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VRS, commonly used in medicine, identifies 12 distinct items that
encompass three categories of alertness indicators. It has shown excellent
internal consistency and reliability.’
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Able to move 4 extremities
Able to move 2 extremities

Activity

Unable to move extremities

Able to breathe deeply and cough freely
Dyspnea or limited breathing

Apneic

BP + 20% of pi iclevel

BP + 20-49% of pre- iclevel

BP + 50% of pre-anesthetic level

Fully awake

[Arousable on calling

Not responding

Circulation

Consciousness

Able to maintain O, saturation >92% on room air

Oxygen saturation Needs oxygen to maintain O, saturation >90%

0, saturation <90% even with supplemental oxygen

Figure 1: Modified Aldrete Score
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A prospective cohort study of 70 children, 1/5/2022-12/13/2023
Inclusion criteria: 3-6 years old, ASA I or II, and English speaking
Children scheduled for dental treatment with in-office moderate
sedation were given one of the following medicaments

* PO Midazolam

* IN Midazolam

* PO Midazolam/PO Vistaril

* IN Dexmedetomidine (Dex)

* PO Versed/IN Dex

e PO Triazolam
Recovery scales were used 5-, 10-, 15-, and 20-minutes post operatively
(Figure 1 and 2)
Parental survey was given to assess how patient recovered at home after
treatment (Figure 3)

DATA ANALYSIS
Descriptive statistics were completed
Categorical data are presented as frequency count (%)
and scores are presented as median [interquartile
range with 25 percentile, 75" percentile].
Data were analyzed with SAS v9.4.

RESULTS
The resident’s and nurse’s VRS scores post-operatively
agreed for 73% of cases and MAS scores agreed 97%
Pre-operatively, the median VRS was 22 and median
MAS was 10. Post-operatively at 20 minutes, the
medians remained the same for both.
By parent report, 42% of patients were awake but
drowsy when home, 42% were agitated, 58% were less
active than usual, 67% returned to normal activity
between 2-6 hours after returning home

CONCLUSIONS
Based on this study’s current data, the VRS and MAS
scores are global scales that show potential to quantify
discharge criteria after pediatric dental sedation

LIMITATIONS
Inability to fill out scales during and after treatment
due to patient’s behavior
Parent compliance with survey
Uneven distribution of drug regimen used
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