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Abstract:

Glucagon-like peptide-1 receptor agonists (GLP-1 RAs) are being widely prescribed for type 2 diabetes, obesity, 

polycystic ovary syndrome (PCOS), non-alcoholic fatty liver disease (NAFLD), and obstructive sleep apnoea 

(OSA). Their use for metabolic optimisation prior to surgery is rapidly increasing, yet their impact on gastric 

motility is an under-recognised anaesthetic challenge. We aim to highlight the aspiration risk associated with 

GLP-1 RAs in the perioperative period and during procedural sedation, and to offer perioperative strategies 

to mitigate this pharmacologically induced risk. This narrative commentary, informed by recent case reports, 

practice advisories, and international consensus statements, draws attention to a systems-level safety gap 

and emphasises the need for multidisciplinary awareness and action. Delayed gastric emptying caused 

by GLP-1 RAs may result in significant residual gastric contents, even after adherence to standard fasting 

guidelines. Reports from the Anaesthesia Patient Safety Foundation and others have documented aspiration 

and regurgitation events in fully fasted patients. Updated recommendations from the American Society of 

Anaesthesiologists (ASA), American Society for Metabolic and Bariatric Surgery (ASMBS), Society of American 

Gastrointestinal and Endoscopic Surgeons (SAGES), Australian and New Zealand College of Anaesthetists 

(ANZCA), and American Diabetes Association (ADA) now emphasise individualised fasting, airway preparedness, 

and enhanced perioperative screening. GLP-1 RAs represent an invisible yet significant aspiration risk in 

the perioperative period. Surgeons, anaesthesiologists, endoscopists, and proceduralists must adapt by 

incorporating GLP-1 RA history into preoperative evaluation, extending fasting protocols where necessary, 

and employing airway protection strategies. This commentary advocates for institutional policy updates and 

interdisciplinary coordination to close this emerging safety gap.
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Introduction

As anaesthesiologists, our role in safeguarding the 

perioperative period demands vigilance, precision, 

and anticipation of evolving risks. One such emerging 

concern is the growing impact of a new class of 

pharmacologic agents — glucagon-like peptide-1 

receptor agonists (GLP-1 RAs) — on perioperative 

care and anaesthetic safety. Originally developed for 

glycaemic control in type 2 diabetes, these drugs are 

now widely prescribed for chronic weight management, 

polycystic ovary syndrome (PCOS), non-alcoholic fatty 

liver disease (NAFLD), obstructive sleep apnoea (OSA) 

and metabolic optimisation prior to surgery.1,2

They act by delaying gastric emptying to prolong 

satiety, this mechanism has shifted the paradigm 

of fasting-based aspiration prevention. Increasing 
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evidence suggests that patients may arrive for 

anaesthesia or sedation while fully compliant with 

fasting instructions, yet harbour significant residual 

gastric contents. This creates a concealed aspiration 

risk that standard protocols may not address and 

significantly compromise patient safety.

Recent case reports and international advisories 

have raised awareness, prompting guideline updates 

from major anaesthesia and surgical societies. This 

commentary aims to alert all prescribing clinicians, 

anaesthesiologists, and perioperative teams to the 

implications of GLP-1 RAs and to outline practical steps 

for improving patient safety.2,3

A Whistleblower's Point of View: From Regular 

to Dangerous

As anaesthesiologists, we are trained to anticipate 

aspiration risk. However, a new invisible threat has 

emerged — the pharmacologic full stomach caused 

by GLP-1 RAs. These agents are no longer confined 

to diabetes management; they are now widely used 

in patients with obesity, PCOS, NAFLD, OSA and for 

surgical weight optimisation.

Patients may present for routine endoscopy, 

interventional radiology, or dental procedures under 

sedation and appear fully fasted — yet retain gastric 

contents due to GLP-1–induced delayed emptying. This 

presents a serious systems-level gap: perioperative 

teams may be unaware of the patient’s medication 

history, prescribers may not communicate usage, and 

sedation providers may not be prepared for sudden 

regurgitation.

This article is a call to action: it is time to update 

preoperative checklists, explicitly screen for GLP-1 RA 

use, and manage these patients as we would those 

with known gastroparesis. Until standardised pathways 

are widely adopted, vigilance and communication are 

our strongest safeguards.

Anaesthesia Patient Safety Foundation (APSF) 

Case Reports: Warning Signals 

The APSF highlighted a series of concerning cases in 

its 2023 newsletter, involving patients on GLP-1 RAs 

who experienced regurgitation or retained gastric 

contents despite standard fasting. 

In one case, a gastric ultrasound prior to magnetic 

resonance imaging (MRI) under anaesthesia revealed 

solid food in the stomach 18 hours after fasting, leading 

to cancellation of the procedure. Another patient on 

semaglutide vomited undigested food from several 

days earlier during extubation; aspiration was avoided 

only because the endotracheal tube remained in place.2

A third patient undergoing sedation unexpectedly 

regurgitated mid-procedure, requiring emergency 

airway intervention.

These cases, published by APSF in 2023, reinforced 

that patients on GLP-1 RAs can have significant residual 

gastric content despite prolonged fasting, and may 

appear asymptomatic. APSF called for increased 

vigilance, preoperative disclosure, and consideration 

of extended fasting or gastric ultrasound in high-risk 

patients.2,3

Expanding Indications 

The perioperative relevance of GLP-1 RAs has grown 

considerably due to their expanding therapeutic 

indications across multiple disciplines, thereby 

increasing the likelihood of encountering these agents 

in surgical candidates. In PCOS, they improve insulin 

sensitivity, weight loss, and menstrual cyclicity. In 

NAFLD and non-alcoholic steatohepatitis (NASH), 

GLP-1 RAs reduce hepatic steatosis and inflammation, 

with evidence from trials like ESSENCE demonstrating 

histological improvements, including NASH resolution 

and fibrosis regression. The recent Food and Drug 

Administration (FDA) approval of semaglutide for NASH 

and its endorsement in international PCOS guidelines 

indicate these medications will become increasingly 

prevalent in perioperative care.4-7

OSA: An Emerging Therapeutic Frontier

GLP-1 RAs are gaining recognition for their role in 

mitigating OSA, a major perioperative risk in patients 

with obesity. By inducing significant weight loss, 

they reduce apnoea–hypopnoea index (AHI) and 

improve airway stability. The 2024 SURMOUNT-OSA 

trials showed that tirzepatide reduced AHI by up to  

25 events/hour, leading to FDA approval as the first 

pharmacological treatment for OSA. While semaglutide 

and liraglutide are not yet approved for this indication, 

their metabolic effects may similarly benefit undiagnosed 
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or high-risk patients. As these agents become more 

widespread, anaesthesiologists must recognise their 

expanding respiratory implications — not only for 

aspiration risk, but also for OSA modulation.8-10

Evolving Guidelines and the Aspiration Risk 

Spectrum

GLP-1 RAs delay gastric emptying via central and 

peripheral mechanisms. This disrupts the reliability 

of standard fasting intervals. The American Society 

of Anaesthesiologists (ASA) initially recommended 

holding daily GLP-1 RAs on the day of surgery and 

weekly agents for seven days. However, following 

these recommendations, stopping GLP-1 RAs before 

procedures, many centres reported unexpected 

cancellations and disruptions to surgical schedules. 

Recognising this unintended impact on patient care, 

experts revisited the guidance — focusing instead 

on tailoring fasting protocols and perioperative 

plans based on individual risk, rather than applying a  

one-size-fits-all approach (Table 1).11,12

In 2024, a joint consensus statement from ASA, 

American Society for Metabolic and Bariatric Surgery 

(ASMBS), Society of American Gastrointestinal 

and Endoscopic Surgeons (SAGES), and American 

Gastroenterological Association (AGA) emphasised 

individualised risk assessment. They proposed 

continuing GLP-1 RAs in asymptomatic patients, 

provided a 24-hour clear liquid fast is observed. 

Patients with recent initiation, high-dose escalation, 

or gastrointestinal symptoms should be considered 

full-stomach and elective procedures may need to 

be deferred.12

In the United Kingdom, the Centre for Perioperative 

Care (CPOC) and in Australia, the Australian and 

New Zealand College of Anaesthetists (ANZCA) and 

the Australian Diabetes Society (ADS) echoed this 

risk-adapted approach. Their guidance emphasises 

continuation of GLP-1 RAs with a 24-hour clear fluid 

fast, preoperative risk screening, and the use of gastric 

ultrasound, prokinetics, or rapid sequence induction 

(RSI) where indicated.1,13,14  

Table 1: Summary of recent international guidelines related to 

preoperative GLP-1 RAs. 

Abbreviations: ADS: Australian Diabetes Society; AGA: American 

Gastroenterological Association; ANZCA: Australian and New 

Zealand College of Anaesthetists; ASA: American Society of 

Anaesthesiologists; ASMBS: American Society for Metabolic and 

Bariatric Surgery; CPOC: Centre for Perioperative Care; GLP-1 RA: 

Glucagon-Like Peptide-1 Receptor Agonist; RSI: Rapid Sequence 

Induction; SAGES: Society of American Gastrointestinal and 

Endoscopic Surgeons; UK: United Kingdom; USA: United 

States of America.

Risk Mitigation Strategies

•	 Enforce 24-hour clear fluid fasting in all GLP-1  
	 RA–treated patients.

•	 Incorporate GLP-1 RA use in preoperative screening  
	 and anaesthesia checklists.

•	 Use point-of-care gastric ultrasound for high-risk or  
	 uncertain cases.

•	 Consider erythromycin preoperatively in symptomatic  
	 patients.

•	 Employ RSI and secured airway techniques for recent 
	 initiators or symptomatic individuals.

Organisation Year Recommendation

ASA (USA) 2023

Hold daily GLP-1 

RA on the day of 

surgery; hold weekly 

agents 7 days prior.

ASA/ASMBS/

SAGES/AGA 

Consensus

2024

Continue if 

asymptomatic; 

enforce 24-h clear 

liquid fast; assess 

symptoms.

CPOC (UK) 2023

Continue; 24-h clear 

fluids; assess for 

symptoms and use 

gastric ultrasound if 

needed.

ANZCA/ADS 

(Australia)
2025

Continue; apply 

24-h clear fluid fast; 

consider RSI and 

risk stratification.
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GLP-1 RAs are a burden in perioperative period that 

is often overlooked. Their delayed gastric emptying 

effects may quietly undermine preoperative fasting 

measures, which could raise the risk of regurgitation, 

aspiration, or airway compromise without any 

obvious signs. If not recognised, they could lead 

Conclusion

GLP-1 RAs represent a novel and under-recognised aspiration risk in the perioperative landscape. As their 

indications expand across endocrinology, hepatology, and preventive medicine, clinicians must develop 

pathways to identify and manage patients on these agents. Discontinuation alone is insufficient. A combination 

of screening, fasting modification, airway management, and inter-speciality communication is required. This 

commentary serves as a clinical whistleblower’s alert: GLP-1 RA awareness should be embedded into every 

pre-anaesthesia protocol, sedation checklist, and procedural plan.
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to complications that could have been avoided and 

make surgical outcomes worse. As their use becomes 

widespread, it is important to recognise their hidden 

effects and actively include ways to lessen them in 

perioperative workflows.  
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