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Is It Time to Ask Different Questions
about Aspiration?

1o the Editor:

I read with interest the report by Beach et a/.! on the rela-
tionship between nil per os (NPO) time and major adverse
events, with special attention to pulmonary aspiration. The
authors conclude that NPO status is not an independent
predictor of major complications.

As reported in other studies,”? the incidence of pulmo-
nary aspiration was found to be quite low, with only 10 cases
out of over 139,000 pediatric sedations collected between
2007 and 2011. It is noteworthy that NPO definitions
within the Pediatric Sedation Research Consortium database
(solids, 8 h; nonclear fluids, 6h; and clears, 2h) are out of
step with the most recent American Society of Anesthesi-
ologists guidelines from 2011,% which recommend 6h for
formula/milk and “light” solids, 4h for breast milk, and 2h
for clear liquids. Many Anesthesiology departments, includ-
ing ours at Vanderbilt University, Nashville, Tennessee, have
moved all solids to a fasting time of 6h. By this measure, all
of the 10 cases of aspiration would have been NPO appro-
priate with no episodes in those not NPO.

A look at Emergency Medicine literature®® shows a low
incidence of aspiration even in nonfasted patients, many of
whom are likely to be in pain. The American College of Emer-
gency Physicians published a clinical policy in 20147 recom-
mending that procedural sedation in the Emergency Room not
be delayed solely due to NPO time. Unfortunately, the data
presented in the study by Beach ez al. are not broken down
into elective versus emergent procedures. Additionally, the type
of provider (emergency physician vs. other) cannot be used
as a surrogate marker as emergency physicians often provide
elective sedation services outside of the Emergency Room.

So where does this leave us? We are not suggesting, based
on current evidence, that we reduce the NPO times for elec-
tive general anesthesia cases with planned airway instrumen-
tation. But perhaps we should rethink the questions that we
need answered regarding NPO in pediatric sedation.
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What about emergent procedures without planned airway
instrumentation? Many in emergency medicine would counter
this question has already been answered. Can we quantify the
risk of aspiration with planned airway instrumentation versus
unplanned versus none at all? Does ketamine or dexmedetomi-
dine, which preserve respiratory drive and airway tone better
than propofol, offer a safer alternative in the nonfasted patient?
All of these questions will be difficult to answer given the very
low incidence of aspiration but we should certainly try.
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In Reply:

We appreciate the careful review of our article.! We agree
with the authors that other studies also support the low inci-
dence of aspiration in pediatric sedation. While the study by
Walker? of 118,371 pediatric patients is also large, only infor-
mation on the 24 cases of aspiration was collected. Our study
collected data on all patients, allowing us to evaluate risk

Correspondence

¥202 UdJel €1 uo 1senb Aq ypd'01000-0 008091 0Z/65LL8YISZYIZIST L /4Pd-81o1E/ABOI0ISBUISaUE/WOD JIBYIIBA|IS ZESE//:d)Y WO papeojumoq

Copyright © 2016, the American Society of Anesthesiologists, Inc. Wolters Kluwer Health, Inc. Unauthorized reproduction of this article is prohibited.


mailto:peter.chin@vanderbilt.edu

