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Fasting or Starving our Patients to an Inhumane
Extent? A Plea for Some Common Sense
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@ https://orcid.org/0000-0001-7338-4891 and procedural sedation as 6 h for solid meal, 4 h for liquid diet
and 2 h for clear liquids [1]. Although the evidence is growing in fa-
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and kept hungry and thirsty irrespective of when they are scheduled
for anesthesia or sedation the next day [2]. For those placed last in
the list, the starving duration frequently exceeds 16 h without a drink
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from the distressing aspect of awaiting a procedure, a starved patient
” may develop hypoglycemia, ketoacidosis, hypovolemia, discomfort,
hunger, thirst, grumpiness, and cardiovascular instability on induc-
d .|| https:/doi.org/10.3126/jbpkihs.v4i1.36337 tion of anesthesia [4-7]. Prolonged starving may amplify the organic
response to trauma, by increasing insulin resistance, and the loss of
@ lean body mass [4, 8].

This work is licensed under a Creative Commons Attribution- The current fasting recommendations from prominent spe-
enCommercial 4. Intemational Heense: cialty societies are largely consensus-driven [8-10]. The rationale
behind keeping the patients starved was to keep the stomach emp-

ty, and thus, to reduce the aspiration risk. However, the stomach
is neither full nor empty during induction of anesthesia because of
the dynamic nature of its state [10]. Gastric residual volume (GRV)
is dependent on the time and amount of food devoured, emptying
rate and secretions from oral cavity and stomach. Gastric emptying
is further regulated by hormonal, neuronal, and metabolic feed-
back [11]. Current evidence has unraveled the disconnect between
GRYV and fasting duration/ aspiration risk [12-14]. The stomach is
very distensible and can accommodate up to 1L before intragastric
pressure increases. Therefore, an ideal fasting time, or a critical
GRV is like a riddle wrapped in a mystery inside an enigma. The
only key to this riddle is recording the time of the last meal or drink
against the GRV assessed by point-of-care stomach ultrasound be-
fore general anesthesia [15, 16]. This may help us unravel the secret
relationship, if there is any, among fasting time, GRV, and pulmo-
nary aspiration in the years to come.
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Interestingly, the incidence of pulmonary aspi-
ration as a result of gastric regurgitation is strikingly
low in modern practice with recently reported rates of
0.014 to 0.021% in adults undergoing procedural se-
dation and 0.01% in adults undergoing general anes-
thesia [5, 17-20]. The proven risk factors for aspiration
include emergency surgery, light anesthesia/ unexpect-
ed response to stimulation, upper/ lower gastrointes-
tinal pathology, improper patient positioning, and the
choice of airway management [9]. Realizing the unclear
benefit of either food or liquid restriction, with a great-
er contributing factor being prior identification of pa-
tients with risk factors, many facilities in the west have
embraced more liberal fasting approaches [8, 9, 13].
Since the liquid aspirations are not as harmful as solid
aspirations and may not result in any long-term sequel-
ae, newer fasting guidelines are more liberal towards
liquids [16, 20-22]. Clear fluids until called to the op-
erating suite or the 6-4-0 regimen could be a better ap-
proach to preoperative fasting especially in routine pe-
diatric anesthetic practice [20, 21]. Removing the time
limit for clear fluids reduces the incidence of extended
preoperative fasting. The enhanced recovery after sur-
gery regimens also encourages carbohydrate drinks up
to 2 h before the induction of anesthesia to maintain
hydration to improve insulin sensitivity, and indices of
patient comfort following surgery, especially hunger,
thirst, malaise, anxiety and nausea [8].
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til 4 h before anesthesia [8]. Questions have also been
raised if adding milk in coffee or tea in the morning be-
fore surgery really increases GRV [25-27]. At 60 min,
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drink containing 50 ml of milk is consumed [28]. New-
er, more liberal approaches advocate 20% milk may be
added to clear drinks [28].

The evolving evidence echo that our practice
of starving our patients is not only outdated but also
harmful and inhumane. It is understandable that both
the patients and caretakers do not want to break the
fasting norms for fear of the cancellation of surgery.
We need multidisciplinary education to break that fear.
We are all aware of the frequent need for last-minute
changes to the theater schedule, which become very
problematic if patients are unfasted. “Clear fluids any-
time” potentially resolves this issue. It is a high time we
replace a common “NPO now” order with the specific
“NPO start time” order based on the scheduled time of
the patient’s procedure. This is a sincere plea for a com-
mitment from everyone concerned to end the epidemic
of starving our patients before anesthesia or sedation.
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