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CORRESPONDENCE
Preoperative Fasting and More:
Expanding the Acceptance
of Evidence-based Practices.

Comment on JBPKIHS. 2021;4(1):1-3

Dear Editor,

This was a good read on the topic of evi-
dence-based practice raising the issue of “Fasting or
starving our patients to an inhumane extent? A plea for
some common sense” in the editorial Vol 4, No 1 (2021)
in your esteemed journal. Very true, we need more such
reminders for the evidence-based clinical practices to
benefit the patients. Preoperative, and for that matter
postoperative, nil per os (NPO) of surgical patients are
the areas in which we need to do more work, remind-
ing the surgeons, anesthetists, and nurses, to raise the
awareness to implement the evidence-based practice
guidelines for the change needed in day to day clinical
practices.

The editorial has rightly pointed out that the is-
sue of NPO for patients undergoing surgery requires
an overhaul. We need to remind all the stakeholders,
the academicians, the clinicians, and the patients of the
changing concept and evidence in traditional clinical
practices so that patients do not need to suffer unnec-
essarily from blanket midnight NPO before surgery [1].
Same is also true for the routine prolonged NPO after
surgery [2].

The tradition of perioperative NPO practices need
to be revised based on scientific evidence. And for that
matter, many such changes we have implemented at
Patan Hospital, Patan Academy of Health Sciences. For
such, we had generated evidence for the feasibility of
changing the NPO practices in the department of sur-
gery [1], but more needs to be done for the wider accep-
tance of changes required for perioperative unnecessar-

ily prolonged fasting.
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In line with the enhanced recovery after surgery
(ERAS), both pre- and postoperative NPO, discontinu-
ation of intravenous (IV) drip, and allowing early post-
operative oral feeding practices are feasible for which
the students and postgraduate trainees have helped
spread the changes [2, 3]. Traditional clinical practices
require re-visit to make changes based on evidence.

We need to generate more research evidence lo-
cally to make relevant changes in clinical practices
while keeping in line with the international literature
available on the Web. Evidence generated internation-
ally should be complemented with research in local sce-
narios for wider implementation. This is because the
‘grass is greener on the other side of the fence’ is not
always beneficial and automatically accepted in local
scenarios. Generating evidence, its visibility, and ac-
knowledgment are important to further strengthen and
expand evidence-based clinical practices.

Mechanisms of change are complex and reducing
the gap between clinic practices and research needs
more effort to implement the changes. Practicalities and
the potential contribution of clinical research, training,
and participation in a research project, use of infor-
mation technologies for dissemination of findings are
useful for wider acceptance of necessary changes [4].
Unlearning old practice is more difficult than learning
a new one and requires a multi-directional process for
successful changes [5]. Availability of clinical guideline
alone is not enough for a change in old practices; and
require dissemination, implementation, and evaluation
for local adaptation and refinement to promote the suc-
cessful changes.

Congratulations for trying to raise awareness,
especially important when it is from the teaching in-
stitutions and academia where we train the future
physicians. Interdisciplinary involvement of multiple
institutions for wider consensus goes a long way when
there is a need for change in clinical practices, for the
introduction of the change itself, and more importantly

for the sustainability of the changes.
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Reconsidering Nil Per Oral Start
Time Order or Modifying the ASA
Guideline: A Different Perspective.
Comment on JBPKIHS. 2021;4(1):1-3

Dear Editor,

I read with interest your “Fasting or Starving our
Patients to an Inhumane Extent? A Plea for Some Com-
mon Sense”, published in the recent issue of Journal of
BPKIHS 2021 [1]. You have mentioned that it’s time to
replace a common “NPO now” order with the specific
“NPO start time” order based on the scheduled time of
the patient’s procedure, which is worth noting. It has
also been mentioned that removing the time limit for
clear fluids reduces the incidence of extended preoper-
ative fasting, so you voted for 6-4-0 regimen in routine
paediatric anaesthetic practice. But studies have shown
that 250—300 ml of water leaves the stomach in < 30 -
60 min [2]. It means even clear fluid takes some time
to leave stomach. In case the 6-4-0 regimen is strict-
ly followed and if children are allowed to drink ad lib,
there is risk of aspiration. So “Clear fluid at any time”
though resolve the issue of starvation but reinstate the
risk of aspiration. Therefore what I would like to sug-
gest is that the idea to replace “NPO now” order with
“NPO start time” order based on scheduled time of the
patient’s procedure is worth applying instead of chang-
ing the 6-4-2 guideline to 6-4-0 [3].
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Editor’s Reply to Nischal Shrestha’s
Letter

I would like to thank the author for showing inter-
est in the editorial on “Fasting or starving our patients
to an inhumane extent? A plea for some common sense”
published in our previous issue and raising a concern.
The rationale for advocating the practice of clear flu-
ids until called to the operating suite (6-4-0 regimen)
in routine pediatric anesthetic practice for healthy
children are twofold. Firstly, in real world setting fac-
tors that prolong the fasting duration once a patient is
called to the operating suite include the time taken for
arranging the transfer and even after the patient gets
transferred to the theater, the waiting period till the
anesthesia induction room is vacant. Randomized con-
trolled trials and prospective observational studies have
shown that real time median fasting duration was 48 to
76 min with 6-4-0 regimen compared to 135 min to 3.9
h with 6-4-2 regimen [1]. Hence, even if 6-4-0 regimen
is strictly followed, zero hour translates to a little lon-
ger than 30 to 60 min which is adequate for the 250 ml
to 300 ml of water to leave the stomach. By shorten-
ing fasting duration, zero hour regimen therefore, may
reduce patient discomfort while keeping a flexibility in
operating room schedule [2]. Secondly, recent studies
suggest liberalizing clear fluid fasting times in healthy
children does not increase the incidence of pulmonary
aspiration [3]. Even if regurgitation and aspiration of
clear fluid occurs, it is unlikely to result in morbidity
and mortality [3]. Based on the above facts, various an-
esthesia societies in Europe, Canada and Australasia, in
addition to the international consensus for clear fluid
fasting for children, now encourage clear fluid intake
up to 1 h prior to pediatric elective anesthesia [1, 4].
Hence, unless contraindicated, liberal preoperative flu-
id intake should always be encouraged in children. We
do agree that ad lib volume may be dangerous and do

not advocate beyond 3ml/kg. [5].
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