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Abstract
To reduce the risk of pulmonary aspiration, fasting before general anesthesia is essential.
Studies reported that despite that traditional “NPO (nothing by mouth) after midnight”
regulations are being liberalized, noncompliance with NPO status is still a threat to
patient safety and may result in delays of elective surgical procedures, reduce the
efficiency of ambulatory surgery setting, and compromise patient safety. This study
aimed to assess the community’s knowledge of preoperative fasting, as well as their
attitudes toward preoperative fasting in Saudi Arabia.This is a cross-sectional study
conducted among the Saudi general population. A self-administered questionnaire was
distributed among the targeted population using an online surgery. The questionnaire
includes socio-demographic data (i.e., age, gender, education, etc.) and a 12-item
questionnaire to measure the knowledge and attitude toward preoperative fasting. The
result of 4257 participants was recruited, 67.2% were females and 39.3% were aged
between 18 to 24 years old. The prevalence of participants who had surgery that required
anesthesia was 48.9%. The overall mean knowledge score was 4.80 (standard deviation
(SD) 2.36) out of 12 points. 60.1% were considered poor knowledge, 38.3% were
moderate and only 1.6% were considered good knowledge levels. Factors associated
with increased knowledge were being older in age, female gender, living in Northern
Region, and having undergone surgery that required anesthesia. The level of knowledge
among the general population regarding the importance of fasting before the surgery
was inadequate. Older females who were living in the Northern Region and who
previously received general anesthesia during their previous operation were more likely
to demonstrate better knowledge about preoperative fasting as compared to the rest of
the groups. More research is needed to determine the level of understanding of the
community toward the importance of fasting before surgical intervention.
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1. Introduction

Preoperative fasting (POF) is a common practice used to re-
duce the risk of aspiration during anesthesia and surgery.
POF has been a standard of care for decades, and is still
widely used today. The purpose of this practice is to re-
duce the amount of gastric contents in the stomach, which
can cause life-threatening complications if aspirated during
surgery. POF typically involves fasting for 6–8 hours before
surgery, although the exact length of time varies depending
on the type of procedure and patient factors. Clear fluids are
usually allowed up to two hours before surgery. The literature
on POF is extensive and varied, with debate regarding the
optimal duration of preoperative fasting and its effectiveness
at reducing aspiration risk. Studies have shown that POF is
effective in reducing the risk of aspiration and is generally

well tolerated by patients, with no reported adverse effects
[1, 2]. However, there are still some controversies surrounding
POF, including the optimal duration of fasting and the impact
of prolonged fasting on patient safety. Additionally, there
is debate about the need for POF for certain procedures or
in certain patient populations. Overall, POF is an important
safety measure that has been shown to be effective in reducing
the risk of aspiration.

Pre-operative fasting is a common part of the pre-surgery
process, as it helps ensure patient safety during the proce-
dure. The community’s knowledge and attitude towards pre-
operative fasting is largely positive, as it is typically viewed as
a necessary and beneficial step in the preparation for surgery.
Most people understand the importance of pre-operative fast-
ing, and its benefits when it comes to patient safety. According
to surveys, many patients feel that pre-operative fasting helps
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them to feel more prepared and relaxed before surgery. Ad-
ditionally, many report that they are more comfortable with
the idea of fasting due to the knowledge that it is necessary
for their safety. However, some individuals may have miscon-
ceptions about pre-operative fasting, or may be unaware of the
guidelines for fasting before surgery [3, 4]. It is important for
medical professionals to provide clear and accurate informa-
tion about pre-operative fasting, as well as give patients tips
for making fasting easier. Additionally, medical professionals
should be prepared to answer questions about pre-operative
fasting and provide support and guidance to those who are fast-
ing before surgery. Overall, the community’s knowledge and
attitude towards pre-operative fasting is largely positive. Most
patients understand the importance of pre-operative fasting.
Fasting before surgical operations is usually recommended

before induction of anesthesia for operative procedures to help
decrease the volume and acidity of gastric contents and prevent
pulmonary aspiration due to the inhibition of gag, cough, and
swallow reflexes. Nil or non per os (NPO) after middle of the
night remains a common practice in elective surgery patients
[5].
Preoperative fasting (POF) is a time tested professional prac-

tice that is usually done for physiological and precautionary
benefits to the patients worldwide. Patients are deprived of
certain or all foods and drinks for specified period of time
before surgery. For clinical purposes, POF is abstinence from
all foods and liquids for a specified duration of time before
induction of anesthesia or commencement of surgery. The
duration for POF is usually set by the type of diet, patient
condition, and the kind of surgery whether emergency or
elective among other factors [6].
Prolonged fasting times can cause physical discomforts such

as nausea, headaches, low blood sugar, and dehydration. These
discomforts can lead to restlessness, irritability, and fatigue, all
of which can be detrimental to a patient’s overall experience
with their surgical procedure. In addition, prolonged fasting
times can lead to increased risk of hypoglycemia and elec-
trolyte imbalance, which can be dangerous for patients who are
undergoing surgery. These risks can further decrease patient
satisfaction as they may be concerned about the safety of their
procedure. Finally, prolonged fasting times can lead to poor
patient satisfaction with their surgical experience due to the
feeling of being deprived and restricted. These feelings can be
compounded by the fact that the patient may not understand
the reasons for the fasting, and may feel that their needs are
not being taken into consideration [7, 8].
According to studies done inWestern countries, around 2%–

3.5% of patients admitted on the day of surgery are uncoop-
erative with fasting instructions. Noncompliance with fasting
instructions has caused surgeries being delayed or postponed,
leading to inconvenience and increasing costs for both the
patient and the hospital. More prominently, nonfulfillment
of fasting instructions may compromise patient safety, mostly
when patients lie about their fasting times to prevent their
surgeries from being delayed or postponed [9].
Aspiration during anesthesia is one of the leading causes of

anesthesia-related deaths. Despite the fact that the incidence
of aspiration is moderately low, currently reported at 0.3 to
4.7 per 10,000 anesthetics, it is still a serious and potentially

preventable complication of anesthesia. Therefore, preopera-
tive fasting is still the mainstay of efforts to reduce the risks
of regurgitation and aspiration during general anesthesia for
surgery [10].
A previous study [9] reported that almost 4%of their patients

would lie about their fasting times if nonfulfillment meant that
their surgery would be delayed or postponed. Reasons pro-
posed for these findings include poor communication between
patients and health workers, poor patient understanding, and
misinformation [9].
Therefore, this study is conducted to assess community’s

knowledge on preoperative fasting, as well as their attitudes
toward preoperative fasting.

2. Literature review

Yimer et al. [11] conducted a cross-sectional survey to evalu-
ate adherence to preoperative fasting guidelines and associated
factors in pediatric patients undergoing elective surgery in
public hospitals in Addis Ababa, Ethiopia in 2020. A total
of 279 pediatric patients aged under 17 years scheduled for
elective surgery were included in the study, and data were
analyzed using logistic regression. The results revealed that
the majority of the participants (89.96%) did not adhere to
the preoperative fasting guidelines, with mean fasting times
of 10 ± 4.03 hours for clear liquids, 7.18 ± 2.26 hours for
breast milk, and 13.5 ± 2.76 hours for solid foods. The
most common reasons for delayed preoperative fasting were
incorrect order (35.1%), longer prior case procedures (34.1%),
and changing sequence of schedule (20.8%). Thus, the study
suggests that staff should receive guidance and training to
adhere to international fasting guidelines [11].
Hapugoda M et al. [12] conducted a clinical audit to assess

preoperative fasting (POF) practices and associated complica-
tions in adult patients scheduled for elective surgery at Teach-
ing Hospital Anuradhapura. Of the 430 patients interviewed,
95.3% considered POF important, but only 32.6% were edu-
cated on the correct POF standards. The average fasting time
for solids and fluids was 12.85 and 7.38 hours, respectively.
Most patients fasted longer than the recommended time, and
11.6% experienced postoperative nausea and vomiting. The
study highlights the need to educate healthcare staff and pa-
tients on updated POF guidelines [12].
Rawlani SS et al. [13] conducted a study to assess preop-

erative fasting times in children undergoing elective surgery
and the effect of interventions to promote compliance with
fasting guidelines. The initial audit of 85 children showed that
the mean fasting times were much longer than recommended
guidelines. The study found incorrect orders by doctors (47%)
and ward nurses (38%) as important causes of non-adherence.
After interventions, mean fasting times decreased to 7.7 hours
for solids and 2.6 hours for water. The study concludes that
education andmultidisciplinary teamwork can optimize fasting
duration and improve preoperative experiences for children
[13].
Zhu Q et al. [14] aimed to investigate the implementation

of new fasting guidelines and evaluate actual fasting times in
patients undergoing elective surgery. The study found that
both nurses and anesthesiologists prescribed longer fasting
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times than recommended, resulting in excessive fasting dura-
tions for patients. The authors concluded that multidisciplinary
efforts are necessary to ensure adherence to updated fasting
instructions in clinical practice [14]. The different method
related to POF:
1. Traditional method: This method relies on a set of

preoperative fasting instructions, generally 8–12 hours for food
and 2–6 hours for clear liquids.
2. Enhanced recovery after surgery (ERAS) protocol: This

protocol [15] is based on evidence-based practice and is de-
signed to reduce stress, optimize nutrition, and speed up re-
covery. It includes a modified preoperative fasting period
of 4–6 hours for food and 2 hours for clear liquids. ERAS
(Enhanced Recovery After Surgery) is a multidisciplinary ap-
proach to surgical care that seeks to improve patient outcomes
and reduce length of hospital stay. The protocol focuses on
preoperative patient optimization, intraoperative techniques,
and postoperative recovery strategies. It involves a compre-
hensive bundle of interventions including optimized nutrition,
multimodal analgesia, early mobilization, and enhanced com-
munication among members of the healthcare team. The En-
hanced Recovery after Surgery (ERAS) protocol is a surgical
care pathway designed to reduce perioperative stress, improve
patient recovery, and reduce hospital costs. It involves a multi-
disciplinary approach, focusing on preoperative patient opti-
mization, perioperative management and postoperative reha-
bilitation. The protocol is based on evidence-based guidelines,
with an emphasis on patient education and preoperative consul-
tation. Key components of the protocol include preoperative
patient education, preoperative optimization of nutrition and
fluid balance, intraoperative fluid management and avoidance
of postoperative complications [16, 17]. Other components
include early mobilization, early feeding, multimodal analge-
sia, and early discharge. The ERAS protocol has been shown
to reduce postoperative morbidity and mortality, as well as
hospital costs. It has been successfully implemented in a
variety of surgical settings, including colorectal, orthopedic,
urological and gynecological surgeries in different countries
[18, 19]. Implementation of the protocol requires an interdis-
ciplinary team of healthcare professionals, including surgeons,
anesthesiologists, nurses, physiotherapists and dietitians.
3. Clear liquids only: This method is recommended for low-

risk procedures and involves a preoperative fasting period of 2
hours for clear liquids only.
4. Early breakfast: This method is recommended for low-

risk procedures and involves allowing the patient to have a light
meal, such as toast and tea, 2 hours before surgery.
5. Specialized fasting: This method is recommended for

high-risk procedures and involves a specialized fasting proto-
col tailored to the patient’s medical history.
Current preoperative fasting protocols from international

anesthesia associations:
1. The American Society of Anesthesiologists (ASA) rec-

ommends a minimum preoperative fasting time of six hours
for clear liquids and eight hours for solids [20].
2. The Association of Anaesthetists of Great Britain and

Ireland (AAGBI) states that adults should fast for at least six
hours before elective surgery.
3. The Canadian Anesthesiologists’ Society (CAS) recom-

mends a minimum of four hours preoperative fasting for clear
liquids and six hours for solids.
4. The Japanese Society of Anesthesiologists (JSA) recom-

mends a minimum of four hours preoperative fasting for clear
liquids and eight hours for solids.
5. The Korean Society of Anesthesiologists (KSA) recom-

mends a minimum of four hours preoperative fasting for clear
liquids and six hours for solids.

3. Materials and methods

3.1 Study design
A descriptive cross-sectional study will be conducted from
November 2022 to December 2023. The study will target
Saudi and non-Saudi, male and female, individuals, aged 20
years or more in the Kingdom of Saudi Arabia. Individuals
less than 20 years old and those who refuse to participate in this
study will be excluded from the study. Data will be collected
using standardized online self-administered questionnaires us-
ing Google forms. A structured and self-administrated elec-
tronic questionnaire which includes questions on demographic
information, knowledge about pre-operative fasting, the im-
portance of pre-operative fasting and complications related
to noncompliance, in addition to the attitude of participants
towards pre-operative fasting will be formed including all as-
pects of the objectives. It will be a questionnaire created on the
basis of intensive literature by researchers. Examination and
consultancy of experts will be done to meet the requirements
of the ideal questionnaire. The questionnaire from the report
will be open for 1 month.

3.2 Study populations
The study carried out among people live in KSA which their
age between 18–60 years old.

3.3 Data collections
A self-administered online questionnaire. The questionnaire
has been created to meet the objectives of this study. Demo-
graphic data is typically collected through surveys, interviews,
and focus groups. Other methods of data collection include
observation and tracking consumer behavior, such as through
web analytics or consumer loyalty programs. It is unclear
what population is included in the study and what method
was used to collect the data. Additional information is needed
about the population, such as their age, gender, location, and
any other relevant characteristics. It is also important to
know how the data was collected, such as through surveys,
interviews, or other methods. This information will help to
better understand the findings of the study and the implications
for further research. Normally, the questions are related to
following categories:
1. What is your understanding of pre-operative fasting?
2. How long do you think a patient should fast before a

surgery?
3. What do you think are the advantages of pre-operative

fasting?
4. What are some of the risks associated with pre-operative
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fasting?
5. Have you ever had to fast pre-operatively?
6. Do you think pre-operative fasting is necessary?
7. What kind of information do you think is important to

give a patient before they have to fast pre-operatively?
8. How do you think pre-operative fasting can be improved?
9. What difficulties, if any, have you experienced with pre-

operative fasting?
10. Do you have any advice for someone who has to fast

pre-operatively?

3.4 Total number
4257.

3.5 Standardizing the questionnaire
Standardizing the questionnaire of socio-demographic data
involved a few steps. First, the questionnaire was reviewed by
experts from the field to ensure that the questions asked were
relevant to the study and that the language used was clear and
non-biased. Second, the questionnaire was pilot tested with
a small group of subjects to assess the validity and reliability
of the items. This was done to ensure that the questions
were clear and that the responses were consistent. Third, the
responses were assessed for accuracy and completeness. This
was done to ensure that any irrelevant or incomplete responses
were excluded from the final data. Finally, the questionnaire
was evaluated for accuracy and consistency by comparing
the responses to other sources of data. This comparison was
done to ensure that the responses were valid and that the data
collected was a true representation of the population.
Each pilot study served as a test of the questionnaire’s

efficacy, which allowed researchers to identify any issues
with the questionnaire, such as unclear wording or confus-
ing response options. After any issues were identified, the
questionnaire was revised and tested again in a second pilot
study. This process continued until the questionnaire was
clearly understood by all participants and the response options
were appropriate for the study. The questionnaire was also
evaluated for reliability and validity. Reliability was assessed
by testing the consistency of the responses obtained from the
questionnaire, while validity was assessed by comparing the
questionnaire results to another measure of the same variables.

3.6 Statistical analysis
The knowledge of the community regarding preoperative fast-
ing has been assessed using a 12-item questionnaire, where the
correct answer for each question has been identified/marked
and was coded with 1 while the incorrect answer has been
coded with 0. The total knowledge score has been calculated
by adding all 12 items. A score ranging from 0 to 12 points had
been generated, a higher score indicates a higher knowledge
of preoperative fasting. By using 50% and 75% as the cutoff
points to determine the level of knowledge, participants were
considered as having poor knowledge if the score was below
50%, 50% to 75% were considered moderate knowledge and
above 75% were categorized as having a good level of knowl-
edge.

Categorical variables were shown as numbers and percent-
ages (%) while continuous variables were summarized as mean
and standard deviation. The differences in the score of knowl-
edge in relation to the socio-demographic characteristics of the
participants had been conducted using Mann Whitney Z-test.
The normality test was carried out using the Shapiro-Wilk test
and Kolmogorov-Smirnov test. The knowledge score follows
a non-normal distribution. Therefore, the non-parametric test
was applied. Two-tailed analyses with p < 0.05 were used as
the cutoff for statistical significance. All data analyses were
performed using the statistical package for social sciences,
version 26 (SPSS, IBM Corp, Armonk, NY, USA).

4. Results

In total, 4257 participants were recruited. Table 1 described
the socio-demographic characteristics of participants. 39.3%
were aged between 18 to 24 years old with females being
dominant (67.2%). Nearly 60% had bachelor’s degrees and
45.1% were living in the Northern Region. The proportion of
participants who underwent surgery that required general or
partial anesthesia was 48.9%.
Regarding the assessment of the knowledge and attitude

toward preoperative fasting (Table 2), 79.1% agreed that the
patient should fast before any surgery while only 28.3% were
aware that local anesthesia will also require fasting. Approxi-
mately 35.4% of the respondents knew that 8 hours’ duration
of fasting among adults is needed before the surgery while only
14.5%were aware of 4 hours of fasting for a breastfed child and
11.3% were aware of 6 hours of fasting duration for a formula-
fed baby. 31.6% knew that the patient can eat if the surgery
is delayed for approximately 10 hours. Respondents who
believed that there is a danger to the patient if did not fast before
the surgery was 56.3% and the most common complication
was reflux of stomach components and entry into the lungs
(37.5%). A great proportion of the respondents knew that
eating and drinking are related to fasting. 31.6% were aware
that patients can take daily medications (i.e., antihypertensive,
anticoagulants, etc.) before the surgery while only 29.2%
believed that the patient can drink water two hours before the
medical intervention. Nearly two-thirds (62.4%) believed that
smoking is prohibited during fasting. Based on the above state-
ments, the overall mean knowledge score was 4.80 (SD 2.36)
with poor, moderate, and good knowledge levels accounting
for 60.1%, 38.3% and 1.6%, respectively as show in Table 2.
When measuring the differences in the score of knowledge

in terms of the socio-demographic characteristics of partici-
pants (Table 3), it was found that a higher knowledge score was
more associated with being older in age (Z = 3.048; p = 0.002),
gender female (Z = 6.115; p < 0.001), living inside Northern
Region (Z = 3.569; p < 0.001) and those who underwent
surgery that required anesthesia (Z = 9.903; p < 0.001). No
differences were observed regarding the knowledge score in
terms of education (p = 0.057).

5. Discussion

The majority of the community showed good knowledge of
preoperative fasting (POF). They knew that fasting before
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TABLE 1. Socio-demographic characteristics of participants (n = 4257).
Study data n (%)
Age group in yr

• 18–24 yr 1675 (39.3%)
• 25–34 yr 920 (21.6%)
• 35–44 yr 826 (19.4%)
• 45–54 yr 615 (14.4%)
• ≥55 yr 221 (5.2%)

Gender
•Male 1395 (32.8%)
• Female 2862 (67.2%)

Educational level
• Uneducated 23 (0.5%)
• Elementary school 41 (1.0%)
• Intermediate school 126 (3.0%)
• High school 766 (18.0%)
• Diploma 495 (11.6%)
• Bachelor’s degree 2537 (59.6%)
• Postgraduate 269 (6.3%)

Residence region
• Central Region 895 (21.0%)
• Northern Region 1922 (45.1%)
• Southern Region 409 (9.6%)
• Eastern Region 270 (6.3%)
•Western Region 761 (17.9%)

Have you had surgery that required general or partial anesthesia?
• Yes 2083 (48.9%)
• No 2174 (51.1%)

surgery was necessary to reduce the risk of aspiration and
respiratory complications during and after surgery. The ma-
jority also knew that the type and duration of fasting varied
depending on the type of surgery and anesthesia used. The
majority of the community had a positive attitude towards
preoperative fasting (POF). Most respondents agreed that fast-
ing was an important part of surgery and that it should be
followed as instructed by their medical team. Some people
expressed concerns about the potential side effects of fasting,
such as hunger, nausea, and dehydration, but most still agreed
that it was necessary. Overall, the community had a good
understanding of and positive attitude towards POF.

This study evaluates the knowledge and attitude of the com-
munity regarding preoperative fasting (POF). The results of
this study revealed that there was unsatisfactory knowledge
of the importance of fasting before the surgical operation.
Based on our criteria, 60.1% were categorized into a poor
level of knowledge, 38.3% were moderate levels and only
1.6% were categorized into a good knowledge level (mean
score: 4.80; SD 2.36, out of 12 points. To our knowledge,
this is the first study in Saudi Arabia that determined the
level of POF knowledge among the general public which

could serve as a basis subjected for further investigations.
Consistent with our reports, a knowledge deficit about the
reason for preoperative fasting had also been reported in Kenya
[2]. Based on the reports, nearly all (93.8%) demonstrated a
lack of understanding regarding certain reasons for POF and
less than half felt that the instructions were unclear and less
important. This had also been observed in New Zealander
patients presenting to the peri-operative unit for day surgery
[21]. Accordingly, they found that only 22% of the patients
were able to understand the importance of fasting before the
surgery adding that patients who did not understand the reason
for fastingwere almost 5 timesmore likely to underestimate the
importance of POF. Providing patients with information about
POF can significantly improve patient compliance which is an
important step leading to a better preoperative outcome.

Data from this study indicate that increased knowledge was
more likely demonstrated by the older respondents, gender
females, living in the Northern Region, and those who un-
derwent surgery that required general or partial anesthesia.
However, the level of knowledge between educated and less
educated respondents was not significantly different. This is
also consistent with the report of Lim et al. [9]. Based on their
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TABLE 2. Assessment of the knowledge and attitude toward preoperative fasting (n = 4257).
Knowledge statement n (%)

1. Should the patient fast before performing any surgery that requires general or partial anesthesia?

• Yes* 3369 (79.1%)

• No 201 (4.7%)

• I don’t know 687 (16.1%)

2. Does local anesthesia require fasting before performing a medical intervention?

• Yes* 1203 (28.3%)

• No 1704 (40.0%)

• I don’t know 1350 (31.7%)

3. How many hours of fasting must be completed for an adult before the surgery?

• 6 h 562 (13.2%)

• 8 h* 1506 (35.4%)

• 12 h 1362 (32.0%)

I don’t know 827 (19.4%)

4. How many hours of fasting must be completed for a breastfed child before the surgery?

• 2 h 650 (15.3%)

• 4 h* 619 (14.5%)

• 6 h 444 (10.4%)

• 8 h 235 (5.5%)

I don’t know 2309 (54.2%)

5. How many hours of fasting must be completed for a formula-fed baby before the surgery?

• 2 456 (10.7%)

• 4 592 (13.9%)

• 6* 481 (11.3%)

• 8 266 (6.2%)

• I don’t know 2462 (57.8%)
6. If the time for the surgery is delayed by 10 hours, does the patient have to remain fasting until the surgery is performed,
or can he/she eat and drink?

• Yes, he/she can* 1346 (31.6%)

• No, he/she can’t 1384 (32.5%)

• I don’t know 1527 (35.9%)

7. Is there a danger to the patient if he/she did not fast before the surgery?

• Yes* 2396 (56.3%)

• No 375 (8.8%)

• I don’t know 1486 (34.9%)

8. What are the complications that may occur to the patient if he/she was not fasting before the surgery?

• Defecation during the surgery 281 (6.6%)

• Reflux of stomach components and entry into the lungs* 1597 (37.5%)

• The power of anesthesia decreases 383 (9.0%)

• Bleeding during the surgery 129 (3.0%)

• Blood clots during the surgery 83 (1.9%)

• I don’t know 1784 (41.9%)



133

TABLE 2. Continued.
Knowledge statement n (%)
9. Fasting before the surgery is from?

• Eating and drinking* 2689 (63.2%)
• Only eating 982 (23.1%)
• Only drinking 56 (1.3%)
• I don’t know 530 (12.5%)

10. Can the patient take daily medications such as antihypertensive, anticoagulants, and others that are taken orally?
• Yes* 1344 (31.6%)
• No 1164 (27.3%)
• I don’t know 1749 (41.1%)

11. Can the patient drink water two hours before the surgery?
• Yes* 1244 (29.2%)
• No 1684 (39.6%)
• I don’t know 1329 (31.2%)

12. Does fasting before the surgery include smoking?
• Yes* 2656 (62.4%)
• No 380 (8.9%)
• I don’t know 1221 (28.7%)

Total knowledge score (mean ± standard deviation) 4.80 ± 2.36
Level of knowledge

• Poor 2557 (60.1%)
•Moderate 1632 (38.3%)
• Good 68 (1.6%)

* Indicates correct answer.

TABLE 3. Differences in the score of knowledge in relation to the socio-demographic characteristics of participants (n
= 4257).

Factor Knowledge Score (12)
Mean ± SD Z-test p-value§

Age group in yr
• <35 yr 4.71 ± 2.40

3.048 0.002**
• ≥35 yr 4.96 ± 2.29

Gender
•Male 4.46 ± 2.46

6.115 <0.001**
• Female 4.97 ± 2.29

Educational level
• Diploma or below 4.71 ± 2.36

1.905 0.057
• Bachelor or higher 4.85 ± 2.37

Residence region
• Inside Northern Region 4.96 ± 2.29

3.569 <0.001**
• Outside Northern Region 4.68 ± 2.41

Underwent surgery that required general or partial anesthesia
• Yes 5.19 ± 2.16

9.903 <0.001**
• No 4.43 ± 2.49

§ p-value has been calculated using Mann Whitney Z-test. ** Significant at p < 0.05 level.
SD: standard deviation.
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reports, educational status along with age and gender were ob-
served as non-relevant factors in knowing the reason for POF’s
importance while in a study of Kramer [4], when comparing
the knowledge between patients who received comprehensive
“nothing by mouth” (NPO) instructions (experimental group)
versus patients who received the usual NPO instructions (con-
trol group), they found no significant differences in knowledge
between the two groups. Furthermore, they emphasized that
the relevance of NPO instructions has the most significant
rationale to increase patients’ perception of NPO’s importance.
Further investigations are required to determine the true effect
of the socio-demographic factors in terms of the knowledge of
POF.
Even though, the overall knowledge of our respondents

toward POF was lacking, however, most of them (79.1%)
were aware that surgical patients should undergo fast before
the time of surgery. Despite this awareness, their knowledge
of certain times for fasting duration seems suboptimal. Only
28.3% knew that 8-hour intervals between fasting and surgery
are needed for adult patients and only 14.5% and 11.3% were
aware of the time intervals among breastfed and formula-fed
babies before undergoing a surgical operation. However, in
terms of delayed operation, 31.6% believed that the patients
can eat and drink to avoid being starved and dehydrated.
Notwithstanding these reports, several papers indicated a long-
duration fasting duration among patients who are scheduled
for day surgery [5–22], which invalidated guidelines set by the
American Society of Anaesthesiologists, the Royal College of
Nursing, the Association of Anaesthetists of Great Britain and
Ireland, and the Royal College of Anaesthetist [23]. These
patternsmay increase the patient’s discomfort which could lead
to several detrimental factors such as thirst, hunger, mouth
dryness, lengthy waiting for prior surgery, and tiredness [22,
24, 25]. On the other hand, a study conducted in Ethiopia
[25], found that the shortening of POF could be beneficial in
patients scheduled for elective laparoscopic cholecystectomies
(LC) operation as it may improve the comfort levels of patients,
alleviates thirst and hunger, promotes the recovery of gastroin-
testinal function, and relieves postoperative pain, preoperative
anxiety, and adverse reactions.
Conversely, 56.3% of our respondents believed that there is

a risk if the patient did not adhere to fasting wherein 37.5%
were able to identify the most prominent complication of non-
compliance which is the reflux of stomach components that
could be penetrated the lungs. However, only 31.6% were
aware that patient can take their dailymedications and although
62.4% were properly informed about smoking prohibitions
during fasting, they are less aware that a patient can drink
water two hours before the surgery (29.2%). These outcomes
may have been observed by the paper published in Singapore
[9]. According to reports, 103 out of 130 patients that POF
was necessary to avoid perioperative complications while poor
understanding had been discovered of the reason for fasting
compliance and a minority (10.8%) thought that POF is not
related to abstinence from beverages and sweets. In Sri Lanka
[24], research indicated that 81% of the patients would refuse
a meal at early dawn (2 AM), however, 66% indicated that
a cup of tea two hours before the scheduled operation was
appreciated. Greater emphasis on patients’ education toward

the proper POF information is warranted.

The knowledge and attitude of pre-operative fasting among
the community is largely positive. Most people understand
the importance of fasting before surgery, as it helps to reduce
the risk of aspiration during anesthesia. People are generally
aware that pre-operative fasting is an important part of the pre-
operative process and that it should be done in accordance with
their doctor’s instructions. The majority of people understand
that they should not eat or drink anything for a set period of
time prior to their surgery. Additionally, people are generally
aware of the potential risks associated with pre-operative fast-
ing, such as dehydration, low blood sugar, and malnutrition.
People are also aware that pre-operative fasting is a necessary
part of the process and that it is part of their responsibility to
adhere to the pre-operative instructions given by the doctor.
Overall, people’s attitudes towards pre-operative fasting are
largely positive and they understand the importance of adher-
ing to the instructions given by their doctor.

6. Conclusions

There was a lack of knowledge among the general public
regarding the importance of fasting before the surgery. How-
ever, better knowledge was seen more frequently among older
females living in the Northern Region who previously received
general anesthesia during their previous surgical operation.
There is a need to address the gaps in the knowledge specif-
ically among men. Better information dissemination among
patients who are scheduled for operation is vital to achieving
better understanding and compliance in preoperative fasting
wherein healthcare providers will have a significant role to
accomplish this goal. This study provides insights into the un-
derstanding of the community toward fasting prior to surgical
intervention. Due to the limited studies done in Saudi Arabia,
further research needs to be carried out to establish the level of
knowledge among the general population.

Research should be conducted to better understand the ef-
fects of POF on patient outcomes. This could include studying
the effects of POF on patient safety, length of hospital stay,
complications, and overall satisfaction. The current trend need
to develop evidence-based POF guidelines based on the current
evidence and research findings. These guidelines should be
tailored to the specific surgeries and patient populations. It is
suggested to evaluate current POF practices to identify areas
where improvements can be made. This could include assess-
ing the effectiveness of preoperative education and training,
as well as the accuracy of POF assessment tools. Moreover,
there is need to explore alternatives to POF, such as preop-
erative carbohydrate loading, to reduce the length of fasting
time and improve patient outcomes. Additionally, there is
need to implement quality improvement initiatives to improve
POF practices and outcomes. This could include developing
educational materials for patients, physicians, and nurses, as
well as developing protocols and metrics for assessing POF
practices.



135

7. Recommendations

• Knowledge and awareness of community regarding pre-
operative fasting should be raised.

• Special programs and seminars should be done to the com-
munity to raise their awareness regarding the reasons behind
pre-operative fasting.

• Health workers should educate their patients well and
educate them about the complications that can take place if the
pre-operative fasting is done correctly.

• Social media should have bigger roles in raising the aware-
ness and knowledge regarding pre-operative fasting.
• More studies should be conducted on this topic to help

assess the situation better and raise the awareness about pre-
operative fasting.
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