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Purpose: During a procedure under sedation or anesthesia, patients are at risk of
aspiration; this can lead to serious negative consequences. This policy has been
developed to standardize fasting recommendations.

Policy Statement: This policy has been developed to standardize the fasting
recommendations for patients undergoing a surgical or invasive procedure performed
under moderate or deep sedation, or with anesthesia. (Ref 1,2)

Instructions for elective surgery or procedures:

For elective surgery/ procedures with anesthesia and/or procedures under moderate
or deep sedation, fasting rules have been adopted to maximize patient safety and
patient and provider understanding i.e. keeping the rules simple and allowing for
potential scheduling changes on the day of surgery or the procedure.

The following section outlines the recommended approach for patients undergoing a
surgical or an invasive procedure:

On the day of an elective surgery or procedure

Liguids-

e No alcohol after midnight prior to the surgery or procedure.

e Patients may have clear liquids up to 2 hours prior to their arrival time to
the hospital. (Using the at hospital arrival time allows for potential changes
in scheduling once the patient arrives. For most elective cases this
translates into clear liquids UNTIL 4 hours prior to the procedure or surgery
time.)

¢ |If the proceduralist, surgeon and /or anesthesiologist agree, the patient may
have a sip of water with any preoperative oral medication prior to the
surgery / procedure in the holding area or waiting room.

e Clear liquids include water (non-carbonated), fruit juices with no pulp such
as apple juice, cranberry juice, white grape juice; black coffee or tea (no
cream or milk); Kool Aid, Gatorade, Propel, Ice pops, Jello, fat free clear
broths.

e Chewing gum, sucking hard candy on the morning of surgery may stimulate
gastric secretions; it is unclear if this increases the risk of aspiration (ref 3).
In the absence of clear evidence, hard candy should be considered a clear
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liquid equivalent and maybe used up to 2 hours before the procedure. The
evidence on the impact of pre-procedure gum is also limited. Ata
minimum, patients should be instructed to spit out any gum on arrival to the
hospital.

Solids-

e Scheduled cases: All patients should remain NPO for solids after midnight
for scheduled cases

e Non-scheduled cases: Patients should be NPO for solids for at least 6
hours prior to non-scheduled cases.

e High risk conditions (including obesity, pregnancy, certain medical condition
such as diabetes mellitus, chronic narcotic use or other conditions) can
reduce gastric emptying and predispose patients to aspiration. In these
patients the fasting period may need to be extended at the discretion of the

provider(s).

Hypoglycemia management: If the patient has diabetes, and develops a low blood
sugar, the patient should be instructed to take glucose gel (15 grams) or 40z apple
juice or five sugar packets. ( for details on Hypoglycemia treatment

please refer to Policy: NPM 100-36 Hypoglycemia Management)

High carbohydrate clear liquids e.g.Gatorade or sports drinks may be
recommended prior to surgery. Patients on an Enhanced Recovery After Surgery
(ERAS) protocol may be instructed to ingest up to 400 cc of clear liquid up until 2
hours prior to surgical check in time. These patients will receive additional specific
information regarding bowel preparation and fluid restrictions.

Oral contrast agents are generally considered to be the equivalent of a solid meal,
evoking the 6 hour fasting rule.

Oral bowel preparations are clear liquids and may be continued as directed up until
2 hours prior to the administration of sedation or anesthesia.

Patients receiving enteral nutrition through tube feedings.

1. For non-intubated patients,

e Tube feedings are considered solid food and should be held a minimum_of
6 _hours prior to the time the first sedative or anesthetic medication is
administered.

¢ In general, for outpatient and SDA cases e.g. nursing home patients, tube
feedings should be held after midnight on the day of surgery.
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e For more information about types of tubes please refer to PPGD Policy:
900-1: “Use of Enteral Feeding Tubes and Tube Feeding Products.

2. ICU patients receiving Enteral Nutrition:

e |f the patient is intubated or has a cuffed tracheostomy, the tube feeds can
continue up to or throughout the procedure (at the discretion of the
anesthesiologist), unless the procedure involves the airway (e.g.
tracheostomy), in which case it should be stopped at least 6 hours before
elective surgery..

e However, if the patient is not intubated or will be undergoing an elective
procedure involving the airway, the tube feeds must be stopped 6 hours in
advance.

e For emergent cases in non-intubated patients, the tube feeds should be
stopped, and the timing of the procedure will be determined after discussion
between the proceduralist/ surgeon and the anesthesiologist.

e The location of the feeding tube is not relevant. There is no scientific evidence
that a jejunostomy tube offers any less risk of aspiration than a gastric tube.

If the NPO conditions outlined above are not met and the procedure or surgery is non-
emergent, and requires sedation or anesthesia, the procedure or surgery should be
postponed until fasting recommendations are met or the procedure should be
rescheduled to a different day.

Emergency procedures

It is recognized in certain circumstances a procedure or surgery is emergent or
urgent. In these situations the risks associated with delaying the procedure or surgery
may be greater than the risk of proceeding with a potentially full stomach.

If the patient has not met the required fasting recommendations outlined above, and
the procedure cannot be delayed, it will be up to the physician provider(s) to decide if
it is safe to proceed without sedation. If a general anesthestic with intubation or a
neuraxial anesthetic is required, the decision to proceed will be made following a
discussion between the surgeon/ proceduralist and the anesthesiologist. General
anesthesia with intubation does not guarantee that a patient with a full stomach will
not aspirate, but it may reduce the risk.

For fasting recommendations for Emergency Department Procedures with Deep
Sedation please refer to policy CP-52 Deep Sedation.
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