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fasting abbreviation protocols and the actual
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Avaliacao do conhecimento de nutricionistas sobre os
protocolos de abreviacao de jejum e o tempo real de jejum
pré-operatorio praticado

Abstract

Objective: To assess the knowledge of dietitians regarding fasting abbreviation
and the preoperative fasting time practiced in hospitals in the state of Rio de
Janeiro, Brazil. Methods: This is a cross-sectional, descriptive study involving
clinical dietitians who work in hospitals in the state of Rio de Janeiro. Data were
collected through the application of an online structured questionnaire and
analyzed through descriptive statistics and the Chi-Square test to verify
associations at a significance level of 5%. Results: Out of the 84 participating
dietitians, 85% had heard about fasting abbreviation and supplements for this
purpose, but 31.33% did not correctly describe current recommendations. In
48.81% of hospitals, the actual preoperative fasting time exceeds 12 hours,
and 51.81% do not have a fasting abbreviation protocol. According to
dietitians, fasting abbreviation is a practice that reduces surgical stress
(91.57%), recommended for all types of surgeries, regardless of size (65.43%).
The resistance of professionals to adopting new practices was identified as
the main challenge to implementing the fasting abbreviation protocol
(78.79%). There was no association between the overall knowledge level of
professionals, the length of education, and specialization (p > 0.05).
Conclusion: The high level of knowledge among dietitians about fasting
abbreviation contrasts with the maintenance of traditional preoperative
fasting techniques. The absence of institutional protocols and ineffective
communication among teams strongly contribute to the non-incorporation of
new practices into perioperative routines.
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Resumo

Objetivo: Verificar o conhecimento de nutricionistas sobre abreviagdo de
jejum e o tempo de jejum pré-operatoério praticado em hospitais do estado
do Rio de Janeiro. Métodos: Trata-se de um estudo transversal, descritivo,
envolvendo nutricionistas clinicos que atuam em hospitais do estado do Rio
de Janeiro. Os dados foram coletados através da aplicagdo de um

questionario estruturado on-line e analisados por meio de estatistica


https://creativecommons.org/licenses/by/4.0/
https://orcid.org/0000-0002-4106-1112
https://orcid.org/0000-0002-3354-4229
https://orcid.org/0000-0002-3432-5765
https://orcid.org/%200000-0002-2415-9724
https://ror.org/03490as77

DEMETRA

descritiva e do teste de Qui-Quadrado para verificacdo das associacBes com
o nivel de significancia de 5%. Resultados: Dos 84 nutricionistas participantes,
85% ja ouviram falar sobre abreviacdo de jejum e suplementos para esta
finalidade, porém 31,33% ndo descreveram corretamente as recomendag¢des
atuais. Em 48,1% dos hospitais o tempo real de jejum pré-operatério é
superiora 12 horas e 51,81% ndo possuem protocolo de abrevia¢do de jejum.
Na opinido dos nutricionistas, a abreviacdo de jejum é uma pratica que reduz
0 estresse cirdrgico (91,57%), indicada para todos os tipos de cirurgias,
independentemente do porte (65,43%). A resisténcia dos profissionais na
adesdo de novas condutas foi apontada como o principal desafio para
implementacdo do protocolo de abreviacdo de jejum (78,8%). Ndo houve
associacdo entre o grau de conhecimento geral dos profissionais, o tempo de
formacdo e a especializacdo (p > 0.05). Conclusdo: O bom nivel de
conhecimento dos nutricionistas sobre abreviacdo de jejum contrasta com a
manutencdo de técnicas tradicionais de jejum pré-operatério. A auséncia de
protocolos institucionais e a comunicacdo ineficiente entre as equipes
contribuem fortemente para ndo incorporagdo de novas condutas a rotina
perioperatoria.

Palavras-chave: Jejum. Cuidados Pré-operatorios. Conhecimento. Nutricionistas.
Melhor Recuperagao Pds-Operatdria.
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INTRODUCTION

Food intake interruption from midnight before any elective surgery was recommended by Mendelson in the 1940s
with the aim of reducing the risk of gastrointestinal regurgitation, raising pH, and reducing gastric residual volume." The
abbreviation of preoperative fasting time as a means to enhance patient satisfaction, decrease the occurrence of adverse
events, minimize postoperative discomfort, and optimize hospital expenditures/resources emerged in the late 1990s as a
suggestion from the American Sodiety of Anesthesiologists (ASA) and it was subsequently incorporated into multimodal
perioperative care protocols such as ERAS (Enhanced Recovery After Surgery) and ACERTO (Aceleractio da Recuperacdo
Total Pés-Operatdria) >’

Prolonged fasting promotes a continuous or exacerbated response to trauma, potentiating undesirable clinical and
metabolic events that impair postoperative recovery, such as insulin resistance and difficulty in healing, Additionally, it is
assodciated with increased symptoms that cause dissatisfaction and discomfortin patients, including thirst, hunger, anxiety,
malaise, nausea, and vomiting,#°

Paradigm shifts in perioperative care promoted by multimodal protocols are based on evidence-based and
multidisciplinary interventions. The lack of cooperation and communication among team members represents one of the
main barriers to the successful implementation of these protocols.'® Although anesthesiologists have more knowledge on
this subject than other professionals, it is not translated into a reduction in preoperative fasting time, as most of them still
adhere to the traditional "nil per oral from midnight", indicating that professional sensitization on correct practice

compliance is as important as disseminating scientific information. "2

In the hospital setting, it is responsibility of the clinical dietitian to provide nutritional and dietetic assistance to
patients, within its mandatory tasks the establishment and execution of technical service protocols, formulation of
nutritional diagnoses, and elaboration of dietary prescriptions.™ The dietitian must be part of the multidisciplinary health
team, and their presence ensures the implementation of all actions related to nutritional assistance, as well as the
assistance in the compliance of all established protocols in the hospital unit.™

Hitherto, no records of studies investigating the knowledge and perception of the clinical dietitian concerning
preoperative fasting abbreviation protocols have been found. This study aims to verify the knowledge of nutritionists about
preoperative fasting abbreviation protocols and the actual preoperative fasting time practiced in hospitals in the state of
Rio de Janeiro, as well as to evaluate adherence and identify possible difficulties in the execution of fasting abbreviation
protocols.

MATERIAL AND METHODS
Study Design

This is a cross-sectional and quantitative study with the application of a questionnaire specifically
designed to measure the level of knowledge of dietitians concerning preoperative fasting and the fasting time
practiced in hospital units in the state of Rio de Janeiro.

Study Population

Dietitians working in the state of Rio de Janeiro, in a hospital setting, public, private, or philanthropic,
were the target population for this research. It included professionals of both genders, working in hospital
units in the state of Rio de Janeiro, who agreed to participate in the research by signing the Free and Informed
Consent Form. Those professionals who did not correctly fill out the data collection questionnaire were
excluded from the study.
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Data Collection

Data collection was carried out from February to March 2023 through the application of a structured
individual questionnaire elaborated using the Google Forms® tool. The questionnaire consisted of 24
questions aiming the identification of the professionals' level of education, time and location of practice,
hospital characteristics, the existence and application of the fasting abbreviation protocol in the unit, and the
knowledge of dietitians concerning the topic. To minimize selection bias,the contact with professionals was
made via social media, email, and messaging apps through individual participation invitation, including the
survey access link. No lists were used to avoid guests identification or any access of their contact details by
third parties. The questionnaire application and consent collection were done through electronic media with
the completion of an online form.

Ethical Considerations

The research was planned in compliance with the ethical aspects provided in Resolution n. 466 of
2012" and approved by the Ethics and Research Committee of the University Hospital Clementino Fraga
Filho-HUCFF/UFR]. Participation was voluntary and participants accepted the free and informed consent form
provided in electronic format. The collected data were kept confidential and accessed only by the
researchers.

Statistical Analysis

Data were tabulated in Microsoft Excel 2019®. In the descriptive analysis, categorical variables were
presented with absolute (n) and relative (%) frequency, parametric data were expressed as mean and
standard deviation, and non-parametric data as median and interquartile range. Comparisons between
categorical variables were verified by the Chi-square test. The criterion for determining statistical significance
adopted was of 5%. The power of post hoc sample was calculated using an online calculator
(https://clincalc.com/stats/Power.aspx), considering two independent groups with dichotomous results and
an alpha error of 0.05. The sample power was 97.5% for small/medium-sized hospitals regarding the
existence of the fasting abbreviation protocol and 95.1% for specialization in Clinical Nutrition regarding
knowledge of the guidelines.

RESULTS

The questionnaire was answered by 84 clinical dietitians working in a hospital unit, 96.43% female and
3.57% male, ranging from 23 to 61 (38.66+9.69) years old, mostly residing in the capital of the state (58.33%).
The median time since graduation was 12.5 (IQ 5-19.5) years, with 42.86% of the participants having
completed their undergraduate degree at least for 10 years. Seventy-seven participants had a specialization
course, and the most mentioned one was on Clinical Nutrition (50.65%). Working experience in the hospital
context varied from a period of 6 months up to 36 years, with a median of 9 (IQ 4-19) years. Regarding the
type, size, and location of hospitals, large-sized institutions (71.43%) from the public sector (64.29%) located
in the state capital (71.43%) stood out. Concerning the types of surgeries performed, non-oncologic non-
aesthetic gastrointestinal surgeries (84.52%), orthopedic surgeries (82.14%), and oncologic surgeries
(79.76%) were the most mentioned ones (Table 1).
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Table 1. Sociodemographic and work characteristics of dietitians and hospital units in the state of Rio de Janeiro (n=84).
Rio de Janeiro-RJ, 2023.

AGE (in years)
Mean + standard deviation 38.66 £9.69
SEX
Female 81 (96.43%)
Male 3(83.57%)
TIME OF GRADUATION
<5 years 8 (21.43%)
5-10 years 8 (21.43%)
11-15 years 4(16.67%)
16-20 years 3 (15.48%)
21-25 years 0 (11.90%)
26-30 years 5 (5.95%)
>30 years 6 (7.14%)
Median (IQ) 12.5(5-19.5)
TIME OF ACTION IN THE HOSPITAL AREA
<5 years 28 (33.33%)
5-10 years 21 (25.00%)
11-15 years 6 (7.14%)
16-20 years 0 (11.90%)
21-25 years 3 (15.48%)
26-30 years 1(1.19%)
>30 years 5 (5.95%)
Median (IQ) 9(4-19)
TYPE OF HOSPITAL
Philanthropic 1(1.19%)
Military 3 (3.57%)
Private 22 (26.19%)
Public 54 (64.29%)
Public/Private 4 (4.76%)
HOSPITAL SIZE
Small (less than 50 beds) 2 (2.38%)
Medium (50-149 beds) 22 (26.19%)
Large (150 beds or more) 60 (71.43%)
TYPES OF SURGERIES PERFORMED*
Cardiac 2 (61.90%)
Gl Non-oncological Non-Aesthetic 1(84.52%)
Gynecological Non-oncological 5 (65.48%)
Neurological 9 (70.24%)
Oncologic 7 (79.76%)
Orthopedic 9 (82.14%)
Pediatric 44 (52.38%)
Plastic 7 (67.86%)
Thoracic 8 (69.05%)
Transplant 2 (2.38%)
Urological 4 (76.19%)
Vascular 5(77.38%)

*More than one response options were allowed in the question. IQ: interquartile range

Seventy-two participants had already heard about fasting abbreviation (85.71%), and, also about supplementation
for this purpose (86.75%). Less than 70% correctly answered the current recommendations for preoperative fasting
according to clinical guidelines on the subject. According to 13.25% of participants, fasting time should be determined by
the attending physician in compliance with the complexity of the procedure. The percentage of correct answers was higher
among professionals with dlinical nutrition spedalization (76.47%) and with a graduation time (75,828%) and experience in
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the hospital setting (82.14%) over 15 years; however, there was no statistically significant association between the variables.
Fifty-three dietitians (65.43%) considered that fasting abbreviation should be indicated for all types of surgery, regardless
of the surgical complexity. Delayed gastric emptying, emergency surgeries, and sub-ileus/intestinal obstruction were cited
as reasons for contraindicating this practice by 64.63%, 56.10%, and 47.56% of participants, respectively (Table 2).

Table 2. General knowledge of dietitians in the state of Rio de Janeiro about current recommendations for preoperative
fasting. Rio de Janeiro-R], 2023.

CURRENT RECOMMENDATIONS ON FASTING ABBREVIATION RECOMMEND

8h general diet, 6h light and/or enteral nutrition and 2h liquids without residue 57 (68,67%)
Fasting determined by the attending physician accoding to the size of surgery 1(13.25%)
12h general diet, 6h light diet and 2h liquids without residue 8 (9.64%)
Absolute fasting of 8h 7 (8.43%)
THE ABBREVIATION FOR PRE-OPERATIVE FASTING IS INDICATED*
For all types of surgeries, regardless of surgical size 53 (65.43%)
For medium and large surgeries, being dispensable in minor surgeries 16 (19.75%)
Only for patients at nutritional risk or malnourished 9(11.11%)
For minor and medium sized surgeries, being risky in large surgeries 4 (4.94%)
Only for major surgeries 1(1.23%)

PRE-OPERATIVE FASTING ABBREVIATION IS CONTRAINDICATED IN*

3 (64.63%
6 (56.10%

Patients with delayed gastric emptying or gastroesophageal reflux ( )
Urgency and emergency surgeries ( )
Patients who presented subocclusion/occlusionintestinal 9 (47.56%)
Major surgeries involving the gastrointestinal tract 9 (23.17%)
Obese patients 17 (20.73%)
Pregnant patients 2 (14.63%)
Minor surgeries 1(13.41%)
Diabetic patients 1(13.41%)
*More than one response optionswas allowed in the question.

General knowledge of dietitians about preoperative fasting related practices in hospitals is described in
Table 3. Nearly half of the institutions were still following traditional practices, with total fasting after 10pm or
midnight, regardless of the scheduled surgery time, while only 8.33% respected the period defined by the unit's
fasting abbreviation protocol. According to participants, the average preoperative fasting time practiced is of 8
hours or more in 82.14% of hospitals.

Tabela 3. General knowledge of dietitians about practices related to preoperative fasting carried out in hospitals in Rio
de Janeiro. Rio de Janeiro-R), 2023.

THE FASTING PERIOD RECOMMENDED IN YOUR HOSPITAL UNIT IS

Total fasting after 10p.m. or midnight regardless of the time scheduled for surgery 44 (52.38%)

Total fasting after 10p.m. or midnight for surgeries scheduled for the morning shift 17 (20.24%)

and after0.6a.m. (breakfast) for surgeries scheduled for the afternoon shift

Varies according to medical prescription 16 (19.05%)

The fasting abbreviation protocol from unit is followed 7 (8.33%)
AVERAGE PREOPERATIVE FASTING TIME PRACTICED

2-4 hours 2(2.38%

)
4-6 hours 6 (7.14%)
8 -10 hours 9 (22.62%)
10-12 hours 16 (19.05%)
12-16 hours 4 (28.57%)
> 16 hours 0 (11.90%)
| don't know 7 (8.33%)
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Tabela 3. General knowledge of dietitians about practices related to preoperative fasting carried out in hospitals in Rio
de Janeiro. Rio de Janeiro-RJ, 2023.(Cont)

DOES YOUR HOSPITAL HAVE A FASTING ABBREVIATION PROTOCOL?

Does not exist 43 (51.81%)
Unknown 8 (9.64%)
Yes and it's widely used 12 (14.46%)
Yes, but is little used 17 (20.48%)
Yes, but | never had access 3(3.61%)
WHAT IS RECOMMENDED IN YOUR UNIT'S FASTING ABBREVIATION PROTOCOL? (n=49)*
Only adjustments to the diet without the use of modules/supplements 3(6.12%)
Depends on surgical procedure 1(2.04%)
Clear liquids with maltodextrin 12.5%+protein source 3h before the procedure 5(10.20%)
Clear liquids with maltodextrin 12.5% 2h before the procedure 18 (36.73%)
Clarified nutritional supplement up to 3hours before the procedure 16 (32.65%)
Does not have 1 (2.04%)
Unknown 2 (24.49%)
Clear juices or coconut water (in the absence of maltodextrin) 1 (2.04%)

*More than one response optionswas allowed in the question.

Around 40% of professionals mentioned the existence of a fasting abbreviation protocol at the hospitals where they
worked, still 9.64% were unaware of its existence. There was no assodiation between the hospital size and the occurrence
of such tool (p=0.265) (Table 4). The most recommended methods for fasting abbreviation reported in this research were
clear liquids offer enriched with maltodextrin 12.5% 2 hours before the procedure (36.73%) and darified nutritional
supplements intake up to 3 hours before the procedure (32.65%).

Table 4. Assessment of the association between hospital size and the existence of the fasting abbreviation protocol and
training time, length of experience and type of specialization on professional's knowledge.Data compared using the Chi-square
test, p <0.05. Rio de Janeiro-RJ, 2023.

Having Protocol

Yes No P
HOSPITAL SIZE
Meduim 6 (28.6%) 15 (71.4%) 0.265
Large 25 (42.4%) 34 (57.6%)

Knowledge about current fasting recommendations

Yes No P
TIME OF GRADUATION
<15years 32 (64.0%) 18 (36,0 %) 0.258
>15 years 25 (75.8%) 8 (24,2%)
TEMPO DE ATUAGAO
<15years 34 (61.8%) 21 (38.2 %) 0.059
>15 years 23 (82.1%) 5(17.9%)
TIPO DE ESPECIALIZACAO
Clinical Nutrition 8 (23.5%) 26 (76.5%) 0.412
Others 21 (31.3%) 46 (68.7%)

The implementation of new routines is not a simple task and is not always translated into practice
changes. Opposition from professionals in adopting new practices (78.79%), lack of knowledge on the subject
(65.15%), and non-authorization of the surgical team (50%) were pointed out as the main factors that hinder
the implementation of the preoperative fasting abbreviation protocol (Figure 1a). Among the reasons
indicating its execution failure are the lack of communication between different healthcare teams (32.26%)
and low team adherence (27.42%) (Figure 1b).
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Dietitians recognized the benefits of preoperative fasting abbreviation; 91.6% consider that this practice
reduces surgical stress, 79.5% believe it aids in patient recovery, and 68.7% state that it increases the feeling
of well-being and reduces postoperative discomfort. Only one participant understands it would impair
digestive anastomoses healing (Figure 1c).

Figure 1. Reasons for failure to execute, challenges in implementing and opinion of Dietitian’s in the state of Rio de
Janeiro on preoperative fasting abbreviation.

Urgency ® 1.5%
Resistance from professionals x new practices A 20/
Lack of pemission by the surgical team S 5 (0.0%

Lack of permission by the anesthesia team SN 10,90,
Lack of interest from professionals S ) (.9%

Lack of comminication professional x patient N )7 7Y%,
Lack of knowledge among professional S 05,20
Inefficient communication between teams T (.9%
Lacke of suplies (e.g. maltodextrin) M 3 6.4%,
Low patient adherence N 6.1%

0% 20% 40% 60% 80%

Figure 1a: Challenges to implementing the fasting abbreviation protocol, according to nutritionists from the state of Rio de
Janeiro (n=66). *More than one answer option was accepted for the question.

Protocaol still being implemented W 16%
Problems in the surgical schedule I 24.2%
Not appliacable I 46.8%
Insufficient time in the preoperative period T 14.5%
Lacke of suplies (e.g. maltodextrin) N 6.5%
Communication failure (professional x patient) S 9.7%
Lack of communication between teams N 32 2%
Low patient adherence W 1.6%
Low team adherence I 7.4%

0% 5% 10% 15% 20% 25% 30% 35% 40% 45% 50%

Figure 1b: Reasons for failure in executing the fasting abbreviation protocol, in the opinion of Nutritionists from the state of Rio
de Janeiro (n=62). *More than one answer option was allowed for the question.

Reduces hospital stay time I G6.3%
Reduces the risk of infectious complication N 56.6%
Reduces surgical stress I 91.6%
Reduces inflammatory response . 55 4%
Reduces insulin resistence I /3.4%
Impairs the healing of digestive anastomoses ® 1.2%
Minimizes catabolism S 67.5%
It's safe I 60.9%
It's a laborius thing I 4.8%
Assists patient recovery T, 79.2%
Helps preserve muscle mass TEE___ 54.0%
Increases weel-being and reduces discomfort I 63.7%

0% 20% 40% 60% 80% 100%

Figure 1¢: Opinion of Nutritionists from the state of Rio de Janeiro on abbreviation of preoperative fasting (n=83). *More than
one answer option was allowed for the question.

Demetra. 2025;20:85543
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DISCUSSION

In the last 25 years, literature has supported the adoption of perioperative care through multimodal
interventions to enhance postoperative outcomes. Since then, several organizations have published
guidelines based on evidence-based practices to guide the treatment of surgical patients.'®"®Theresults of
this study show that only 8.33% of institutions follow the guidelines described in the abbreviated fasting
protocol, and thatin 11.9% preoperative fasting exceeds 16 hours.

Current recommendations for fasting were accurately described in this research by 68.7% of the
dietitians, corresponding to Panjiar et al.'? findings, in which 69% of the anesthesiologists correctly described
these recommendations. The percentage of correct answers was not influenced by time of graduation
(p=0.258), time of experience working in a hospital setting (p=0.059) or professional specialization (p=0.412),
similar to what was observed in Paul et al.’® where the experience did not impact the assessment of
knowledge about preoperative fasting guidelines. Similar scores were obtained regardless the time (more or
less than five years) of experience of surgeons.A study evaluating knowledge, attitude, and practice of
anesthesiology residents and residents from different surgical specialties regarding preoperative fasting
found that, although 69% of residents claimed to be aware of the benefits of shortening preoperative fasting,
89.8% reported incorrectly the guidelines proposed by the ASA for adult individuals, providing inappropriate
instructions to patients.”’

Abbreviated fasting is recommended for individuals of all ages, undergoing elective surgeries,”?? except
in conditions that increase the risk of regurgitation and pulmonary aspiration, like metabolic disorders,
delayed gastric emptying, difficult airway management,*?

procedures. ¥

acute intra-abdominal processes and emergency

Delay in gastric emptying or gastro esophageal reflux was indicated by the majority of professionals
(64.6%) as a reason for contraindicating the abbreviation of fasting; obese patients (20.7%), diabetics (13.4%),
and pregnant women (14.6%) were also mentioned as ineligible. There is evidence that abbreviated fasting
may be safe in some situations that promote gastric emptying delay, such as in patients with obesity,
controlled gastroesophageal reflux, compensated diabetes mellitus without insulin use and gastroparesis,
and in pregnant women not in labor.”?> Nevertheless, it is emphasized that more studies are needed in these
populations and preoperative clinical assessment is crucial to define patient eligibility.

Preoperative fasting aims to reduce the volume and acidity of stomach contents to minimize the risk
of regurgitation and aspiration of gastric contents during surgeries under anesthesia.?® The prescription of
absolute fasting from midnight is a traditional used approach by surgeons for its ease of guidance, avoiding
calculations and adjustments in the diet, and due to its simple execution.?”?® Its use has also been justified
as a means to prevent cancellations and unexpected changes in the surgical schedule.?® In this study, 52.38%
of participants stated that in their institution, fasting is recommended after 10 p.m. or midnight regardless of
the time of surgery. In 20.24% of hospitals, overnight fasting is prescribed for morning surgeries and fasting
after breakfast for surgeries scheduled in the afternoon. Of the 64 professionals evaluated by Rawlani et al.,**
43.6% considered fasting from midnight as the best method to prevent pulmonary aspiration. However,
Murphy et al.*® when comparing patients who ingested clear liquids 2-3 hours before surgery with those
subjected to absolute fasting after midnight, observed similar delays in both groups, a lower incidence of
regurgitation in the intervention group and no episodes of aspiration for both groups.

The provision of carbohydrate-enriched drinks 2 hours before anesthetic induction is strongly
recommended by guidelines related to accelerated postoperative recovery.® ACERTO proposes offering
200ml of clear liquids containing 12.5% of maltodextrin.” Various forms of fasting abbreviation were reported
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by the participants, with the most common being the provision of clear liquids containing 12.5% maltodextrin
2 hours before surgery. Eight participants reported more than one fasting abbreviation method in their
hospital unit. Three mentioned that fasting abbreviation was done only through diet adjustments, probably
indicating the lack of nutritional modules/supplements and the administration of strained juices or non-
caloric clear liquids. The adoption of different approaches may be related to the types of surgeries performed,
patient characteristics (e.g., age, nutritional status, and comorbidities), and the availability of resources.

All participants in an Australian study agreed that the preoperative fasting time for patients in a
quaternary hospital was excessive and harmful, acknowledging that the implementation of evidence-based
fasting abbreviation guidelines is essential to optimize outcomes. However, only 9.09% were aware that the
hospital had already adopted practices proposed by ERAS in colorectal and orthopedic surgeries, indicating
a lack of professional engagement with the process.?” A similar situation was revealed in this study; the lack
of access to the fasting abbreviate on protocol (3.6%), unawareness of its existence in the hospital unit (9.6%),
or ignorance of its execution (24.5%) may indicate insufficient training of professionals, limited involvement
of dietitians in the multidisciplinary team, and modest participation of dietitians in the development and
execution of protocols. An issue not evaluated in this work but directly associated with impairments in the
quality of care is the insufficient staffing of dietitians in the hospital environment.*

About 33% of participants attributed the execution failure of the protocol in their hospital unit to a lack
of communication between the health teams. The integration of scientific evidence into clinical practice is a
complex process involving political, organizational, financial, cultural, and scientific considerations.® Among
the barriers for the implementation of the fasting abbreviation protocol mentioned by dietitians, the
resistance of professionals to adopting new practices (78.79%), lack of theoretical knowledge (65.15%), and
inefficient communication between teams (40.91%) are directly related to the technical staff, aligning with the
literature.®*3*

Byrnes et al.® interviewed 13 professionals from different health categories and identified the
complexity of systems and processes, strong hierarchy in decision-making (by surgeons), combined with a
lack of technical knowledge, communication failure, and deficient teamwaork as the main barriers to aligning
perioperative nutritional care practices in the general surgery wards of an Australian hospital with those
proposed by ERAS. Other authors pointed out inefficient communication between teams and between teams
and patients, the absence of a hospital policy for preoperative care, and the lack of formal
lectures/classes/symposiums for professional training as factors limiting the practical application of
guidelines 273>

Obtaining local information about the knowledge, implementation, and perception of perioperative
care helps identify existing gaps, whether they are institutional, structural, or cultural, and directs strategies
aimed at standardizing more appropriate practices.*® The scientific basis is not sufficient for the guidelines to
be incorporated into clinical practice, therefore training and awareness through continuing education
programs and encouraging communication among teams are essential to increase engagement and ensure
the successful implementation of protocols.?*** Training should extend to all professionals involved in
perioperative care, and the dissemination of printed information can be a strategy to ensure that patients
are properly informed.?

Prolonged fasting promotes negative physiological and metabolic effects, such as potentiation of the
metabolic response to trauma, increased protein catabolism and insulin resistance and increased discomfort
(stress, thirst, hunger, malaise, fatigue, and anxiety) in the perioperative period.?®3”39 Dietitians perception
indicate that this practice is safe (69.88%), reduces surgical stress (91.57%), aids patient recovery (79.52%),
and minimizes catabolism (67.47%). A study conducted by Panjiar et al."”® demonstrated that participants
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believed that the administration of clear liquids containing carbohydrates up to 2 hours before surgery
reduces discomfort (81%), minimizes the metabolic response to stress (35%) and reduces intraoperative
hypotension (32%). Anesthesiologists indicated greater patient satisfaction, increased comfort and well-
being, and reduced perioperative complications as reasons justifying fasting abbreviation.*

This study has some limitations. First of all, the sample consisted of dietitians working in hospitals in the
north, northwest, and metropolitan regions of Rio de Janeiro, with no participants from other regions of the
state or other Brazilian states. Secondly, the research method was based on the use of questionnaires, and
the accuracy of the results may have been affected by respondent bias. The strength lies in its pioneering
nature, as no other studies assessing the knowledge and perception of dietitians regarding preoperative
fasting abbreviation protocols were identified and those carried out with other categories also did not
present a large sample size.

CONCLUSION

Although the evaluated dietitians are aware of current recommendations for fasting abbreviation
included in guidelines related to enhanced postoperative recovery, the understanding of the indication and
application is still superficial and should be deepened. Furthermore, the lack of knowledge about the
existence and/or execution of the protocol used in institutions signaled the demand for professionals training
and may demonstrate a modest participation of the dietitian in the multidisciplinary team.

The results found in this research indicate gaps in perioperative care routines in hospitals in the state
of Rio de Janeiro, with preoperative fasting practices exceeding those recommended in the literature and the
absence orirregular execution of the fasting abbreviation protocol in most units. Considering the crucial role
of Nutritional Therapy in postoperative recovery, clinical dietitians need to stay updated and integrated into
multidisciplinary teams and strive to ensure safety and quality in patient care.
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