explicitly requiring fasting (eg, glucose or lipid profile) was
concurrently ordered. Consequently, nonfasting-specific ana-
lytes such as ferritin or thyroid function tests were included
in our analysis only when they were co-ordered with a fasting-
required test, which may have introduced selection bias. Fifth,

although within-person comparisons remove stable between-
patient confounders, they do not remove time-varying con-
founders such as time of day, intercurrent illness, or medica-
tion changes between visits. Finally, the study sample skewed
toward older adults (median age, 61 years [IQR, 49-73]), and
because the postprandial response can differ by age and sex,
including menopausal status, applicability to younger adults
such as premenopausal women is uncertain. Prospective, mul-
ticenter studies with standardized protocols would be valu-
able to confirm and extend these findings across diverse popu-
lations and health care settings. Comparison with population-
representative datasets such as the Korea National Health and
Nutrition Examination Survey (KNHANES) could further clarify
how our estimates relate to the general Korean population, al-
though differences in sampling protocols and assay methods
would need to be reconciled.32

Conclusions
Our comprehensive analysis suggests that most routine blood
tests are minimally affected by short-term fasting and fasting
beyond 12 hours was not associated with meaningful addi-
tional differences for any test examined. Shorter fasting peri-
ods are associated with minimal differences in most analytes
except glucose, triglycerides, GGT and pancreatic enzymes,
supporting more flexible testing protocols for many clinical
situations. The lipid and liver-enzyme elevations with pro-
longed fasting seen between groups were not confirmed within
individuals and likely reflected confounding.

These findings suggest that traditional rigid fasting re-
quirements may warrant reconsideration in favor of a more
nuanced, analyte-specific approach to pretest preparation.
Adequate fasting (≥8 hours) should be maintained when glu-
cose or precise lipid measurement is the goal, whereas greater
flexibility may be reasonable for many other routine tests.
Prolonged fasting beyond 12 hours conferred no measurable
advantage for any analyte, including triglycerides, and repre-
sents an avoidable burden for patients. If confirmed by pro-
spective multicenter studies, this analyte-specific approach
could reduce patient burden while maintaining test accuracy.
Clinicians should be aware that results from very short fast-
ing may require careful interpretation for a limited set of
postprandial-sensitive analytes.

ARTICLE INFORMATION

Accepted for Publication: July 27, 2026.

Published Online: September 28, 2026.
doi:10.1001/jamainternmed.2026.4718

Open Access: This is an open access article
distributed under the terms of the CC-BY-NC-ND
License, which does not permit alteration or
commercial use, including those for text and data
mining, AI training, and similar technologies.
© 2026 Shin S et al. JAMA Internal Medicine.

Author Affiliations: Department of Laboratory
Medicine, Asan Medical Center, University of Ulsan
College of Medicine, Seoul, Korea (Shin, Kim);
Department of Laboratory Medicine, Ilsan Paik

Hospital, Inje University College of Medicine,
Goyang, Korea (Shin, Chang, Um, Cho, Whang);
Institute of Digital Healthcare, University of Ulsan
College of Medicine, Seoul, Korea (Kim);
Department of Laboratory Medicine, Haeundae
Paik Hospital, Inje University College of Medicine,
Busan, Korea (Yu); Department of Laboratory
Medicine, Uijeongbu Eulji Medical Center, Eulji
University, Uijeongbu, Korea (Yoo); Department of
Laboratory Medicine, Hanyang University College
of Medicine, Seoul, Korea (Park).

Author Contributions: Dr Kim had full access to all
of the data in the study and takes responsibility for
the integrity of the data and the accuracy of the
data analysis.

Concept and design: Shin, Kim, Um, Whang.
Acquisition, analysis, or interpretation of data: Shin,
Yu, Yoo, Park, Chang, Um.
Drafting of the manuscript: Shin, Um.
Critical review of the manuscript for important
intellectual content: Shin, Kim, Yu, Yoo, Park, Chang,
Whang.
Statistical analysis: Shin, Park.
Administrative, technical, or material support: Shin,
Yu, Yoo, Chang, Whang.
Supervision: Kim, Yoo, Um.

Conflict of Interest Disclosures: None reported.

Funding/Support: This work was supported by the
National Research Foundation of Korea (NRF) grant

Research Original Investigation Fasting Duration and Laboratory Test Results

E8 JAMA Internal Medicine Published online September 28, 2026 (Reprinted) jamainternalmedicine.com

Downloaded from jamanetwork.​com by guest on 09/​29/​2026

https://jamanetwork.com/journals/jama/fullarticle/10.1001/jamainternmed.2026.4718?utm_campaign=articlePDF%26utm_medium=articlePDFlink%26utm_source=articlePDF%26utm_content=jamainternmed.2026.4718
https://jamanetwork.com/pages/cc-by-nc-nd-license-permissions?utm_campaign=articlePDF%26utm_medium=articlePDFlink%26utm_source=articlePDF%26utm_content=jamainternmed.2026.4718
https://jamanetwork.com/pages/cc-by-nc-nd-license-permissions?utm_campaign=articlePDF%26utm_medium=articlePDFlink%26utm_source=articlePDF%26utm_content=jamainternmed.2026.4718
http://www.jamainternalmedicine.com?utm_campaign=articlePDF%26utm_medium=articlePDFlink%26utm_source=articlePDF%26utm_content=jamainternmed.2026.4718


funded by the Korean government (MSIT)
(RS-2024-00335644).

Role of the Funder/Sponsor: The funding
organization had no role in the design and conduct
of the study; collection, management, analysis, and
interpretation of the data; preparation, review, or
approval of the manuscript; and decision to submit
the manuscript for publication.

Data Sharing Statement: See Supplement 3.

REFERENCES

1. Chang J, Choi S, Cho H, et al; Working Group on
Venous Blood Collection Guideline of the Korean
Society for Laboratory Medicine. Standards and
practice guidelines for venous blood collection:
consensus recommendations from the Korean
Society for Laboratory Medicine. Ann Lab Med.
2025;45(4):343-357. doi:10.3343/alm.2025.0022

2. Lima-Oliveira G, Salvagno GL, Lippi G, et al.
Influence of a regular, standardized meal on clinical
chemistry analytes. Ann Lab Med. 2012;32(4):250-
256. doi:10.3343/alm.2012.32.4.250

3. Lippi G, Lima-Oliveira G, Salvagno GL, et al.
Influence of a light meal on routine haematological
tests. Blood Transfus. 2010;8(2):94-99.

4. Naugler C, Sidhu D. Break the fast? Update on
patient preparation for cholesterol testing. Can Fam
Physician. 2014;60(10):895-897, e471-e474.

5. Lorenzo Lozano MC, Cosmen Sanchez A,
Belinchón Torres PM, Prieto Menchero S,
Pineda-Tenor D. Is fasting necessary for lipid profile
determinations? Some considerations from the
perspective of the clinical laboratory. Clin Chem Lab
Med. 2017;55(9):e187-e188. doi:10.1515/cclm-
2016-0961

6. Langsted A, Nordestgaard BG. Worldwide
increasing use of nonfasting rather than fasting lipid
profiles. Clin Chem. 2024;70(7):911-933.
doi:10.1093/clinchem/hvae046

7. Nordestgaard BG, Langsted A, Mora S, et al;
European Atherosclerosis Society (EAS) and the
European Federation of Clinical Chemistry and
Laboratory Medicine (EFLM) joint consensus
initiative. Fasting is not routinely required for
determination of a lipid profile: clinical and
laboratory implications including flagging at
desirable concentration cut-points-a joint
consensus statement from the European
Atherosclerosis Society and European Federation of
Clinical Chemistry and Laboratory Medicine. Eur
Heart J. 2016;37(25):1944-1958. doi:10.1093/
eurheartj/ehw152

8. Darras P, Mattman A, Francis GA. Nonfasting
lipid testing: the new standard for cardiovascular
risk assessment. CMAJ. 2018;190(45):E1317-E1318.
doi:10.1503/cmaj.180804

9. Farukhi Z, Mora S. Assessing the dyslipidemias:
to fast or not to fast? Curr Opin Endocrinol Diabetes

Obes. 2021;28(2):97-103. doi:10.1097/MED.
0000000000000615

10. Sidhu D, Naugler C. Fasting time and lipid levels
in a community-based population: a cross-sectional
study. Arch Intern Med. 2012;172(22):1707-1710.
doi:10.1001/archinternmed.2012.3708

11. Choi Y, Lee K, Choi HJ, Moon SY, Lim J, Kim S.
Quality status of the preanalytical phase of clinical
laboratories in Korea. Lab Med Online. 2024;14
(2):90-99. doi:10.47429/lmo.2024.14.2.90

12. Bansal S, Buring JE, Rifai N, Mora S, Sacks FM,
Ridker PM. Fasting compared with nonfasting
triglycerides and risk of cardiovascular events in
women. JAMA. 2007;298(3):309-316. doi:10.1001/
jama.298.3.309

13. Keirns BH, Sciarrillo CM, Koemel NA, Emerson
SR. Fasting, non-fasting and postprandial
triglycerides for screening cardiometabolic risk.
J Nutr Sci. 2021;10:e75. doi:10.1017/jns.2021.73

14. Kolber MR, Klarenbach S, Cauchon M, et al.
PEER simplified lipid guideline 2023 update:
Prevention and management of cardiovascular
disease in primary care. Can Fam Physician. 2023;
69(10):675-686. doi:10.46747/cfp.6910675

15. Plumelle D, Lombard E, Nicolay A, Portugal H.
Influence of diet and sample collection time on 77
laboratory tests on healthy adults. Clin Biochem.
2014;47(1-2):31-37. doi:10.1016/j.clinbiochem.2013.
11.002

16. Zayed AA, Alzubaidi M, Atallah S, Momani MS,
Al-Delaimy WK. Should food intake and circadian
rhythm be considered when measuring serum
calcitonin level? Endocr Pract. 2013;19(4):620-626.
doi:10.4158/EP12358.OR

17. Rasmussen HM, Dallal GE, Phelan E, Russell RM.
Serum concentrations of retinol and retinyl esters in
adults in response to mixed vitamin A and
carotenoid containing meals. J Am Coll Nutr. 1991;10
(5):460-465. doi:10.1080/07315724.1991.10718172

18. Mejía LA, Arroyave G. Determination of vitamin
A in blood. Some practical considerations on the
time of collection of the specimens and the stability
of the vitamin. Am J Clin Nutr. 1983;37(1):147-151.
doi:10.1093/ajcn/37.1.147

19. Tamura F, Shishikura J, Mukai Y, Kaneko Y.
Arterial oxygen saturation in severely disabled
people: effect of oral feeding in the sitting position.
Dysphagia. 1999;14(4):204-211. doi:10.1007/
PL00009607

20. Horne BD, Muhlestein JB, Lappé DL, et al.
Randomized cross-over trial of short-term
water-only fasting: metabolic and cardiovascular
consequences. Nutr Metab Cardiovasc Dis. 2013;23
(11):1050-1057. doi:10.1016/j.numecd.2012.09.007

21. Momani MS, Zayed AA, Alhawari HH, et al.
Effect of age and gender on fasting and
food-stimulated levels of calcitonin, parathyroid,

and gastrin hormones in healthy adults. Endocr Pract.
2019;25(6):526-533. doi:10.4158/EP-2018-0501

22. Bergendahl M, Aloi JA, Iranmanesh A, Mulligan
TM, Veldhuis JD. Fasting suppresses pulsatile
luteinizing hormone (LH) secretion and enhances
orderliness of LH release in young but not older
men. J Clin Endocrinol Metab. 1998;83(6):1967-1975.
doi:10.1210/jc.83.6.1967

23. Rahmani J, Kord Varkaneh H, Clark C, et al. The
influence of fasting and energy restricting diets on
IGF-1 levels in humans: A systematic review and
meta-analysis. Ageing Res Rev. 2019;53:100910.
doi:10.1016/j.arr.2019.100910

24. Murphy N, Falk RT, Messinger DB, et al.
Influence of Fasting Status and Sample Preparation
on Metabolic Biomarker Measurements in
Postmenopausal Women. PLoS One. 2016;11(12):
e0167832. doi:10.1371/journal.pone.0167832

25. Simundic AM, Bilic-Zulle L, Nikolac N, et al. The
quality of the extra-analytical phase of laboratory
practice in some developing European countries
and Mexico - a multicentric study. Clin Chem Lab Med.
2011;49(2):215-228. doi:10.1515/CCLM.2011.034

26. Simundic AM, Cornes M, Grankvist K, Lippi G,
Nybo M. Standardization of collection requirements
for fasting samples: For the working group on
preanalytical phase (wg-pa) of the European
Federation of Clinical Chemistry and Laboratory
Medicine (EFLM). Clin Chim Acta. 2014;432:33-37.
doi:10.1016/j.cca.2013.11.008

27. Gaziano JM. Should we fast before we measure
our lipids? Arch Intern Med. 2012;172(22):1705-1706.
doi:10.1001/jamainternmed.2013.1771

28. Lau CK, Guo M, Viczko JA, Naugler CT.
A population study of fasting time and serum
prostate-specific antigen (PSA) level. Asian J Androl.
2014;16(5):740-744. doi:10.4103/1008-682X.125912

29. DeWaters AL, Mejia D, Thomas J, Elwood B,
Bowen ME. Patient preparation for outpatient
blood work and the impact of surreptitious fasting
on diagnoses of diabetes and prediabetes. Mayo
Clin Proc Innov Qual Outcomes. 2020;4(4):349-356.
doi:10.1016/j.mayocpiqo.2020.04.002

30. Harrell FE. Regression modeling strategies:
With applications to linear models, logistic and
ordinal regression, and survival analysis. Springer
International Publishing; 2015. doi:10.1007/978-3-
319-19425-7

31. Aarsand AKWC, Fernandez-Calle P, Jonker N,
et al. The eflm biological variation database.
Accessed July 6, 2026. https://biologicalvariation.
eu/

32. Choi R, Seo JD, Cho EJ, Lee W, Yun YM.
Adjustment formula for harmonizing triglyceride
values in the Korea National Health and Nutrition
Examination Survey, 2005-2022. Ann Lab Med.
2025;45(3):291-299. doi:10.3343/alm.2024.0317

Fasting Duration and Laboratory Test Results Original Investigation Research

jamainternalmedicine.com (Reprinted) JAMA Internal Medicine Published online September 28, 2026 E9

Downloaded from jamanetwork.​com by guest on 09/​29/​2026

https://jamanetwork.com/journals/jama/fullarticle/10.1001/jamainternmed.2026.4718?utm_campaign=articlePDF%26utm_medium=articlePDFlink%26utm_source=articlePDF%26utm_content=jamainternmed.2026.4718
https://dx.doi.org/10.3343/alm.2025.0022
https://dx.doi.org/10.3343/alm.2012.32.4.250
https://www.ncbi.nlm.nih.gov/pubmed/20383302
https://www.ncbi.nlm.nih.gov/pubmed/25316740
https://www.ncbi.nlm.nih.gov/pubmed/25316740
https://dx.doi.org/10.1515/cclm-2016-0961
https://dx.doi.org/10.1515/cclm-2016-0961
https://dx.doi.org/10.1093/clinchem/hvae046
https://dx.doi.org/10.1093/eurheartj/ehw152
https://dx.doi.org/10.1093/eurheartj/ehw152
https://dx.doi.org/10.1503/cmaj.180804
https://dx.doi.org/10.1097/MED.0000000000000615
https://dx.doi.org/10.1097/MED.0000000000000615
https://jamanetwork.com/journals/jama/fullarticle/10.1001/archinternmed.2012.3708?utm_campaign=articlePDF%26utm_medium=articlePDFlink%26utm_source=articlePDF%26utm_content=jamainternmed.2026.4718
https://dx.doi.org/10.47429/lmo.2024.14.2.90
https://jamanetwork.com/journals/jama/fullarticle/10.1001/jama.298.3.309?utm_campaign=articlePDF%26utm_medium=articlePDFlink%26utm_source=articlePDF%26utm_content=jamainternmed.2026.4718
https://jamanetwork.com/journals/jama/fullarticle/10.1001/jama.298.3.309?utm_campaign=articlePDF%26utm_medium=articlePDFlink%26utm_source=articlePDF%26utm_content=jamainternmed.2026.4718
https://dx.doi.org/10.1017/jns.2021.73
https://dx.doi.org/10.46747/cfp.6910675
https://dx.doi.org/10.1016/j.clinbiochem.2013.11.002
https://dx.doi.org/10.1016/j.clinbiochem.2013.11.002
https://dx.doi.org/10.4158/EP12358.OR
https://dx.doi.org/10.1080/07315724.1991.10718172
https://dx.doi.org/10.1093/ajcn/37.1.147
https://dx.doi.org/10.1007/PL00009607
https://dx.doi.org/10.1007/PL00009607
https://dx.doi.org/10.1016/j.numecd.2012.09.007
https://dx.doi.org/10.4158/EP-2018-0501
https://dx.doi.org/10.1210/jc.83.6.1967
https://dx.doi.org/10.1016/j.arr.2019.100910
https://dx.doi.org/10.1371/journal.pone.0167832
https://dx.doi.org/10.1515/CCLM.2011.034
https://dx.doi.org/10.1016/j.cca.2013.11.008
https://jamanetwork.com/journals/jama/fullarticle/10.1001/jamainternmed.2013.1771?utm_campaign=articlePDF%26utm_medium=articlePDFlink%26utm_source=articlePDF%26utm_content=jamainternmed.2026.4718
https://dx.doi.org/10.4103/1008-682X.125912
https://dx.doi.org/10.1016/j.mayocpiqo.2020.04.002
https://dx.doi.org/10.1007/978-3-319-19425-7
https://dx.doi.org/10.1007/978-3-319-19425-7
https://biologicalvariation.eu/
https://biologicalvariation.eu/
https://dx.doi.org/10.3343/alm.2024.0317
http://www.jamainternalmedicine.com?utm_campaign=articlePDF%26utm_medium=articlePDFlink%26utm_source=articlePDF%26utm_content=jamainternmed.2026.4718

