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a b s t r a c t

Purpose: This study aimed to identify the barriers to translating evidence-based recommendations on 
preoperative fasting durations into clinical practice.
Design: The study used a phenomenological design within qualitative research methodology.
Methods: Criterion sampling, a purposive sampling method, was used to select the study group. 
Semistructured interview questions served as the data collection tool. All interviews were audio-recorded, 
and content analysis was employed for data analysis.
Findings: Four main themes (A Reliable Method: The Nil Per Os Protocol, Concerns About the Proper 
Implementation of New Recommendations, Perspectives on Protocol Change, and Suggestions for Protocol 
Modification) and 13 subthemes emerged from the analysis of the data.
Conclusions: The study concluded that the two primary barriers to implementing evidence-based practices 
in clinical settings are flexible operation schedules and the low socioeconomic status of patients.
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including those for text and data mining, AI training, and similar technologies. 

One of the key physiological preparations before surgery is the 
restriction of oral intake of food and fluids.1 Patients undergoing 
elective surgery are required to abstain from all food and fluids for a 
specific period before the operation.2 Preoperative fasting reduces 
the volume and acidity of stomach contents, aiming to prevent 
complications such as pulmonary aspiration, vomiting, regurgita
tion, and issues related to anesthesia or surgery.3,4 Traditionally, 
prolonged fasting starting at midnight (nil per os) has been re
commended for adults to achieve these goals.4,5

Prolonged preoperative fasting can lead to various negative effects, 
including thirst, hunger, discomfort, hypoglycemia, dehydration, 

electrolyte imbalance, malnutrition, hypovolemia, and insulin re
sistance.4,6 Additionally, fasting adversely affects immune function, 
increasing the risk of infections.7,8

Research indicates that pulmonary aspiration is a rare compli
cation in modern anesthesia.4,6 With the reduction in aspiration 
incidence and the rise in complications associated with prolonged 
fasting,4 traditional midnight fasting protocols have been chal
lenged.9 As a result, the American Society of Anesthesiologists (ASA) 
revised its guidelines for preoperative fasting in healthy patients 
undergoing elective surgery.9-11

The ASA, along with the European Society of Anaesthesiology, 
recommends shorter preoperative fasting durations of 2 hours for 
clear fluids and 6 hours for solid foods in their guidelines, as well as 
in Enhanced Recovery After Surgery protocols.7,12-14 Evidence con
firms that shorter fasting durations do not significantly increase the 
risk of regurgitation or aspiration.4,15-17 Shortened fasting periods 
are essential for meeting patients’ energy demands, supporting 
wound healing, enhancing immune function, and facilitating early 

Journal of PeriAnesthesia Nursing xxx (xxxx) xxx–xxx

https://doi.org/10.1016/j.jopan.2025.06.013 
1089-9472/© 2025 American Society of PeriAnesthesia Nurses. Published by Elsevier Inc. All rights are reserved, including those for text and data mining, AI training, and similar 
technologies. 

⁎ Address correspondence to: Fadime Ertural, Department of Medical Services and 
Techniques, Nuh Naci Yazgan University Vocational School, Kayseri, Turkey.

E-mail address: fertural@nny.edu.tr (F. Ertural).
1 ORCID: 0000-0001-6983-5995.
2 ORCID: 0000-0002-8325-3198.
3 ORCID: 0000-0002-7243-0734.
4 ORCID: 0000-0003-4787-7515.

http://www.sciencedirect.com/science/journal/10899472
www.jopan.org
https://doi.org/10.1016/j.jopan.2025.06.013
https://doi.org/10.1016/j.jopan.2025.06.013
mailto:fertural@nny.edu.tr
https://orcid.org/0000-0001-6983-5995
https://orcid.org/0000-0002-8325-3198
https://orcid.org/0000-0002-7243-0734
https://orcid.org/0000-0003-4787-7515


recovery of normal bowel function.7,18,19 Additionally, shorter fasting 
durations have been shown to alleviate dry mouth, hunger, insulin 
resistance, muscle weakness, and postoperative nausea and vo
miting.14,20-22

Despite these benefits, the adoption of shorter fasting durations 
in clinical practice has been slow.23 While many institutions have 
implemented shorter fasting protocols, studies reveal that pro
longed fasting remains common in practice, regardless of the time of 
surgery.4,10,23-25 This highlights a significant gap between actual 
fasting durations and the recommendations outlined in the guide
lines.4 Furthermore, the ASA and other guideline recommendations 
are often overlooked in clinical settings9,10 and traditional nil per os 
practices continue to dominate.4,26

To improve patient safety and health care quality, health care 
professionals must abandon prolonged fasting policies and adopt 
evidence-based practices.27 Surgical nurses, who are responsible for 
preparing patients preoperatively, play a crucial role in ensuring 
proper adherence to fasting protocols.10,23 A multidisciplinary ap
proach, involving nurses, physicians, anesthetists, surgical teams, 
and other practitioners, is essential for optimizing preoperative 
fasting practices.4

A holistic and evidence-based approach is imperative. Nurses’ 
collaboration with other health care disciplines is of utmost im
portance in implementing evidence-based practices for preoperative 
nutritional and fluid restrictions.23

This study aims to identify barriers to implementing evidence- 
based short fasting recommendations in clinical practice. By addres
sing these barriers, the study contributes to the literature and sup
ports the development of strategies to overcome these challenges.

Methods

Design

This study is based on qualitative research methodology. 
Qualitative research aims to understand a phenomenon from the 
perspective of relevant individuals and to reveal the social struc
tures and processes that shape these perspectives.28 The design of 
this study is phenomenological, a qualitative research design. Phe
nomenological studies explore participants’ feelings, thoughts, per
ceptions, and how they structure and create a state of consciousness 
regarding the phenomena they experience.29 The aim of this study is 
to identify the barriers preventing the implementation of evidence- 
based practices on preoperative fasting durations into clinical 
practice. To uncover these barriers, the study deeply examines the 
thoughts, perceptions, and attitudes of health care professionals 
regarding fasting durations, based on their experiences. For this 
purpose, the phenomenological design of qualitative research was 
used in this study.

Setting and Sample

In this study, the sample was selected using a criterion-based 
purposive sampling method. In qualitative research, purposive 
sampling is preferred to examine the individuals or situations under 
investigation rather than generalizing the findings to the broader 
population.30,31 Purposive sampling is particularly useful for in- 
depth examination of cases believed to hold rich information and for 
exploring and explaining phenomena.31 In this study, purposive 
sampling was used to discover and explain the factors hindering the 
implementation of appropriate fasting durations in clinical practice.

The criterion-based purposive sampling method involves ex
amining all cases that meet a predefined set of criteria. These criteria 
can either be determined by the researcher or based on a pre-es
tablished list of standards.32 In this study, the purposive sampling 

method was used as the researcher established the criteria for se
lecting the sample. The criteria included working as a nurse, sur
geon, or anesthesiologist in surgical clinics and having at least 1 year 
of experience in a surgical clinic to better reflect their experiences 
regarding fasting durations.

Additionally, the recommendation is that preoperative fasting 
durations be determined by a multidisciplinary surgical team.4,33 For 
this reason, the sample included members of the surgical team, 
namely nurses, surgeons, and anesthesiologists. The participants 
were health care professionals with knowledge and experience re
garding fasting durations who worked in the surgical clinics of a 
state hospital located in a province in Turkey’s Central Anatolia 
Region.

Although there is no consensus on the ideal sample size in 
qualitative research, an adequate sample size is achieved when sa
tisfactory data are collected. Data collection is concluded when data 
saturation is reached, meaning the same data start to repeat and no 
new information emerges.34 In this study, data collection was ter
minated when no new information emerged. The sample included 
eight nurses, five surgeons, and five anesthesiologists. Nurses were 
coded as H1 to H8, surgeons as C1 to C5, and anesthesiologists as A1 
to A5. Participant characteristics are presented in Table 1.

Data Collection Tools

Interviews with participants were used as data collection. The 
primary purpose of an interview is to uncover the thoughts, beliefs, 
and emotions of the individual being engaged.30 In this context, the 
“Sociodemographic Characteristics Form” and the “Semi-Structured 
Interview Form” were used during the interviews.

The “Sociodemographic Characteristics Form” was developed 
based on a literature review and consisted of 10 questions.5,23,35

These questions addressed participants’ educational background, 
profession, experience in surgical clinics, attendance at scientific 
congresses, symposiums, and in-service training, following scientific 
publications, reading scientific materials on nutritional and fluid 
restrictions, awareness of the latest ASA guidelines for preoperative 
fasting, and identification of the person responsible for instructing 
patients to fast before surgery.

Researchers prepare an interview form that includes the ques
tions they plan and intend to ask in advance, thereby creating 
semistructured interview questions.36 In addition, depending on the 
flow of the interview, the researcher may influence the course of the 
conversation with different side or subquestions and enable the 
participant to expand and elaborate on their answers.37 In this 
context, the “Semi-Structured Interview Form” was created by the 
researcher and finalized with the expert opinions of two specialists 
in the field of Surgical Nursing (Table 2). Expert opinions were ob
tained from two associate professors specializing in surgical nur
sing: one from the Department of Surgical Nursing at Akdeniz 
University and the other from the Department of Surgical Nursing at 
Erciyes University.

Data Collection Process

The interviews were conducted by a female researcher who has 
previous clinical experience in the field of nursing and currently 
works as a lecturer at a foundation university. She is the Principal 
Investigator of the study and received formal training in qualitative 
research as part of her postgraduate education. The researcher was 
responsible for all phases of the study, including data collection, 
manual coding, thematic analysis, and reporting. She had no prior 
professional or personal relationship with any of the participants, 
thereby minimizing potential bias during the research process.
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Data collection was conducted between October and December 
2023 through face-to-face interviews. Each interview lasted 25 to 
45 minutes and was held in a quiet environment, such as a nurse’s or 
doctor’s office. Participants’ consent was obtained for audio re
cording. During the interviews, participants’ responses were clar
ified when necessary, and unclear answers were probed further. 
After transcription, responses were validated through member 
checking.

Data Analysis

Content analysis was employed to evaluate the data in this study. 
In content analysis, similar data are systematically grouped around 
specific concepts and themes to facilitate interpretation in a manner 
that is meaningful to the reader.30,38 In qualitative research, content 
analysis is a coding-based analytical approach that enables the 
identification of themes related to the research problem by ana
lyzing rich, detailed data collected by the researcher. Codes derived 
from this process are categorized into subthemes, which are then 
consolidated under broader main themes.38

In this study, data obtained from semistructured interviews were 
transcribed verbatim by listening to the audio recordings. These 
transcripts were examined to generate new codes, leading to the 
identification of subthemes and overarching themes. Thus, content 
analysis was deemed the most appropriate method for this study. To 
ensure methodological rigor and enhance the trustworthiness of the 
findings, expert consultation was obtained from a faculty member 
with recognized expertise in qualitative research. The expert is a 
professor in the Faculty of Educational Sciences at Erciyes University, 
who teaches qualitative research at the graduate level and conducts 
professional training in this field. The methodology and coding 
processes were reviewed with the expert, and constructive feedback 

was incorporated—particularly regarding the development of the
matic frameworks, categorization procedures, and consistency in 
data interpretation.

The entire data management and analysis process was conducted 
manually, without the use of qualitative data analysis software. The 
coding process was explicitly performed through manual coding by 
the researcher, using a thematic content analysis approach.

Ethical Considerations

Ethical approval was obtained from the Non-Interventional 
Clinical Research Ethics Committee of a university (Approval No: 
2023/17, dated April 19, 2023). Institutional permission was also 
secured (Approval No: E-26171210-929-218694310, dated June 23, 
2023). Verbal informed consent was obtained from all participants, 
and anonymity was maintained by using codes instead of names 
during data reporting.

Reporting Guidelines

This qualitative study was conducted and reported in accordance 
with the Consolidated Criteria for Reporting Qualitative Research 
(COREQ) 32-item checklist developed by Tong et al.39 The COREQ 
checklist ensures comprehensive and transparent reporting in three 
key domains: (1) research team and reflexivity, (2) study design, and 
(3) data analysis and reporting. Each item of the checklist was sys
tematically reviewed to evaluate the study’s methodological rigor 
and reporting clarity. A summary of the study’s compliance with the 
COREQ criteria is presented in Supplementary 1, demonstrating that 
27 of the 32 items were fully met and 2 were partially met, in
dicating a high level of alignment with established qualitative re
search reporting standards.

Table 1 
Participants’ Demographic Characteristics 

Code Education Years of Experience in 
Surgical Clinics

Participation in Scientific 
Congresses or Events

Reading Scientific Publications on 
Food-fluid Restrictions

Awareness of ASA Guidelines 
on Fasting

C1 Postgraduate 6 Yes Yes Yes
C2 Postgraduate 31 Yes No No
C3 Postgraduate 19 No Yes No
C4 Postgraduate 20 Yes Yes Yes
C5 Postgraduate 13 Yes No No
H1 Postgraduate 7 Yes No No
H2 Bachelor’s 6 No No No
H3 Bachelor’s 4 No No No
H4 Bachelor’s 1.5 No No No
H5 Associate degree 1 No Yes No
H6 Associate degree 1 No No No
H7 Bachelor’s 5 Yes No No
H8 Bachelor’s 4 No No No
A1 Postgraduate 10 Yes No Yes
A2 Postgraduate 10 Yes No Yes
A3 Postgraduate 13 No No Yes
A4 Postgraduate 12 Yes Yes Yes
A5 Postgraduate 13 Yes No Yes

ASA, American Society of Anesthesiologists.

Table 2 
Semistructured Interview Form Questions 

1 What can you say about the reasons for the widespread use of the nil per os protocol after midnight? 
Alternative question: What do you think are the reasons why evidence-based short fasting protocols are not implemented in practice?

2 Can you share with us the methods you follow to support prolonged fasting durations? 
Alternative question: What actions do you take to support prolonged fasting durations?

3 Do you think the protocol commonly used in practice should be changed? Why?
4 If you think it should be changed, what course of action do you suggest?
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Findings

In the findings section, subthemes were developed based on the 
participants’ responses. These subthemes were then grouped into 
main themes. As a result, a total of 4 themes and 13 subthemes were 
identified. The themes and subthemes are presented in Table 3.

Theme 1: A Reliable Method: The Nil Per Os Protocol

The theme “A Reliable Method: The Nil Per Os Protocol” consists 
of five subthemes, as shown in Table 3.

Subtheme 1.1: Flexible Operation Hours

Participants explained that the nil per os protocol is widely used 
due to the flexibility of surgery schedules. A large number of par
ticipants (11) made statements supporting this view, which are 
highlighted below:  

“We ensure patients fast after midnight to avoid risks because we 
cannot adjust for uncertain surgery times.” (H6)

“Surgeons probably recommend fasting from midnight since the 
exact timing of surgeries is unclear.” (A2)

“After setting the first case of the day, surgery schedules can 
sometimes change.” (C4)

Subtheme 1.2: A Single Standard Protocol: Easier, Practical, Clear, and 
Comprehensible

Seven participants stated that the nil per os protocol remains in 
use because its standardized application makes it easier, practical, 
clear, and understandable. Participants expressed this as follows:  

“In general, it’s more practical for surgery and anesthesia. 
Otherwise, applying different fasting durations for everyone is dif
ficult to standardize.” (A1)

“It’s clearer, and patients understand it more easily.” (H8)

“When you tell patients they must fast after midnight, they all comply 
automatically. I think this simplicity is another advantage.” (H2)

Subtheme 1.3: For the Wheel to Turn

Six participants stated that the nil per os protocol is widely used 
to prevent disruptions and ensure the continuity of operations:  

“We actually have to do this to keep the system running, to keep the 
wheel turning and, as I said, to ensure that surgeries are not post
poned and the plan is not disrupted.” (C1)

“Patients fast to ensure we complete all planned surgeries by the end 
of the day.” (C3)

“They do not take the patient into surgery, for example, the other 
pending case goes, so the doctors do not want their work to be 
disrupted here.” (H2)

Subtheme 1.4: Preventable Effects of Prolonged Fasting

Six participants noted that prolonged fasting effects are man
ageable with intravenous (IV) hydration, leading to continued use of 
the midnight fasting protocol. Participants explained this as follows:  

“Hunger and lack of nutrients don’t cause significant issues, but fluid 
deficiency can be a problem. With some fluid replacement, the 
length of the fasting period doesn’t become much of an issue.” (C2)

“For example, blood pressure may drop, but since patients are 
fasting during this period, we immediately administer IV fluids. Or if 
blood sugar drops, we provide dextrose. We manage these situations 
with necessary interventions.” (H3)

Subtheme 1.5: Fed Patients Pose a Greater Risk

Three participants stated that fasting does not lead to significant 
problems; rather, they considered being fed a greater risk. They 
highlighted this as a reason for the widespread use of the nil per os 
protocol. Participants expressed this as follows:  

“…But there aren’t very serious problems; it’s more related to the 
education level of the patients because fed patients pose a greater 
risk for us, that’s why.” (A5)

“…But at least I think that no one would die even if they fasted for 
15–16 hours. For this reason, I think taking a fed patient is riskier, 
particularly in terms of aspiration.” (A1)

Theme 2: Concerns About the Proper Implementation of New 
Recommendations

The theme “Concerns About the Proper Implementation of New 
Recommendations” consists of four subthemes, as shown in Table 3.

Subtheme 2.1: Patients With Low Sociocultural Levels

Nine participants explained that the nil per os protocol is widely 
used because patients with low sociocultural levels struggle to fully 
understand or correctly follow this protocol. Participants expressed 
this as follows:  

“As I said, considering the structure of our society, I think it shouldn’t 
be changed too much because sometimes they don’t even under
stand what you’re saying.” (C4)

“It’s related to our sociodemographic structure. Patients are more 
likely to understand when you say 12:00 midnight, so we think it 
has to do with their education level.” (A5)

“Also, just saying ‘stay fasting’ isn’t enough. In Turkey, you have to 
tell a patient, ‘It’s like fasting during Ramadan.’ When you say ‘stay 
fasting,’ some patients will say, ‘I just ate a little, but I didn’t fill my 
stomach,’ and they’ll come after eating something small. Others will 
say, ‘I didn’t eat, I just drank water,’ and come like that.” (C2)

Table 3 
Themes and Subthemes Derived From the Study Results 

Themes Subthemes

A Reliable Method: The Nil Per 
Os Protocol

• Flexible operation hours

• A single standard protocol: easier, 
practical, clear, and comprehensible

• For the wheel to turn

• Preventable effects of prolonged fasting

• Fed patients pose a greater risk

Concerns About the Proper 
Implementation of New 
Recommendations

• Patients with low sociocultural levels

• Lack of trust

• Complexity of short fasting instructions

• Increased workload

Perspectives on Protocol Change • Should not change: communication 
issues

• Should change: excessively long fasting 
durations

Suggestions for Protocol 
Modification

• Surgery times should be clarified

• Implementation depends on doctors
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Subtheme 2.2: Lack of Trust

Seven participants stated that a lack of trust in the correct im
plementation of shorter fasting protocols is a reason for the wide
spread use of the nil per os protocol. Participants explained this as 
follows:  

“If you tell patients scheduled for the afternoon to have breakfast in 
the morning and then fast after breakfast, there’s a fear that most of 
these patients will eat lunch instead.” (C3)

“Another reason is that there’s no trust—neither in patients, nor 
nurses, nor doctors. That’s why we give clear instructions to fast 
after 12:00 midnight. Because there’s no trust in patients—did they 
really fast or not? There’s no trust in nurses either—will they 
monitor each patient’s fasting time? And the same applies to doc
tors—will they follow up on their patients?” (A4)

“For patients scheduled for surgery at 9 or 10 in the morning, we 
can’t individually confirm if they ate or drank after 2 or 3 a.m. That’s 
why we routinely instruct everyone to fast after midnight.” (H6)

Subtheme 2.3: Complexity of Short Fasting Instructions

Seven participants explained that the nil per os protocol is widely 
used because it prevents confusion. Participants expressed their 
thoughts as follows:  

“It can create confusion for the patient. Like, should I stop eating at 4 
or 5? Should I drink water at this time or eat solid food at that time? 
They might mix everything up.” (H1)

“To avoid confusion caused by different fasting instructions for each 
patient, we take a clear stance and tell everyone to fast after mid
night.” (A4)

“If it’s different for everyone, then there will be confusion. There 
might even be problems among patients.” (H8)

Subtheme 2.4: Increased Workload

Three participants stated that the nil per os protocol is widely 
used because tailoring fasting durations for each patient would in
crease workload. Their thoughts were expressed as follows:  

“The surgeon will have to tell one patient to stop eating after 2 a.m., 
another after 5 a.m., and another after 6 a.m. This would create a 
workload for the surgeon, as they’d need to explain it individually to 
every patient.” (H1)

“Having each patient fast for a certain hour at work will increase the 
workload a bit, and if we consider that there are not enough nurses 
working, it will of course make it difficult to implement this pro
tocol.” (C4)

Theme 3: Perspectives on Protocol Change

The theme “Perspectives on Protocol Changes” consists of two 
subthemes, as shown in Table 3.

Subtheme 3.1: Should Not Change: Communication Issues

Five participants stated that the protocol should not be changed 
due to potential communication problems with patients. Their 
statements include the following:  

“If we tell ten patients to fast after midnight, we inevitably have 
problems with at least five or six of them. A new protocol would be 
even more confusing, and we’d have a harder time reaching mutual 
understanding. That’s why I think this method is correct.” (H7)

“It shouldn’t change because of societal communication problems 
between patients and doctors. As I mentioned earlier, even though 
we tell them to fast after midnight, some patients still eat breakfast 
in the morning.” (C5)

Subtheme 3.2: Should Change: Excessively Long Fasting Durations

Six participants suggested that the fasting protocol starting at 
midnight leads to excessively long fasting periods and should 
therefore be revised. Participants shared the following thoughts:  

“It absolutely needs to change. As I said, the fasting duration is far 
too long. This leaves patients weak, causes drops in blood sugar and 
blood pressure, and delays recovery. I also think prolonged fasting 
increases nausea and vomiting.” (H2)

“Here’s how I see it: There’s a long gap between the first and last cases 
of the day. For example, patients scheduled for the afternoon could 
fast for a shorter period to reduce complaints. Fasting times shouldn’t 
be routine after midnight; it could start after 6 a.m. instead.” (H5)

“Actually, yes, the maximum fasting duration should be 8 hours. 
Why should the fasting period be any longer?” (A3)

Theme 4: Recommendations for Protocol Changes

The theme “Recommendations for Protocol Changes” consists of 
two subthemes. These subthemes were developed based on the 
suggestions provided by participants who supported changes to the 
protocol.

Subtheme 4.1: Surgery Times Should Be Clarified

Seven participants emphasized that surgery times need to be 
clarified for the protocol to be modified. Their statements include 
the following:  

“The order of surgeries should be determined, and fasting should be 
adjusted accordingly.” (H4)

“I think the only way is to clarify surgery times. Then, patients can 
be told they can eat and drink up until six hours before surgery 
without any issues.” (A2)

“If we could plan each patient’s surgery time one day in advance, we 
could tell each patient, ’Your surgery is at 14:00, so you must stop 
eating and drinking after 08:00 in the morning’.” (C2)

Subtheme 4.1: Implementation Depends on Doctors

Four participants stated that changes to the protocol and the 
implementation of new recommendations depend on doctors’ de
cisions. Participants explained this as follows:  

“As a nurse, I can’t change this practice. Whatever the doctor says 
goes. Only a doctor can change it.” (H1)

“From what I’ve observed during my time here, I don’t make the 
decisions. The doctor makes them. The person qualified to approve 
changes is, of course, the physician or surgeon. In operating room 
conditions, it also depends on the anesthesiologist. It’s something 
they need to decide together.” (H4)

Discussion

This study was designed to identify the barriers preventing the 
implementation of evidence-based short fasting practices in clinical 
settings. Based on participants’ responses, the primary barrier 
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identified was the flexibility of surgical operating hours. Most par
ticipants stated that the uncertainty surrounding the timing and 
order of surgeries resulted in the universal application of the nil per 
os protocol to all patients. Li et al4 similarly reported that the lack of 
a definitive surgery time was a significant barrier to adhering to 
short fasting recommendations. Similarly, Dagher et al5 examined 
the reasons why Lebanese anesthesiologists did not comply with 
ASA’s preoperative short fasting recommendations. Their study re
vealed that 32.7% of the 294 anesthesiologists surveyed identified 
“ensuring flexibility for changes in the operating schedule” as a 
primary reason for noncompliance. Baril and Portman1 also reported 
that “changes in surgical schedules” were among the reasons for not 
adhering to short fasting durations. The findings of this study are 
consistent with these results. As indicated by the study’s findings, 
changes in surgical schedules lead to uncertainties in the timing and 
order of surgeries, resulting in the application of the nil per os 
protocol to all patients. This is because ensuring the intake of clear 
liquids 2 hours before surgery and solid foods 6 hours before surgery 
becomes challenging for patients whose surgery times are un
certain. The reason for the uncertainty in surgery timing and order 
may be related to the subtheme “For the wheel to turn” expressed 
by participants in the findings section. This situation may arise from 
the desire to immediately admit the next patient in cases of can
cellations, without waiting for other patients’ fasting durations, to 
prevent delays and ensure workflow continuity. Merchant 
et al40 also identified variability in operating room schedules as the 
most common reason for noncompliance with short fasting re
commendations. However, 83% of the respondents in their study 
noted that such changes occurred only occasionally or rarely. Fur
thermore, it was reported that even when changes occurred, they 
frequently caused issues in fewer than 5% of cases. Similar to Mer
chant et al’s findings, the schedule changes perceived by partici
pants in this study may not cause as much disruption to the 
implementation of short fasting durations as believed.

The findings from the study indicate that participants were con
cerned about the proper implementation of short fasting re
commendations. This concern largely stemmed from patients’ low 
sociocultural status, which was perceived to hinder their under
standing of fasting instructions, including the nil per os protocol. 
Additionally, participants expressed a lack of trust in patients’ ability 
to correctly follow these recommendations. Similar issues have been 
identified in previous studies, where patients’ misunderstanding of 
preoperative fasting protocols was shown to be a significant bar
rier.1,40,41 For instance, Baril and Portman1 found that noncompliance 
was often due to patients’ lack of knowledge and doubts regarding 
their ability to follow instructions.35 In developing countries like 
Turkey, concerns about the population’s educational and health lit
eracy levels may cause health care professionals to perceive satiety- 
related complications as a more immediate risk than the effects of 
prolonged fasting. As a result, a uniform and conservative fasting 
instruction such as fasting from midnight is often applied to all pa
tients, regardless of individual circumstances. Dagher et al5 similarly 
reported that 11.6% of anesthesiologists cited fear of increased pul
monary aspiration risk as a reason for not adhering to ASA guide
lines. Salman et al42 also identified aspiration concerns as a barrier to 
implementing updated protocols. However, growing evidence shows 
that short fasting durations do not significantly elevate the risk of 
regurgitation or aspiration, nor do they adversely affect gastric vo
lume and pH.4,16,17 Recent literature further supports the safety and 
efficacy of liberalized preoperative fasting protocols. Marsman et al43

demonstrated that implementing a liberal policy allowing clear fluids 
up to 2 hours before surgery significantly reduced fasting duration 

and improved patient comfort, without compromising safety out
comes or increasing aspiration risk. In line with these findings, Sidik 
et al44 conducted a closed-loop quality improvement initiative and 
reported enhanced compliance with fasting guidelines, contributing 
to both patient safety and institutional adherence to evidence-based 
practices. Moreover, Ng et al45 carried out a randomized controlled 
trial comparing unrestricted water intake with standard fasting pro
tocols for planned cesarean deliveries under spinal anesthesia. Their 
study found no increase in adverse events and reported better ma
ternal comfort and satisfaction in the group permitted to drink water 
preoperatively. These studies reinforce the idea that individualized, 
patient-centered fasting strategies can be safely integrated into clin
ical routines, provided that clear protocols and interprofessional 
collaboration are ensured.

While participants viewed postprandial complications as a greater 
risk, their belief that the effects of prolonged fasting could be miti
gated with IV hydration suggests another barrier to implementing 
short preoperative fasting practices in clinical settings. Similarly, 
Dagher et al5 found that noncompliance with ASA guidelines on short 
fasting was due to the perception that fasting effects could be com
pensated through IV fluid administration. The literature indicates that 
prolonged fasting can lead to various adverse effects, including 
headaches, thirst, hunger, dehydration, electrolyte imbalances, stress, 
confusion, hypoglycemia, nausea, vomiting, and increased insulin 
resistance.8,16,17,46–50 Furthermore, preoperative fasting induces me
tabolic stress by depleting glycogen stores, utilizing muscle protein 
for gluconeogenesis, and causing postoperative insulin re
sistance.41,50,51 Lipolysis and proteolysis triggered by fasting can 
contribute to stress-induced hyperglycemia.50,51 Prolonged pre
operative fasting has also been reported to increase postoperative 
blood glucose levels and decrease albumin levels.50,52 Hyperglycemia 
is known to impair the chemotactic, phagocytic, and microbicidal 
activities of polymorphonuclear neutrophils and macrophages, which 
play critical roles in the inflammatory response to infections. In ad
dition, hyperglycemia contributes to vascular and immune dysfunc
tion as well as cellular damage. Hyperglycemia is associated with 
delayed wound healing, increased wound infections, ischemia, sepsis, 
and mortality.50 Consequently, reliance on IV fluids alone is in
adequate to address these nutritional deficits and may jeopardize 
recovery, highlighting the need for greater awareness among health 
care professionals of the distinct and critical role that nutritional in
take plays in perioperative care.

Based on the findings of this study, another reason for non
compliance with short fasting recommendations before surgery is 
the perceived complexity of these guidelines. El-Sharkawy et al41

noted that concerns about the complexity of short fasting re
commendations were among the factors contributing to non
compliance. Similarly, 51.5% of participants in the study by Salman 
et al42 cited confusion among hospital staff as the reason for non
compliance with new recommendations. There was a general ten
dency among participants to believe that it would be more practical 
to provide a single standard protocol to all patients to reduce clinical 
confusion. However, this approach may discourage personalized and 
evidence-based care. Additionally, the complexity of implementing 
individualized fasting durations increases the workload of health 
care personnel, which was also identified as a barrier to compliance 
with short fasting recommendations. This finding is particularly 
notable as it has not been widely reported in studies1,5,40,42 in
vestigating the reasons for the lack of clinical implementation of 
short fasting durations before surgery. Njoroge et al53 suggested that 
the application of a single standard protocol to all patients might be 
attributed to increased workloads and staff shortages, particularly 
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among nursing staff. A similar study also indicated that one of the 
reasons for noncompliance with preoperative short fasting re
commendations could be workload.50 The perception of such prac
tices as an additional workload reflects a task-oriented or work- 
focused model of care.53 The findings of this study suggest that 
evaluating short fasting protocols as an added workload indicates 
the prevalence of a task-oriented approach. While this model may 
meet service demands, it carries a high risk of compromising care 
quality. It is essential to reconsider this approach and replace it with 
individualized patient instructions and care. Since patients are un
ique individuals with their own rights, physiological conditions, and 
other needs,53 adopting a care-focused model that prioritizes per
sonalized short fasting practices for each patient may not be per
ceived as an additional workload.

Another significant finding of this study is that half of the partici
pants believed the protocol should not be changed. Most participants 
who opposed changes expressed concerns about communication pro
blems arising from patients’ potential misunderstanding of short fasting 
recommendations. Instead of placing patients at the center of any 
changes, empowering them by explaining the rationale behind the 
guidelines is likely to result in better understanding, greater compliance, 
and improved clinical outcomes.41 At this point, patient education plays 
a critical role in ensuring that patients correctly follow fasting instruc
tions.54 Kyrtatos et al., as cited in Yılmaz and Çelik50 reported that en
hanced patient education facilitated adherence to short fasting 
guidelines before surgery. Similarly, Van Noort et al55 demonstrated that 
organized patient education improved compliance with preoperative 
short fasting recommendations. The way information is presented to 
patients significantly influences their behavior and adherence to re
commendations.54 Accordingly, patient education tailored to the pa
tients’ level of understanding can help ensure that they correctly 
comprehend and implement preoperative short fasting recommenda
tions.

Based on the study findings, health care professionals provided 
suggestions for modifying the nil per os protocol. Although various 
studies have addressed health care professionals’ adherence to peri
operative fasting guidelines, there is a lack of research directly re
porting their recommendations for modifying existing protocols. This 
study can contribute to the literature by emphasizing the importance 
of considering suggestions from professionals working in the field. 
Participants recommended clarifying surgery times as a solution. One 
notable suggestion came from nurse participants, who stated that any 
changes could only occur if approved by physicians. The study also 
revealed that nurses often perceive themselves as lacking the au
thority to influence preoperative fasting decisions. This reflects 
structural hierarchies in health care systems, where decision-making 
power regarding perioperative instructions is typically concentrated 
in the hands of physicians. Such perceptions may limit the im
plementation of evidence-based and individualized care practices. 
However, nurses play a vital role in maintaining patient safety and 
ensuring high-quality patient care. In fulfilling this role, they are 
expected to demonstrate evidence-based practices and quality im
provement skills.56 Nurses are the primary source of communication 
and dissemination of preoperative fasting instructions. They con
stitute the majority of the health care workforce and spend the most 
time with patients. Consequently, they frequently encounter oppor
tunities to interact with patients and communicate fasting instruc
tions during the preoperative phase.53 Nurses should use their 
interventions during the preoperative and postoperative periods to 
identify barriers to nutritional care and develop appropriate strate
gies to address these barriers.57 Nurses’ active participation in the 
development and implementation of clinical protocols improves 

patient outcomes and supports quality improvement processes. This, 
in turn, has been shown to enhance patient safety and institutional 
performance.58 Therefore, transforming nurses’ roles from passive 
implementers to active contributors is critically important in bridging 
the gap between evidence-based practices and clinical reality.

Strengths and Limitations of the Study

The primary strength of this study is its aim to identify the 
barriers to the clinical implementation of short preoperative fasting 
recommendations and its unique focus on a multidisciplinary team 
(anesthesiologists, nurses, and surgeons) as the study group. 
Additionally, incorporating the suggestions of field-based partici
pants regarding the modification of the nil per os protocol enhances 
the study’s robustness. The main limitation of this study is that it 
was conducted at a single center. Conducting similar studies across 
multiple centers with a larger number of participants could expand 
and enrich the findings.

Conclusion

This study identified the barriers to the implementation of short 
preoperative fasting practices. The most significant barriers included 
the flexibility of surgery schedules and concerns about the mis
interpretation and improper implementation of the new protocol 
due to patients’ low sociocultural status. The implementation and 
adaptation of an evidence-based new protocol require time-ac
quired experience and improved multidisciplinary care organiza
tion.41 The findings of this study highlight the importance of 
addressing these barriers within a multidisciplinary framework, 
showing that the identified obstacles to the clinical application of 
evidence-based practices are solvable. Moreover, this study makes a 
unique contribution by directly analyzing the suggestions of health 
care professionals, an aspect often under-represented in the litera
ture on preoperative fasting practices. The inclusion of these prac
tical recommendations helps bridge the gap between empirical 
evidence and clinical applicability, offering feasible directions for 
protocol improvement and policy development.
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Appendix A. Supplementary Materials

Supplementary 1: Assessment of Study Compliance With the COREQ 32-Item Checklist

Domain No Criterion/Question Status Explanation

Domain 1: Research Team and Reflexivity 
(Items 1-8)

1 Was the interviewer identified? Yes It was stated that the interviews were conducted by the lead 
researcher.

2 Was the interviewer’s gender specified? Yes The term “female researcher” is used.
3 Was the interviewer’s occupation and role de

scribed?
Yes Nursing background and current academic role are ex

plained.
4 Was the relationship with participants stated? Yes It is clearly stated that there was no prior relationship with 

participants.
5 Was a relationship established before the study? Yes It is indicated that no prior relationship existed.
6 Were the researcher’s assumptions or interests 

disclosed?
Partial Professional experience is mentioned, but no direct refer

ence to biases.
7 Was the researcher’s experience/training de

scribed?
Yes Postgraduate training in qualitative research is noted.

8 Was reflexivity discussed? Partial Objectivity is implied but reflexivity is not explicitly dis
cussed.

Domain 2: Study Design (Items 9-23) 9 Was the methodological approach stated? Yes Phenomenological qualitative approach is clearly stated.
10 Was the sampling strategy explained? Yes Purposive sampling was used and described.
11 Was participant selection justified? Yes Participants were selected based on professional diversity.
12 Was the number of participants stated? Yes In total, 18 participants are reported in detail.
13 Was the number who refused to participate re

ported?
No The number of refusals is not mentioned.

14 Were participant characteristics described? Yes Age, experience, and profession data are presented in a ta
ble.

15 Was the interview setting described? Yes Interviews were conducted one-on-one in quiet, appropriate 
settings.

16 Were others present during the interview? Yes Only the researcher and participant were present.
17 Was the duration of interviews stated? Yes Interview duration ranged from 25-45 min.
18 Were repeat interviews conducted? No No information on repeat interviews is given.
19 Were audio recordings made? Yes Audio recordings were clearly stated.
20 Were field notes made? Yes Field notes were mentioned.
21 Was data saturation discussed? Yes Data saturation was reported.
22 Were transcripts returned to participants for c

omment?
Yes Member checking was conducted.

23 Were interview questions piloted? No No mention of pilot testing.
Domain 3: Analysis and Findings (Items 2

4-32)
24 Was the number of coders reported? Yes It was stated that coding was done solely by the researcher.
25 Was a coding tree provided? Yes Themes and subthemes were tabulated.
26 Were themes derived from data? Yes Thematic analysis was described clearly and systematically.
27 Was software used? Yes Manual coding was used; no software was utilized.
28 Were participants given feedback on findings? Yes Participants reviewed the data.
29 Were participant quotations presented? Yes Direct quotations were used to support themes.
30 Was consistency between data and findings en

sured?
Yes Quotations and themes were consistent.

31 Were major themes clearly presented? Yes Four main themes were clearly presented.
32 Were diverse cases presented? Yes Alternative perspectives were included.
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