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ABSTRACT

Background: Conventional “nil per os (NPO) after midnight” fasting remains common for elective surgery but may
prolong discomfort and impair recovery; while American Society of Anesthesiologists (ASA) guidelines permit clear
fluids up to 2 hours and a light meal up to 6 hours preoperatively without compromising safety. Objective: To
compare patient comfort, postoperative recovery outcomes, and safety between ASA-guideline fasting and
traditional NPO fasting in elective surgical patients undergoing general anesthesia. Methods: An analytical cross-
sectional study was conducted at Nawaz Sharif Social Security Hospital, Lahore (January-April 2025) among 130
adults (=18 years), ASA physical status I-1II, undergoing elective orthopedic, general, urological, or gynecological
surgery under general anesthesia. Patients followed either ASA fasting (n=65) or traditional NPO-after-midnight
(n=63) per institutional practice. Preoperative hunger, thirst, and anxiety were measured within 30 minutes before
transfer to the operating room using 0-10 numeric rating scales. Outcomes included intraoperative aspiration,
postoperative nausea and vomiting (PONV; 0-3 scale), and length of hospital stay. Group comparisons used
independent-samples tests and exact tests as appropriate (a=0.05). Results: ASA-guideline fasting significantly
reduced hunger (1.88t1.42 vs 6.85+1.76), thirst (2.23+1.63 vs 7.35*+1.58), and anxiety (1.55+1.31 vs 6.03+1.84) (all
p<0.001). Any PONV occurred in 12.31% vs 24.62% (OR 0.43, 95% CI 0.19-0.97; p=0.042). Prolonged hospitalization
(=4 days) was 4.62% vs 55.38% (RR 0.17, 95% CI 0.06-0.44; p<0.001). Aspiration was rare (0.0% vs 1.54%; p=0.31).
Conclusion: ASA-guideline fasting was associated with markedly improved preoperative comfort, reduced PONV,
and shorter hospital stay without an observed increase in aspiration, supporting adoption of ASA-aligned fasting
practices for elective surgery.

Keywords: Preoperative fasting; ASA guidelines; Nil per os; Patient comfort; Postoperative nausea and vomiting;
Length of hospital stay; Aspiration

INTRODUCTION

Pulmonary aspiration during general anesthesia remains a rare but potentially catastrophic
complication, historically driving the routine practice of prolonged preoperative fasting. The
traditional “nil per os (NPO) after midnight” policy, widely adopted following early reports
of aspiration pneumonitis, was intended to minimize gastric volume and acidity at induction
(1). However, contemporary evidence indicates that the incidence of clinically significant
aspiration in elective surgical patients is low, and that extended fasting does not
proportionally reduce this risk when compared with more liberal, evidence-based regimens
(2). Despite this, prolonged overnight fasting continues to be practiced in many institutions,
largely due to entrenched habits and medico-legal concerns rather than current
physiological data.

Preoperative fasting is physiologically justified to reduce gastric contents and mitigate
aspiration risk during loss of protective airway reflexes under general anesthesia (5).
Nonetheless, gastric emptying of clear liquids typically occurs within two hours in healthy
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adults, and light meals within approximately six hours, forming the basis of the American
Society of Anesthesiologists (ASA) recommendations (5). These updated guidelines allow
clear fluids up to two hours and a light meal up to six hours before elective surgery, aiming
to balance patient safety with comfort. Systematic reviews and meta-analyses have
demonstrated that shortened fasting for clear fluids does not increase gastric residual
volume or aspiration events compared with traditional fasting (5,22). Furthermore,
contemporary anesthesia literature emphasizes that liberalized fasting protocols do not
elevate perioperative morbidity when applied to appropriately selected patients (23).

Beyond safety considerations, prolonged fasting exerts measurable metabolic and
psychological effects. Surgical stress already induces a catabolic state characterized by
insulin resistance, hyperglycemia, and increased counter-regulatory hormone secretion.
Extended fasting exacerbates glycogen depletion and metabolic instability, potentially
impairing wound healing and recovery (7). Randomized and observational studies have
shown that adherence to modern fasting protocols, particularly within Enhanced Recovery
After Surgery (ERAS) pathways, improves perioperative comfort and attenuates metabolic
stress (13,24). Liberalized preoperative hydration has been associated with reduced thirst,
hunger, and anxiety, alongside improved subjective well-being without compromising
anesthetic safety (9,21). Additionally, structured compliance initiatives have demonstrated
that strict adherence to evidence-based fasting recommendations can optimize patient
outcomes and streamline perioperative processes (10,11).

Postoperative nausea and vomiting (PONV) remains one of the most common and
distressing complications after general anesthesia, influencing patient satisfaction and
length of hospital stay. Evidence suggests that prolonged fasting may increase gastric
irritation and exacerbate perioperative discomfort, potentially contributing to higher PONV
rates (5,15). Studies comparing traditional and liberal fasting regimens have reported
improved gastrointestinal recovery and reduced postoperative symptoms when fasting
duration is minimized (9,13). However, while international literature supports shortened
fasting intervals, real-world adherence varies substantially, particularly in resource-limited
or protocol-driven settings where the “midnight rule” persists (2,10).

In the Pakistani perioperative context, limited empirical data exist evaluating the clinical
impact of implementing ASA-aligned fasting protocols in elective surgical populations. Most
available evidence derives from high-income healthcare systems, and local practice patterns
may differ in patient characteristics, institutional protocols, and perioperative monitoring
standards. Consequently, a contextualized evaluation is required to determine whether
adopting ASA-recommended fasting durations translates into measurable improvements in
patient comfort and recovery outcomes without compromising safety in this setting. The
absence of locally generated comparative data represents a critical knowledge gap,
particularly given the ongoing transition toward ERAS-informed perioperative models.

Within the PICO framework, the population of interest comprises adult patients undergoing
elective surgery under general anesthesia; the intervention is adherence to ASA preoperative
fasting guidelines permitting clear fluids up to two hours and light meals up to six hours
before induction; the comparator is the traditional NPO-after-midnight regimen; and the
outcomes include preoperative comfort parameters (hunger, thirst, anxiety), postoperative
recovery indices (PONV severity, length of hospital stay, recovery duration), and safety
endpoints such as intraoperative aspiration. The central research problem is whether
liberalized, evidence-based fasting improves patient-centered and clinical recovery outcomes

without increasing aspiration risk when compared with conventional prolonged fasting,
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Accordingly, the objective of this study was to compare the efficacy and safety of ASA-
recommended preoperative fasting guidelines versus traditional NPO-after-midnight
practices in adult patients undergoing elective surgery. We hypothesized that patients
managed under ASA guidelines would demonstrate significantly improved preoperative
comfort and postoperative recovery outcomes, including reduced PONV severity and shorter
hospital stay, without an increased incidence of intraoperative aspiration, compared with
those following traditional fasting protocols.

METHODS

This hospital-based analytical cross-sectional study was conducted to compare perioperative
outcomes between patients managed according to the American Society of Anesthesiologists
(ASA) preoperative fasting guidelines and those managed with the traditional nil per os
(NPO) after midnight protocol. The cross-sectional comparative design was selected to
evaluate differences in patient-reported preoperative comfort and postoperative clinical
outcomes under real-world clinical practice conditions, where fasting regimens were
implemented according to institutional protocol and perioperative scheduling policies. The
study was carried out at Nawaz Sharif Social Security Hospital, Lahore, over a four-month
period from January to April 2025. All procedures were performed in elective operating
theaters under standardized general anesthesia protocols consistent with institutional
practice.

Adult patients aged 18 years or older scheduled for elective surgical procedures under
general anesthesia were screened for eligibility during the pre-anesthesia assessment clinic
or upon admission one day prior to surgery. Eligible participants were classified as ASA
physical status I-III and scheduled for orthopedic, general surgery, urological, or
gynecological procedures. Exclusion criteria included emergency surgery, pregnancy, known
diabetes mellitus, clinically significant gastroesophageal reflux disease, documented
gastroparesis, known delayed gastric emptying disorders, or any condition associated with
increased aspiration risk. Patients with incomplete perioperative records or those unable to
provide reliable responses to preoperative assessment scales were also excluded. Consecutive
sampling was applied, and patients meeting eligibility criteria during the study period were
enrolled until the required sample size was achieved.

Participants were allocated into one of two exposure groups based on the fasting protocol
implemented preoperatively. The intervention group comprised patients managed according
to ASA fasting guidelines, permitting intake of clear fluids up to two hours before induction
of anesthesia and a light meal up to six hours before surgery. Clear fluids included water and
oral rehydration solutions without particulate matter; beverages containing pulp or fat were
not permitted. The comparator group consisted of patients instructed to follow the
traditional NPO-after-midnight regimen, defined as complete abstinence from solids and
liquids after 12:00 a.m. on the day of surgery. Fasting instructions were provided verbally and
documented in the patient chart by preoperative nursing staff, and compliance was
confirmed through patient selfreport at pre-induction assessment and review of
perioperative documentation.

Written informed consent was obtained from all participants prior to data collection. Baseline
demographic and clinical data, including age, sex, ASA physical status classification, type of
surgery, and expected surgical duration, were extracted from standardized anesthesia
assessment forms and operative records. Preoperative comfort outcomes were assessed in the
preoperative holding area within 30 minutes prior to transfer to the operating room. Hunger,

thirst, and anxiety were measured using a 0-10 numeric rating scale (NRS), where 0
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indicated no symptom and 10 indicated the worst imaginable intensity. These scales have
been widely used in perioperative research to quantify subjective symptoms and are

considered valid for clinical comparisons (21,22).

Intraoperative and postoperative outcomes were documented prospectively. Intraoperative
aspiration was defined as the presence of gastric contents in the airway confirmed by the
anesthesiologist during laryngoscopy or suctioning, accompanied by clinical signs such as
desaturation or bronchospasm. Postoperative nausea and vomiting (PONV) severity was
assessed in the post-anesthesia care unit (PACU) and within the first 24 hours postoperatively
using a standardized 4-point ordinal scale: 0 = no nausea or vomiting, 1 = mild nausea without
vomiting, 2 = moderate nausea or one episode of vomiting, and 3 = severe vomiting (two or
more episodes requiring intervention). The need for rescue antiemetic therapy was recorded.
Length of PACU stay was defined as time from PACU admission to discharge criteria
fulfillment, measured in minutes. Total hospital stay was defined as the number of calendar
days from surgery to discharge. Postoperative complications were recorded according to
predefined clinical criteria documented in patient charts during hospitalization.

The primary outcome was the difference in mean preoperative thirst score between the ASA
and traditional fasting groups. Secondary outcomes included hunger and anxiety scores,
PONV severity, incidence of intraoperative aspiration, PACU stay duration, and total length
of hospital stay. Potential confounders identified a priori included age, sex, ASA physical
status, type of surgery, and surgical duration. To minimize measurement bias, all
preoperative comfort assessments were performed by trained anesthesia staff using
standardized instructions, and outcome definitions were predefined before data analysis.
Data entry was double-checked independently by two investigators to ensure accuracy and
integrity.

The sample size was calculated to detect a minimum clinically significant difference of 1.5
points in mean thirst score between groups, assuming a standard deviation of 2.5, a two-sided
alpha of 0.05, and 80% power. The minimum required sample was 58 participants per group;
to account for potential incomplete data, 65 participants were enrolled in each group,
resulting in a total sample size of 130 patients.

Data were entered into and analyzed using Statistical Package for the Social Sciences (SPSS)
version 26.0 (IBM Corp., Armonk, NY, USA). Continuous variables were assessed for
normality using the Shapiro-Wilk test and visual inspection of histograms. Normally
distributed variables were presented as mean = standard deviation and compared using
independent-samples t-tests. Non-normally distributed variables were expressed as median
and interquartile range and analyzed using the Mann-Whitney U test. Categorical variables
were presented as frequencies and percentages and compared using chi-square or Fisher’s
exact tests as appropriate. For primary and key secondary outcomes, mean differences or risk
differences were calculated with 95% confidence intervals. Multivariable linear regression
was performed to adjust for potential confounders when assessing continuous outcomes, and
logistic regression was applied for binary outcomes. Missing data were assessed for
randomness; cases with missing primary outcome data were excluded from analysis using
complete-case analysis. A two-tailed p-value of less than 0.05 was considered statistically
significant.

The study protocol was reviewed and approved by the Institutional Ethical Review
Committee of Nawaz Sharif Social Security Hospital, Lahore. All procedures were conducted
in accordance with the principles of the Declaration of Helsinki. Participant confidentiality
was maintained through anonymized data coding, and access to the dataset was restricted to
study investigators. Standardized data collection forms, predefined operational definitions,
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double data entry verification, and preservation of the analytical code were implemented to

ensure reproducibility and data integrity.

RESULTS

Table 1 summarizes baseline characteristics for the 130 participants (65 per group). The two
groups were comparable across the measured clinical variables, with mean age 42.6 + 13.8
years in the ASA group versus 44.1 + 14.2 years in the traditional group (mean difference
—1.5 years, 95% CI —6.2 to 3.2; p = 0.52).

Female participants constituted 56.9% (37/65) of the ASA group and 55.4% (36/65) of the
traditional group (OR 1.06, 95% CI 0.53-2.14; p = 0.86). Most patients in both groups were
ASA physical status II-III (81.5% vs 83.1%; OR 0.89, 95% CI 0.34-2.29; p = 0.81). Longer
procedures (=135 minutes) occurred at identical frequency in both groups (36.9% vs 36.9%;
OR 1.00, 95% CI 0.49-2.04; p = 1.00).

Surgery-type distribution was also identical between groups (Ortho/Urology/General/Gynae:
19/16/16/14 in each group; p = 1.00), indicating that measured baseline case-mix was well
balanced and unlikely to explain between-group outcome differences.

Table 2 shows marked improvements in patient-reported preoperative comfort under ASA-
aligned fasting. Mean hunger scores (0-10 NRS) were 1.88 + 1.42 in the ASA group compared
with 6.85 + 1.76 in the traditional group, yielding a large mean reduction of —4.97 points
(95% CI —5.50 to —4.44; p < 0.001).

Mean thirst was similarly lower with ASA guidance (2.23 + 1.63 vs 7.35 = 1.58), corresponding
to a —5.12-point difference (95% CI —5.65 to —4.59; p < 0.001). Preoperative anxiety followed
the same pattern, with ASA patients reporting 1.55 + 1.31 compared with 6.03 + 1.84 in the
traditional group (mean difference —4.48, 95% CI —5.01 to —3.95; p < 0.001). The magnitude
of these differences was large across all three comfort outcomes, indicating clinically
meaningful reductions rather than small statistical shifts.

Safety outcomes are presented in Table 3. Intraoperative aspiration was rare overall,
occurring in 1 out of 130 patients (0.8%). No aspiration events were observed in the ASA
group (0/65, 0.0%), while one event occurred in the traditional group (1/65, 1.54%). This
corresponded to an absolute risk difference of —1.54% (95% CI —4.52% to 1.44%) and did not
reach statistical significance (Fisher’s exact p = 0.31).

Practically, the data indicate no observed increase in aspiration with ASA-aligned fasting in
this sample, while also highlighting that the study is underpowered to detect small
differences in such rare events.

Postoperative nausea and vomiting outcomes are detailed in Table 4 and favored the ASA
group. Absence of PONV (score 0) was reported in 87.69% (57/65) of ASA patients versus
75.38% (49/65) of traditional fasting patients. Mild symptoms (score 1) occurred in 7.69% vs
12.31%, and moderate symptoms (score 2) in 4.62% vs 9.23%, respectively. Severe vomiting
(score 3) was observed only in the traditional group (0.00% vs 3.08%, i.e., 0/65 vs 2/65).

When summarized as the presence of any PONV (score >1), ASA-guided fasting was
associated with lower odds of PONV (OR 0.43, 95% CI 0.19-0.97), and the overall distribution
across severity categories differed significantly between groups (p = 0.042), indicating not
only fewer symptoms but also a shift away from more severe presentations.

Resource-use outcomes, specifically length of hospital stay, are shown in Table 5 and
demonstrate a pronounced reduction in prolonged hospitalization in the ASA group. Nearly
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all ASA patients were discharged by day 3: 46.15% (30/65) stayed 2 days and 49.23% (32/65)
stayed 3 days; only 4.62% (3/65) stayed 4 days and none stayed 5 days (0/65, 0.00%).

In contrast, the traditional group showed a clear right-shift toward longer stays only 4.62%
(3/65) stayed 2 days, 40.00% (26/65) stayed 3 days, and 55.38% (36/65) required 4-5 days
(27.69% for 4 days and 27.69% for 5 days).

When dichotomized as prolonged stay (=4 days), the risk was 4.62% in the ASA group versus
55.38% in the traditional group, corresponding to a relative risk of 0.17 (95% CI 0.06-0.44)
with a highly significant difference (p < 0.001). Collectively, the tables indicate that ASA-
guideline fasting was associated with substantially improved preoperative comfort, lower
PONYV burden, and markedly shorter hospital stays, while aspiration events remained rare
and did not differ significantly between groups.

Table 1. Baseline Demographic and Clinical Characteristics of Participants (n = 130)

Effect Si
. ASA  Group Traditional . ect Size | P-
Variable (n=65) Group (n=65) Difference value
- P o= (95% CI)
Mean diff: —1.5
Age (years), mean + SD 426 +13.8 441 + 142 (—621032) 0.52
OR: 1.06 (0.53-
Female sex, n (%) 37 (56.9%) 36 (55.4%) 214) ( 0.86
ASA TI-I, n (%) 53 (81.5%) 54 (83.1%) ;);;)0'89 (034- 0.81
: 1. .49~
Surgical duration =135 min, n (%) 24 (36.9%) 24 (36.9%) 2(1:4) 00 (049 1.00
S Orth 1 G al/G 3
urgery type (Ortho/Urology/General/Gynac), o c16/14 19/16/16/14 — 1.00*

n (%)

Table 2. Comparison of Preoperative Comfort Scores Between Groups

Outcome (0-10 ASA Group (n=65) Traditional Group (n=65) Mean Difference (95%

NRS) Mean £ SD Mean £ SD D pvalue

Hunger score 1.88+142 6.85+1.76 —4.97 (—5.50to —4.44) <0.001

Thirst score 2.23+1.63 7.35+1.58 —512 (—5.65t0 —4.59) <0.001

Anxiety score 155+1.31 6.03 + 1.84 —4.48 (—5.01to —3.95) <0.001
Table 3. Intraoperative Aspiration Events

Outcome ASA Group (n=65) Traditional Group (n=65) Risk Difference (95% CI) p-value

Aspiration, n (%) 0 (0.0%) 1 (1.54%) —1.54% (—4.52% to 1.44%) 0317}

Table 4. Comparison of Postoperative Nausea and Vomiting (PONV) Severity

ASA Group (n=65) n Traditional Group (n=65) n

PONYV Severity Odds Ratio (95% CI)*  p-value

(%) (%)
0 — None 57 (87.69%) 49 (75.38%) Reference
1-Mild 5 (7.69%) 8 (12.31%) 0.54 (0.17-1.69)
2 — Moderate 3 (4.62%) 6 (9.23%) 0.42 (0.10-1.78)

3 - Severe 0 (0.00%) 2 (3.08%) — 0.042t
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Table 5. Comparison of Length of Hospital Stay

Hospital Stay ASA Group (n=65)n  Traditional Group (n=65)n  Relative Risk (=4 days)

val
(Days) (%) (%) (95% CI) pvalue
2 days 30 (46.15%) 3 (4.62%)

3 days 32 (49.23%) 26 (40.00%)

4 days 3 (4.62%) 18 (27.69%)

5 days 0 (0.00%) 18 (27.69%) 0.17 (0.06-0.44) <0.001+

The figure demonstrates a consistent and clinically meaningful gradient across both patient-
centered and recovery outcomes favoring ASA-guideline fasting. Mean preoperative hunger
was reduced from 6.85 to 1.88 (—72.6%), thirst from 7.35 to 2.23 (—69.7%), and anxiety from
6.03 to 1.55 (—74.3%), indicating substantial attenuation of perioperative discomfort. The
proportion of patients experiencing any PONV decreased from 24.62% under traditional
fasting to 12.31% with ASA guidance, representing an approximate 50% relative reduction

EEE ASA Guidelines
Traditional NPO

50

»
<]

Mean Score or Percentage (%)
8 -]
=]

m .
ol I — -

100 10V 400 )
aare® @ <pivst @ poied © ey v

Figure 1 Integrated Comparison of Patient-Centered and Recovery Outcomes Under ASA Vs Traditional Fasting
Protocols

Most notably, prolonged hospitalization (=4 days) declined from 55.38% in the traditional
group to 4.62% in the ASA group, reflecting an absolute reduction of 50.76 percentage points
and nearly a 12-fold relative decrease. The integrated visualization highlights a coherent
outcome gradient in which improved preoperative comfort aligns with downstream
reductions in postoperative morbidity and resource utilization, supporting the clinical and
system-level advantages of ASA-aligned fasting protocols

DISCUSSION

The present study demonstrates that implementation of ASA-recommended preoperative
fasting guidelines was associated with substantial improvements in patient-centered comfort
outcomes and early postoperative recovery without an observed increase in intraoperative
aspiration. Patients permitted clear fluids up to two hours and a light meal up to six hours
before surgery reported markedly lower hunger (mean difference —4.97), thirst (—5.12), and
anxiety (—4.48) scores compared with those subjected to traditional NPO-after-midnight
fasting. These differences were not only statistically significant (p < 0.001) but also clinically
meaningful, representing reductions of approximately 70-75% in symptom burden. The
magnitude of these effects suggests that prolonged overnight fasting imposes avoidable
physiological and psychological stress on elective surgical patients.

These findings align with contemporary evidence demonstrating that shortened fasting
intervals for clear fluids do not increase gastric residual volume or aspiration risk in
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appropriately selected patients (22,23). The absence of aspiration events in the ASA group
and the single event (1.54%) in the traditional group, with a non-significant difference (p =
0.31), support the safety profile of guideline-concordant fasting. Although the study was not
powered to detect rare adverse events such as aspiration, the observed pattern is consistent
with systematic reviews reporting no increase in perioperative pulmonary complications
when clear fluids are allowed up to two hours before anesthesia induction (5,22). Collectively,
these data challenge the continued reliance on the “midnight rule,” which persists in many
institutions despite evolving international guidance (2,10).

Beyond safety, the study provides robust local evidence supporting the physiological
rationale underpinning modern fasting recommendations. Prolonged fasting exacerbates
perioperative catabolic stress by depleting hepatic glycogen stores, increasing insulin
resistance, and elevating counter-regulatory hormone activity (7). Although metabolic
biomarkers were not the primary focus of this analysis, the observed reductions in PONV
and shorter hospital stays among ASA-guided patients are consistent with improved
metabolic and hemodynamic stability described in ERAS-based literature (13,24).
Specifically, the proportion of patients experiencing any PONV decreased from 24.62% in the
traditional group to 12.31% in the ASA group (OR 0.43), while severe vomiting occurred
exclusively in the traditional cohort. These findings reinforce previous reports that
liberalized fasting improves gastrointestinal tolerance and postoperative comfort without
compromising safety (9,21).

The most striking system-level implication of the present study is the substantial reduction
in prolonged hospitalization. Patients managed under ASA guidelines had a prolonged stay
(=4 days) rate of 4.62% compared with 55.38% in the traditional group, corresponding to a
relative risk of 0.17. Nearly all ASA patients (95.38%) were discharged within three days,
whereas more than half of traditionally fasted patients required four to five days of
hospitalization. This magnitude of difference exceeds what would be expected from comfort
improvements alone and suggests a broader impact on recovery trajectories, including
earlier mobilization, reduced postoperative complications, and improved overall
physiological resilience. Prior ERAS-focused investigations similarly report reduced length
of stay and improved recovery metrics when perioperative fasting is optimized (13,24). The
convergence of improved subjective outcomes and objective recovery endpoints strengthens
the inference that fasting duration is a modifiable determinant of perioperative quality of

care.

From a methodological perspective, baseline characteristics were comparable between
groups with respect to age, sex distribution, ASA physical status, surgical duration, and
procedure type, reducing the likelihood that confounding by measured case-mix explains
the observed differences. However, the cross-sectional comparative design inherently limits
causal inference compared with a fully randomized controlled trial. While consecutive
sampling and standardized data collection minimized selection and measurement bias,
residual confounding cannot be completely excluded. Furthermore, aspiration remains a
rare event; therefore, larger multicenter studies would be required to definitively exclude
small risk differentials. Despite these limitations, the internal consistency of effect direction
across multiple independent outcomes—comfort scores, PONV severity, and hospital stay—
supports the robustness of the findings.

Clinically, the data underscore a paradigm shift from traditional risk-avoidance fasting to
evidence-based, patient-centered perioperative management. The persistence of prolonged
fasting often reflects institutional inertia rather than contemporary risk-benefit analysis

(2,10). In contrast, ASA-aligned protocols integrate physiological evidence, patient comfort,
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and system efficiency into a cohesive framework. Within the context of elective surgical care
in Pakistan, where standardized ERAS pathways are still evolving, the present findings
provide context-specific evidence supporting adoption of modern fasting standards. The
alignment of improved patient experience with reduced resource utilization further

reinforces the economic and operational relevance of guideline implementation.

In summary, ASA-guided preoperative fasting was associated with markedly improved
preoperative comfort, reduced postoperative nausea and vomiting, and substantially shorter
hospital stays, without an observed increase in intraoperative aspiration. These findings are
consistent with international evidence supporting liberalized fasting practices and provide
locally derived data to inform perioperative policy modernization (22-24). Future research
should incorporate multicenter randomized designs, larger samples powered for rare adverse
events, and metabolic biomarkers to further elucidate mechanistic pathways linking
optimized fasting with enhanced surgical recovery.

CONCLUSION

In adult patients undergoing elective surgery under general anesthesia, adherence to ASA-
recommended preoperative fasting guidelines permitting clear fluids up to two hours and a
light meal up to six hours before induction was associated with markedly improved
preoperative comfort, significantly reduced postoperative nausea and vomiting, and
substantially shorter hospital stays compared with the traditional NPO-after-midnight
approach, without an observed increase in intraoperative aspiration. These findings reinforce
contemporary physiological and clinical evidence supporting liberalized fasting practices
and demonstrate that modern, evidence-based protocols can enhance both patient-centered
outcomes and perioperative efficiency in routine surgical care. Adoption of ASA-aligned
fasting standards should therefore be considered a priority within elective surgical pathways,
particularly in settings transitioning toward Enhanced Recovery After Surgery models.

CONCLUSION

In adult patients undergoing elective surgery under general anesthesia, adherence to ASA-
recommended preoperative fasting guidelines permitting clear fluids up to two hours and a
light meal up to six hours before induction was associated with markedly improved
preoperative comfort, significantly reduced postoperative nausea and vomiting, and
substantially shorter hospital stays compared with the traditional NPO-after-midnight
approach, without an observed increase in intraoperative aspiration. These findings reinforce
contemporary physiological and clinical evidence supporting liberalized fasting practices
and demonstrate that modern, evidence-based protocols can enhance both patient-centered
outcomes and perioperative efficiency in routine surgical care. Adoption of ASA-aligned
fasting standards should therefore be considered a priority within elective surgical pathways,
particularly in settings transitioning toward Enhanced Recovery After Surgery models.
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