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Abstract
Purpose—The purpose of this study was to describe the use of operating room (OR) time for
pediatric dental procedures performed under general anesthesia (GA) at a regional children’s
hospital over a 2-year period.

Methods—A cross-sectional review of a pediatric dental GA records was performed at Seattle
Children’s Hospital. Data were collected for 709 0- to 21-year-old patients from January 2008 to
December 2009. Demographic data, dental and anesthesia operator types, and procedures were
recorded. Utilization of OR time was analyzed.

Results—The mean age of patients was 7.1 years (±4.2 SD), and 58% were male. Distribution by
American Society of Anesthesiology (ASA) classifications were: ASA I 226 (32%); ASA II 316
(45%); ASA III 167 (24%). Cases finished earlier than the scheduled time by an average of 14
minutes (±28). Overrun time was significantly associated with: patient age (P=.01); ASA
classification (P=.006); treatment type (P<.001); number of teeth treated (P<.001); and dentist
operator type (P=.005).

Conclusions—Overall, 73% of dental procedures under GA finished early or on time.
Significant variables included patient age, medical status, treatment type and extent, and dentist
operator type. Assessing factors that impact the time needed in GA may enhance efficiency for
pediatric dental procedures.
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Pediatric dental treatment and general anesthesia
Comprehensive dental rehabilitation under general anesthesia is a treatment modality for
many pediatric dentists. General anesthesia (GA) is utilized for pediatric dental patients to
provide comprehensive and high quality dental care when conventional dental treatment is
not an option. Routine dental procedures for children are performed under GA for various
reasons, including for patients: of a very young age; with complex medical/physical/mental
conditions; with a need for extensive treatment; with a need for oral surgery treatment; with
a need for emergency treatment that is extensive; who require safety considerations; who
have language barriers preventing communication; who travel long distances to receive
specialty care.1,2

The American Academy of Pediatric Dentistry (AAPD) endorses GA for pediatric dental
patients who: are unable to cooperate; experience ineffective local anesthesia; are extremely
fearful, anxious, or uncommunicative; require significant surgical procedures; can benefit
from GA protecting them from psychological trauma and/or reducing medical risks; and
require immediate, comprehensive oral care.1,3 Furthermore, many medical conditions
present with oral disease that must be managed in an inpatient setting, and the operating
room (OR) is often the best place to provide such care. Pediatric dentists are trained to
recognize the need for hospital-based dental treatment and to work with an anesthesia team
to provide optimal care for their patients.4 The AAPD definition of medically necessary care
includes services of GA and use of surgery facilities.5

ASA classification and risk
The American Society of Anesthesiology (ASA) classifies patients according to their
physical status as follows: (I) a normal healthy patient; (II) a patient with mild systemic
disease; (III) a patient with severe systemic disease; (IV) a patient with severe systemic
disease that is a constant threat to life; (V) a moribund patient who is not expected to survive
without the operation; and (VI) a patient declared brain-dead whose organs are being
removed for donor purposes.6 Patients at higher medical risk during sedation are often more
safely treated in the OR.

Pediatric dentistry patients with an ASA classification of I or II are often treated on an
outpatient basis with mild to moderate sedation, although GA is an appropriate treatment
modality when treatment needs are extensive and cooperation is poor. Patients with an ASA
classification of III or higher are usually not suitable candidates for moderate sedation and
are more safely treated under GA supervised by a licensed, trained, and credentialed medical
and dental team in an appropriately equipped facility.1,4

Attitudes toward GA
Despite the risk of adverse events inherent in GA, dental treatment performed in a hospital
OR is generally considered safe.7 Pediatric dentists report a favorable attitude toward dental
treatment under GA for pediatric patients, and many report an increasing interest in utilizing
this modality more frequently in their practices.8

Parental attitudes toward behavior management techniques have changed over time.9–11

Previous studies report that parents were less accepting of GA as a treatment method for
children receiving dental care. In 1984, Murphy et al., investigated parental attitudes toward
behavior management techniques and found the greatest acceptance of “tell-show-do” and
the least acceptance of GA and use of the Papoose Board.10 In 2005, Eaton et al., surveyed
parents after showing a video of behavior management techniques, and found that the most
accepted techniques, in decreasing order, were: (1) tell-show-do; (2) nitrous oxide sedation;
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(3) GA; (4) active restraint; (5) oral premedication; (6) voice control; (7) passive restraint;
and (8) hand over mouth.11 This study notes a trend toward increasing acceptability of GA
from 1984 to 2004. After children with extensive dental disease are treated under GA, the
quality of life improvements and overall satisfaction with the treatment experience have
been reported favorably.12 Parents of children who received dental care under GA to treat
early childhood caries have reported satisfaction with treatment experience and perception
of improved quality of life and improved health status for their children, mainly regarding
improvements in pain levels, eating, sleeping, and behavior.12,13

Comprehensive dental care under GA is often more efficient and cost effective than repeated
dental visits for restorative care utilizing other sedation methods.14 Dental restorations
performed under GA, especially for treatment of early childhood caries, are reported to have
greater quality and durability than restorations placed under conscious sedation.15,16 There
is also some evidence that children who receive dental treatment under GA before 36
months old exhibit more positive behavior at future dental visits.17

Operating room utilization
Problems inherent to dental treatment in a hospital setting include: long waiting lists for
treatment in the OR; difficulty scheduling dental patients vs patients with other medical
needs; risk of cancellations due to staffing shortages or patient failures; poor utilization of
OR time; and inefficient OR scheduling.4,18–20 The average waiting time for complex dental
care in the OR with GA in US pediatric dentistry programs has been reported as an average
of 28 days for children experiencing pain and 71 days for children without pain.21

Furthermore, treatment in a hospital OR is costly for both families and the health care
system. Costs associated with this type of treatment have been studied by numerous
investigators.2,12,18–20,22 In addition to the medical and dental costs directly associated with
treatment, there are other associated costs involved in OR treatment (eg, lost wages, children
missing school).23 For hospitals, the ORs assume a large portion of resources, including
capital, medical equipment, pharmacologic agents, and staff.

Previous reports estimate that ORs function during 70% of a regular working week and that
70% of available OR time is actually utilized.18 An optimal amount of utilization of 85%
has been proposed.24 The classic definition of OR utilization is “the sum of the time it takes
to perform each surgical procedure (including preparation of the patient in the OR,
anesthesia induction, and emergence) plus the total turnover time, divided by the time
available.” If cases extend beyond the scheduled time, the overtime may be counted as
utilization, despite the increased staffing costs.23 Strum et al., define “overutilization” as the
time used by scheduled cases beyond the scheduled time and “underutilization” as the time
during scheduled operating hours that is not used for patient care.25 Difficulties in OR
scheduling include inability to accurately predict case duration and variability of case time.
Increasing variability causes a decrease in predictable optimum utilization. Overutilization
incurs overtime costs and creates problems with staff morale and retention.24

Improvements in OR utilization for pediatric dental procedures may be identified to increase
efficiency. This is desirable for several reasons, including: improved hospital resource
allocation; an increased number of patients able to receive treatment; and a reduction of
waiting time to receive dental rehabilitation in the OR under GA. Children whose dental
treatment is delayed by waiting for GA suffer increased pain, require more analgesics and
antibiotics, and experience life disturbances such as difficulty eating, sleeping, and going to
school.23
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To improve planning of OR scheduling and to better understand the GA time requirements
for pediatric dental patients, this study investigated time utilized for pediatric dental
procedures at a regional children’s hospital. The purposes of this study were to:

1. Assess operating room utilization by comparing the amount of dental operator time
to the scheduled case time and ask if procedure time is affected by:

a. ASA status, dental treatment type, patient age, and no. of teeth treated?

b. anesthesia operator or dental operator types (attending doctor alone or in
the presence of a resident/Fellow/certified registered nurse anesthesist
[CRNA])?

2. Analyze data pertaining to the operating room visit regarding the use of:
premedication; intraoperative narcotic use; wait time for surgery; type of anesthesia
and dental operators; dental treatment type; number of teeth treated; and use of
operating room time to perform perioperative tasks (preparing the patient for
surgery, anesthesia induction and emergence, performing a timeout, etc.)

Methods
Seattle Children’s Hospital (SCH) is a tertiary care teaching hospital in Seattle, Wash.,
which serves as the largest pediatric and adolescent medical referral center of any region in
the country. SCH is the primary teaching, research, and clinical setting for the Department
of Pediatrics at the University of Washington School of Medicine. Numerous medical and
dental specialists provide care in the ORs.

This descriptive, cross-sectional records review was approved by the hospital’s Internal
Review Board. The study population consisted of the dentistry patients seen in the OR
between January 1, 2008 and December 31, 2009. For all patients who were seen more than
once during the study period, data were recorded for each encounter. Excluded from the
study were any patients scheduled for nondental procedures, combination cases with
nondental services, and cases performed by oral surgeons. A total number of 709 cases met
the study requirements (Figure 1).

Data collection
Paper charts from SCH were accessed for the anesthesia record and perioperative record
data. Computerized charting from SCH Computerized Information Systems and data
previously existing in the SCH Dental Medicine clinic database were used for the dental
record data collected. The following data for descriptive statistics were recorded: age;
gender; weight; ASA classification; waiting list time; number of teeth treated; type of dental
treatment; dentist operator type; premedication used; intraoperative use of narcotics; and
anesthesia operator type.

The following times were recorded from the paper anesthesia and operative records: (1)
patient checked in at hospital; (2) patient present in the OR; (3) patient “anesthesia ready”;
(4) dentistry began; (5) dentistry concluded; (6) anesthesia completed (patient arrival in post
anesthesia care unit [PACU]); and (7) patient discharged.

Based on the following formulas, the time required for these procedures was calculated:
preprocedure anesthesia time= TIME 2 to TIME 3; anesthesia time=TIME 3 to TIME 6;
postpocedure anesthesia time=TIME 5 to TIME 6; total dentist operator time=TIME 4 to
TIME 5; total OR time utilized= TIME 2 to TIME 6; recovery time=TIME 6 to TIME 7.
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Time estimates for scheduling dental cases that were planned during the study period were
calculated using the guidelines described in Table 1. The scheduled dental case time was
recorded from the surgical scheduling coordinator’s paper records located at SCH. A single
calibrated dentist examiner collected all data from the dental and medical records.
Ambiguities identified during data collection were resolved by cross referencing between
the electronic and paper records. Any ambiguities not thus resolved resulted in the case
being excluded from the study. All entries were checked twice by the examiner.

Data analysis
Data were recorded in spreadsheets (Microsoft Excel for Mac 2008, Microsoft Corp,
Redmond, Wash., USA). The scheduled dental case time was subtracted from the actual
dentist operator time to generate a new variable of “overrun time.” A positive value
indicated that the case ran longer than scheduled. A negative value indicated that the case
finished early. This new variable was utilized for comparisons between groups. Mean,
median, and standard deviation were calculated for the following variables: patient age;
patient weight; wait time for surgery; preoperative anesthesia time; anesthesia time;
postoperative anesthesia time; total dental operator time; and total OR time. Data for the
ASA classification groups, procedure type, age categories, and anesthesia operator type
were analyzed using one-way analysis of variance (ANOVA). Data for patient gender,
premedication used, narcotic use intraoperatively, number of teeth treated, and dentist
operator type were analyzed using a 2-sample t test.

Perioperative management of the dental patient as well as anesthesia considerations must be
considered when planning pediatric dental care under GA. Selected variables of ASA
classification, premedication use, and narcotics intraoperatively were analyzed as they
pertained to preprocedure anesthesia time (time required to prepare the patient for surgery
and become “anesthesia ready”) and recovery time (time from arrival in the PACU to the
time of patient discharge from the hospital). Data for the ASA classification groups were
analyzed using one-way ANOVA. Data for premedication used and narcotic use
intraoperatively were analyzed using a 2-sample t test.

Descriptive statistics, 2-sample t tests, and ANOVA were calculated using Stata 11.0
software (StataCorp LP, College Station, Texas, USA). The level of significance was
predetermined at P<.05.

Results
A total of 709 cases were analyzed. Although 716 cases met the described inclusion criteria,
7 cases were excluded from the study for these reasons: 2 cases because the patients were
categorized as ASA IV; 4 cases because no treatment other than a radiographic exam was
rendered; and 1 case because the subject waited almost 2 years between initial examination
and surgery date, during which time multiple cancellations and failed appointments occurred
for various reasons.

When calculating the amount of wait time for surgery, 222 cases had to be excluded due to
the fact that the patients were referred from an outside source and the initial evaluation date
was not available in the hospital record. When calculating statistics for postoperative
recovery time, only same-day surgeries were included, which resulted in an exclusion of 30
cases that were admitted postoperatively or received dental care with in-patient status.

In our study, the dental procedures finished earlier than the scheduled time by an average of
14 minutes (±28 SD) and overran the scheduled time in 27% of the cases. The average
amount of dentist operator time required per case was 76 minutes (±37). The average
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amount of total OR time required per case (including anesthesia and dentistry) was 110
minutes (±40). The average wait list time was 90 days (±48). The mean age of patients was
7.1 years (±4.2; Table 2). Fifty-eight percent of patients were male. Age categories were
created to account for average stages of dentition (primary, mixed, and permanent) by age,
with 293 0- to 5-year-old patients (41%), 308 6- to 12- year-old patients (43%); and 108
patients who were at least 13 years old (15%). ASA classifications were distributed as
follows: ASA I 226 (32%); ASA II 308 (45%); and ASA III 167 (24%; Table 3). Dental
operators were classified as attending (37%) or attending with resident (63%). Anesthesia
operators were classified as attending alone (13%), attending with resident or Fellow (53%),
and attending with CRNA (35%; Table 4).

Overrun time was significantly lower as ASA classification increased (F [2,706]=5.2; P=.
006). On average, patients with increasing ASA classification were more likely to finish
earlier than scheduled. The significant difference was noted only between the ASA I and
ASA III groups (P=.006). A significant difference was found between overrun time for age
categories (F [2,706]=4.6; P=.01). On average, older patients tended to finish earlier than
scheduled. (Table 3). There was a significant difference between overrun time for dental
procedure type (F [2,706]= 12.31; P<.001). On average, “extraction only” cases had less
overrun time than either “operative only” and “operative and extractions combined” cases.
There was not a significant difference between “operative only” and “operative and
extractions combined” cases. There was a statistically significant difference in overrun time
for the number of teeth treated (P<.001), with an average of 10 minutes more overrun time
when more than 10 teeth were treated (Table 5). Overrun time was significantly lower for
dentist attending than attending with resident (P=.005), with an average of 6 minutes more
time used when a resident was present (Table 4). There was no statistically significant
difference in the amount of overrun time compared between groups of gender,
premedication use, intraoperative narcotic use, and anesthesia operator type.

There was a significant difference between preprocedure anesthesia time between ASA
classification groups (F [2,706] =6.46; P=.002). The statistical significance was present
when comparing ASA III and ASA I patients. On average, patients with increasing ASA
classification severity were more likely to require more anesthesia preparation time. To
analyze recovery time, we excluded 30 cases in the study sample of patients who were
admitted postoperatively or were inpatient status at the time of their dental procedure. This
resulted in a new 3=679 for recovery time analyses. There was a significant difference
between recovery time between ASA classification groups (F [2,676]=16.5; P<.001). On
average, patients with increasing ASA classification were more likely to require more
recovery time postoperatively. There was no significant difference for preprocedure
anesthesia time or recovery time when comparisons were made between groups that
received premedication and between groups that received narcotics intraoperatively (Tables
6 and 7).

Discussion
Key aspects of OR use time that have been previously studied are the: planned vs actual start
and finish times; type of operator; turnover and patient transport; and percentage of
cancelled surgeries.18,24–26 Foley et al., in 2007 examined the “lost” OR time during
pediatric dentistry GA procedures, and also the influence of operator type (experienced
attending vs trainee) on the procedure length. These authors identified case cancellation and
patient transportation between preoperative holding areas and the OR as major factors in
“lost” OR time in a British teaching hospital. The same study reported a nonstatistically
significant difference in procedure length for an experienced provider compared to a
provider-in-training.18
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While our study examined OR time utilization on a case-by-case basis, other studies have
examined OR utilization and efficiency on a day-by-day basis, comparing the amount of
time the OR was in use to the amount of available time for surgical procedures. Ogden et al.,
reported an OR utilization of 79% for dentoalveolar surgeries under GA.26 Tyler et al., used
a simulated OR schedule to investigate efficiency and found a maximum efficiency of 85%
to 90% when the goals of case starting and ending within 15 minutes of the scheduled time
were met. The authors conceded, however, that this percentage may not be feasible “in the
real world” of patient-related delays and inevitable case cancellations.24

The results of the present study describe characteristics of a pediatric dentistry population
treated under GA in a hospital OR. This study reports utilization on a case-by-case basis
over a 2-year period. We also reported the average amount of time required for perioperative
patient management in addition to operator time. Seventy-three percent of cases finished
early or on time, indicating a tendency to overestimate the time required when planning
cases.

The main factors influencing the amount of dentist operator time were: patient ASA
classification; dental treatment type; patient age; number of teeth treated; and presence of a
dental resident. As ASA classification increased, overrun time decreased, indicating that
more medically complex patients required less OR time than was scheduled for dental
procedures. This finding may be due to the tendency for medically complicated patients to
require a more agressive approach (less restorative treatment and more dental extractions).
Patients in this category may be more likely to receive nutrition by gastrostomy tube, which
would lower caries risk.

For patients with complex medical histories who also required extensive dental treatment
(especially when a clinical exam was difficult), however, the scheduled time may have been
significantly underestimated. This may account for the extensive overrun times that were
observed for a small number of patients. Patients with complicated medical histories may be
more likely to receive dental care under GA in combination with another medical or surgical
procedure, and these cases were excluded from our study. The fact that ASA II and III
patients comprised 69% of the study population may have skewed our results. As such, these
findings from a hospital-based population may not be applicable to a surgery center or in-
office anesthesia setting where mostly ASA I and II patients receive care.

It was also found that, as ASA classification increased, anesthesia time requirements for
preoperative patient preparation and recovery time also increased. These findings reflect that
increasing ASA classification for patients often necessitates more prolonged perioperative
monitoring and patient management due to medical status. Thus, when planning dental
treatment under GA for medically complex patients, the anesthesia and recovery time
demands as well as the dental time demands must both be considered carefully.

Older patients tended to finish earlier than scheduled vs younger patients, with more of the
scheduled time being utilized by younger patients. This finding may be due to the greater
unpredictability in case planning for older children, especially children with special health
care needs for whom a thorough dental examination is difficult. There may be a tendency to
overestimate the amount of time required for patients with permanent dentition, especially
when the initial exam has been of poor diagnostic value. Because an understimation of the
operative time needed in patients with permanent dentition has a stronger impact in the OR
schedule, these findings for age groups are understandable. Furthermore, older patients may
be at increased risk for other oral problems such as periodontal disease and impacted third
molars, which would change the types of oral procedures required by these patients.
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Cases that required extraction treatment only, rather than operative dentistry or a
combination of both treatment types, tended to finish earlier. This finding is consistent with
the fact that extractions in general are less technically demanding and time consuming than
restorations. In some cases, it may not be known whether a patient will require extractions
only or extractions and restorations. Upon clinical and radiographic exam obtained on the
day of treatment, it may be found that teeth cannot be restored and are indicated for
extraction. Thus, a case that was planned with time allowed for restorations and requires
extractions only will finish early. When patients had 1 to 10 teeth treated, they tended to
finish earlier relative to the scheduled time than when patients had more than 10 teeth
treated. This finding is intuitive in that treating more teeth usually takes more time for the
same operator.

Although the results reported here indicate a statistically significant difference in procedure
time between dentist attending and attending with resident, the average amount of overrun
time difference of 6 minutes may not be clinically significant. It is possible that this
difference was observed because the presence of a resident requires greater attention to
teaching on the part of the attending dentist and the resident lacks the expertise of an
attending dentist. It is noteworthy, however, that, on average, cases finished earlier than
scheduled whether there was a resident present or not. Furthermore, the value of learning in
the OR for residents in a pediatric dentistry program is high, and a vital component of the
educational experience.

This study had several limitations. There was lack of information regarding 222 initial
examination records. These initial exams were performed at either the Odessa Brown
Children’s Dental Clinic in Seattle, a local community health center affiliated with Seattle
Children’s Hospital, or at the Department of Pediatric Dentistry of the School of Dentistry at
the University of Washington. Accessing all of these initial records was beyond the scope of
this project. Furthermore, the data were collected from an academic teaching hospital, which
may not reflect trends in a private practice setting. A more detailed analysis of the number of
dental procedures performed for each case would be beneficial in further assessing the
adequacy of the scheduling guidelines previously described.

Documenting detailed procedure type (the number of stainless steel crowns, pulp treatments,
composite and amalgam restorations, extractions, and primary vs permanent tooth
procedures) was not chosen as a variable for this project, but a more detailed analysis of
procedure type would be interesting and could help dentists better plan for effective use of
OR time. Another variable that would have been interesting to examine is body mass index
in relation to overrun time and time required for perioperative patient management.
Additionally, overweight and obese patients require additional time and equipment when
draping and preparing the patient for surgery and may require different dosing of
medications and specific anesthesia concerns due to weight on the thoracic cavity. While
patient weight was recorded, height was not included in the dataset, so BMI could not be
calculated. Given the increasing number of pediatric patients with overweight and obesity
conditions, this variable may be of interest when planning a dental case in the OR.

Conclusions
Based on this study’s results, the following conclusions can be made:

1. Seventy-three percent of dental procedures under general anesthesia finished early
or on time in regard to dentist operator time.

2. Variables that influenced time utilization included: patient age (older patients
tended to finish earlier than scheduled); American Society of Anesthesiology
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classification (more medically complex patients tended to finish earlier than
scheduled); dentist operator type (cases in which a dental resident was present
tended to utilize more dentist operator time than cases performed by an attending
dentist alone); number of teeth treated (patients requiring a greater number of teeth
treated tended to use more dentist operator time); and dental procedure type
(patients requiring extraction treatment only tended to use less dentist operator time
than patients requiring extraction and operative treatment, or operative treatment
only).

3. Assessing factors that impact the time needed for pediatric dental cases performed
under general anesthesia may enhance the efficiency of the operating room for
pediatric dental procedures.

4. When planning future dental cases under general anesthesia, mindfulness of
significant variables may increase efficiency of operating room utilization.
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Figure 1.
Records identification.
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Table 1

ESTIMATING CASE TIME

Procedure Time (mins)

Primary dentition:*

 1 posterior quadrant 15

 1 anterior sextant restorative 30

 Full-mouth coverage 120

 Pulpotomy/pulpectomy 5

Permanent/late mixed dentition:†

 1 posterior quadrant 60

 1 anterior sextant 30

 Full-mouth debridement 60

 Endodontic treatment (per tooth) 60

 Extractions (per quadrant) 15

Additional time requirements:‡

 Oral intubation +30§

 Stent fabrication +15§

 Impressions +15§

 Direct space maintainer +15§

 Restorations of severely crowded teeth +15 for primary dentition§

+30 for permanent dentition§

*
Example: Dental treatment for 4 posterior quadrants (restorations, extractions, and stainless steel crowns) and 1 anterior sextant of maxillary

incisors (esthetic full coverage crowns) would require (4×15)+(1×30)=90 minutes dentist operator time.

†
Example: Dental treatment for 4 posterior quadrants (restorations and stainless steel crowns) and 1 anterior sextant of maxillary incisors (esthetic

full coverage crowns or restorations) would require (4×60)+(1×30)=270 minutes dentist operator time.

‡
Example: For a patient estimated to require 90 minutes of treatment time (as calculated above) who also requires an oral endotracheal tube,

another 30 minutes would be added to the scheduled time requested: 90+30=120 minutes planned for the dentist operator time.

§
Additional time required.
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Table 2

DESCRIPTIVE STATISTICS

Mean (±SD) N=709 Range

Age (years, months) 7.1 (4.2) 1.1–21.8

Weight (kg) 26.1 (16.0) 9.2–152.7

Wait time (days)* 90 (48) 1–359

Preop anesthesia time (mins) 14 (9) 0–96

Anesthesia time (mins) 96 (39) 7–426

Postop anesthesia time (mins) 12 (10) 0–151

Total dentist operator time (mins) 76 (37) 9–365

Total operating room time (mins) 110 (40) 38–443

Scheduled dentist time (mins) 91 (35) 45–420

Overrun time (mins) −14 (28) −102–161

*
N=487 due to 222 initial exam records unavailable.
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Table 6

ANESTHESIA PREPROCEDURE TIME

For all surgeries N=709 Preop time (mins) P-value*

N (%) Mean (±SD†)

ASA classification .002

 ASA I 226 (32) 13 (9)

 ASA II 316 (45) 14 (8)

 ASA III 167 (23) 16 (11)

Narcotics intraoperatively .16

 Yes 605 (85) 14 (9)

 No 104 (15) 15 (7)

Premedication .86

 Yes 347 (49) 14 (10)

 No 362 (51) 14 (7)

*
Calculated using a 2-sample t test or analysis of variance.

†
SD=standard deviation.
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Table 7

ANESTHESIA RECOVERY TIME

For day surgeries only N=679* Recovery time (mins) P-value†

N (%) Mean (±SD‡)

ASA classification <.001

 ASA I 222 (33) 83 (44)

 ASA II 311 (46) 99 (60)

 ASA III 146 (21) 120 (85)

Narcotics intraoperatively .51

 Yes 578 (85) 99 (63)

 No 101 (15) 94 (63)

Premedication .36

 Yes 338 (50) 100 (55)

 No 101 (50) 96 (71)

*
Thirty cases omitted requiring postoperative patient hospital admission.

†
Calculated using a 2-sample t test or analysis of variance.

‡
SD=standard deviation.
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