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Keeping the score

 To the Editor: 

In a recent editorial, “The Recovery Room… a safe 
haven, or a disaster waiting to happen?” (SAJAA 
2009, Volume 15, Number 2, April/May), the topic of 
ensuring a safe and satisfactory recovery period for 
our patients was revisited. In 2003, research from a 
group in Vancouver relating to discharge readiness 
after outpatient anaesthesia was published in 
SAJAA.1 

The Post-Anesthetic Recovery Score (PARS), � rst 
introduced by Aldrete in 1970, represents an extension 
of the observations made by Dr Virginia Apgar in her 
universally accepted guide to scoring the vital systems 
of the newborn (Activity, Pulse, Grimace, Appearance, 
Respiration).2 Two signi� cant changes in the practice 
of anaesthesia merited modi� cations, in 1995, to the 
original PARS. “Color” as one of the original clinical 
signs was replaced by “O2 saturation”. This despite 
“color” as clinical sign at the time being described 
as “an objective sign relatively easy to judge”.2 The 
second change related to the provision of criteria for 
discharge from the Post Anaesthesia Care Unit (PACU) 
following ambulatory surgery.

From 5 – 9 of April 2010, yet another FCA (SA) Part II 
Clinical Course and mock exam was held at the two 
main teaching hospitals (Kalafong and Steve Biko) of 
the Department of Anaesthesiology of the University of 
Pretoria. This annual event is aimed at those preparing 
for the upcoming FCA Part II examinations, although 
some candidates indicated their intention of only taking 
the examination later. The course was attended by 
some 34 registrars from most academic departments of 
anaesthesiology in South Africa. It was quite disturbing 
(if not embarrassing) that no candidate (from a random 
selection) who was questioned on criteria for the safe 
discharge of patients from the anaesthetic recovery 
room to the ward was able to recall all � ve criteria 
set out by Aldrete. In addition, none could recall the 
numerical value attached to each clinical sign. In this 
regard it is interesting to note that it was recognised 
at the time of the publication of the original article that, 
to be practical, a method of evaluating patients in the 
immediate post-operative period had to be simple and 
“easy to memorize”. This certainly is not re� ected in our 
experience.

For a number of years now, in our recovery room at 
Kalafong Hospital, we have used a modi� cation of the 
modi� ed Aldrete score. This is in the form of a large

poster in the recovery room, prominently displayed 
where all involved in postoperative care can easily 
see it. The day after the clinical course in question, I 
asked some of the recovery room nursing staff similar 
questions on recovery room criteria, and found their 
knowledge relating speci� cally to the Aldrete score 
to be equal to, or exceeding that, of some of our 
future anaesthesiologists. Our hospital’s modi� cation 
– which in no way alters the clinical signs utilised, 
nor the numerical value attached to the signs – is 
aimed only at improving retention of memory and 
involves a simple rearrangement of the sequence 
of the � ve signs in an “ABC” type format. Since the 
activity observed and scored is the act of breathing 
(and not O2 utilisation at cellular level), “respiration” 
has been substituted with “breathing”, and since the 
vital sign measured and scored is blood pressure (and 
not cardiac output), “circulation” was replaced with 
“blood pressure”. 

Numbers attached to speci� c clinical signs (as 
opposed to the bigger picture) must never be the 
sole or � nal determinant of ward-readiness, but the 
PARS (even with its limitations) is a guide that all 
anaesthetists should be familiar with. And of course, 
the data contained in this guide should be easy to 

Score

Airway
Sp02 > 92% breathing room air 
Sp02 > 90% with supplemental 02
Sp02 < 90% with supplemental 02

2
1
0

Activity**
Moving all limbs voluntarily or on 
command
Moving two limbs voluntarily or on 
command
Unable to move extremities 
voluntarily or on command

2

1

0

Breathing
Able to breath deeply and cough 
freely
Dyspnoea, shallow breathing
Apnoea

2

1
0

Blood pressure
± 20% from preoperative systolic
20-50% from preoperative systolic
± 50% from preoperative systolic

2
1
0

Consciousness
Fully awake
Arousable on calling
No response

2
1
0

Recovery room discharge criteria:
Kalafong Hospital

Total*

*  Absolute minimum required for discharge = 9
**  Keep in mind effects of regional techniques

Adapted from: Aldrete JA: the Post-Anesthesia Recovery Score 
Revisited. J Clin Anesth 1995:7:89
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retain. Our modi� cation to the modi� ed Aldrete score 
evidently provides just that.
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Health Sciences, University of Pretoria
Correspondence to: Dr Andrie Alberts, e-mail: Andrie.Alberts@
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Sedation guidelines: a record of 
sedation scores is essential

 To the Editor: 

Publication of the SASA Sedation Guidelines 20101 
(the Guidelines) is a welcome update. There is however 
a glaring de� ciency, namely that no mention is made 
of the importance of regular assessment of the degree 
of sedation during procedures. Furthermore, there is 
no provision made for the writing down thereof on the 
included “Sedation-Monitoring Chart”. 

It is well-known that as depth of sedation progresses from 
light to deep sedation, the airway becomes increasingly 
compromised and the likelihood of respiratory and 
cardiovascular depression increases. The same degree 
of intensive care that is applied to other organ systems 
should be applied to the management of sedation.2 It 
is imperative that every practitioner should carefully 
evaluate and assiduously record the degree of sedation 
at regular intervals using a generally-accepted scoring 
system. Indeed, whereas the American Pain Society 
has declared a pain scale to be the � fth vital sign,3 
a sedation scale should be the sixth vital sign for 
patients receiving continuous infusions of sedatives 
or opioids.2 From a medicolegal point of view it is 
crucial to have an accurate sedation scoring record 
during and after a procedure that has been conducted 
using “conscious sedation”. 

Provision should be made for sedation scoring on the 
printed “Sedation-Monitoring Chart” that appears in 
the guidelines, for which there is ample space if some 
of the unnecessary recordings are eliminated from the 
chart. These include the sections entitled “Previous 
Operations/Sedation/GA”, “Complications”, “Allergies”, 
“Medical History”, and “Medication” which are not 

1. Anxious and agitated or restless, or both

2. Co-operative, oriented, and calm

3. Responsive to commands only

4. Exhibiting brisk response to light glabellar tap or 
loud auditory stimulus

5. Exhibiting a sluggish response to light glabellar tap 
or loud auditory stimulus

6. Unresponsive

Table I: The Ramsay Sedation Scale

required because those items will have been recorded 
in the Medical History Questionnaire and/or the Pre-
procedural checklist. 

Two widely accepted sedation scoring systems are the 
Ramsay Sedation Scale4 and a modi� ed Observer’s 
Assessment of Alertness/Sedation scale (OAA/S).5;6 
The Ramsay Sedation Scale is a six-point scale and 
is depicted in Table I.

Michael Ramsay explains the use of his scale as 
follows7: “The RSS defi nes the conscious state from 
a level 1: the patient is anxious, agitated or restless, 
through the continuum of sedation to a level 6: the 
patient is completely unresponsive. Therefore when 
an assessment is to be made, the fi rst decision to be

made is to note if the patient is awake. If the patient is 
awake: are they anxious, agitated or restless (RSS 1) or 
are they calm, co-operative and communicative (RSS 
2)? If the patient is asleep then a test of reusability 
needs to be made. If the patient responds quickly to 
a voice command, this is a RSS 3. If the response is 
slow then the patient is assigned a level 4. If the patient 
does not respond a stronger stimulus is applied. A 
louder auditory stimulus or a glabellar (between the 
eyebrows) tap is enacted. A brisk response to this test 
of rousability places the patient at a RSS 4. A slow or
sluggish response categorizes the patient to a RSS 5. 
No response at all places the patient at a level 6. 

The rousability stimulus was specifi cally designed not 
to be a painful test and not to startle the patient. In 
fact it was planned that a sleeping patient would not 
be roused to a fully awakened state, so that the sleep 
pattern would not be disturbed.”

The Observer’s Assessment of Alertness/Sedation 
scale (OAA/S) is a six-point scale ranging from 5 to 
0 that involves eliciting a response to increasingly 
intense stimuli that begin with speaking with a normal 
voice to prodding or shaking and � nally to a painful 
stimulus (trapezius squeeze). The modi� ed OAA/S 
responsive scale6 is depicted in Table II.




