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The rational of preoperative fasting is to minimize the risk 

of aspiration under anaesthesia. The current guidelines 

recommend 2hrs fasting for clear fluids and 6-8hrs for 

solid food, which is suggested to produce the most optimal 

gastric environment in terms of aspiration risk reduction1. 

Drinking clear fluids 2hrs before surgery is not only safe 

but also more comfortable for the patient2. Unfortunately, 

defining „clear‟ fluids is problematic, for example, apple 

juice is but orange juice is not. In order to avoid confusion, 

„water only‟ has become the norm. In the era of evidence-

based medicine, however, this dogma of „water only‟ has 

been challenged and a sugary/carbohydrate (CHO) drink 

2hrs before anaesthesia is now recommended3. This is 

supported by evidence that such a drink could avert the 

detrimental effects of prolonged starvation4.  

  

Following local ethics approval, patient records from 

11/2014 to 2/2015 were reviewed. Fasting periods are 

defined for clear fluids: <2hrs „non-fasting‟, 2~3.99hrs 

„good practice‟, 4~5.99hrs „acceptable‟, 6~9.99hrs 

„prolonged‟ and ≥10hrs „excessive‟; for solid food: <6hrs 

„non-fasting‟, 6~7.99hrs „good practice‟, 8~11.99hrs 

„acceptable‟, 12~15.99hrs „prolonged‟ and ≥16hrs 

„excessive‟.  

 In conclusion, too many patients have prolonged preoperative fasting, in 

particular for clear fluids, and as such there is a greater potential for 

improvement to our patient-centred perioperative care. 
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In line with the metabolic prehabilitation program, “Sugar 

Study” aims to advocate the current concept of 

preoperative fasting by drinking a CHO-rich clear 

beverage 2hrs before surgery. This “Sugar Study”, a 

retrospective observational study, was to establish a 

baseline of current practice in preoperative fasting at a 

metropolitan hospital in Victoria.  

The data from 2161 patients were analysed.  

The results indicated that a majority of surgical patients 

fasted too long (Figure 1). Whilst 77% experienced either 

prolonged or excessive fasting, only 6% adhered to the 

recommended guidelines.  

Current practice of preoperative fasting is of concern, 

since such practices were deemed unacceptable in as 

many as 94% of patients for fluids and 60% for food 

(Table 1). It is also disturbing to note that only 6% of 

patients had acceptable fasting for fluids.  

Figure 1. The fasting category distribution: the number of patients (Bar Chart) 

and its percentage (Pie Chart).  

Table 1. Percentage of patients in each fasting category for fluids and food. 

 Fasting from Fluids (%) Fasting from Food (%) 

Non-fasting 0.4 1.5 

Good Practice 
Acceptable 

Practice 

1.9 

6.0 

9.9 

38.8 

Acceptable  4.1 28.9 

Prolonged  
Unacceptable 

Practice 

28.8 

93.6 

29.2 

59.7 

Excessive  64.8 30.5 

 


