
Welcome! This monthly pediatric newsletter is brought to you by Maritime Child Health.
Maritime Child Health is a program through the IWK that brings together researchers,
clinicians, decision-makers and patient partners from across the Maritimes to support
optimal health and well-being for children and youth.

Using a Learning Health System approach, we strive to advance evidence-informed care
that is responsive, equitable, accessible, and innovative.
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Keep your finger on the pulse of what’s happening in pediatric medicine

Science, evidence, and care ultimately shape the
patient experience. However, in the current state
of the healthcare system, there are significant
inefficiencies in the flow between these
components which results in missed opportunities,
waste, and harm. It is estimated that there is
approximately a 17-year gap between when new
research findings are produced and when they are
translated into routine practice. A Learning Health
System closes the loop by rapidly integrating
evidence into healthcare systems.

Learning Cycles are the core process that drive Learning Health Systems. This involves
analyzing data from patients, programs, and healthcare settings to generate knowledge
about what works best and to identify gaps in care. This knowledge is fed back in real-
time to inform policy and practice change.

Maritime Child Health Objectives

As part of our knowledge mobilization pillar and building capacity in front-line care
providers, we have created this monthly pediatric newsletter that will highlight a
different education topic each month. Make sure you sign up so you can keep your finger
on the pulse of what’s happening in pediatric medicine! This month is all about Asthma.



Asthma is a chronic inflammatory disorder of the airways characterized by paroxysmal “off
and on” symptoms (dyspnea, tightness of the chest, wheeze and cough). The most common
trigger for asthma exacerbations (flares) in children is a viral respiratory tract infection.
Other triggers include exposure to allergens, air pollution (forest fires) and poor adherence
to inhaled corticosteroids. Admissions tend to peak seasonally in spring and fall.

ASSESSMENT

PRAM (Pediatric Respiratory Assessment Measure): A validated scoring tool to classify
severity of asthma symptoms in children and youth
The PRAM score is used to guide salbutamol dosing and weaning
The PRAM is specific to asthma - it should not be used for bronchiolitis (or adults)

PRAM Pointers
Oxygen saturation is measured on room air until stabilization of oximetry value for 1
minute. Supplemental oxygen must be turned off. If Sp02 falls below 92%, turn oxygen
back on (maximum score of 2 has already been reached). NOTE: This threshold is
different than your threshold to apply oxygen.
Scalene contractions are a rare finding present only in ~10% of exacerbations (those that
are most severe). This is a palpable assessment and cannot be visually assessed. 

TREATMENT
Systemic (PO or IV) corticosteroids are used for acute exacerbations to rapidly decrease
airway inflammation. They should be given as soon as possible (they take 2-4 hours to
start working). Early administration shortens ED stay and reduces hospital admissions. In
patients able to tolerate PO, IV is no better than oral!

Score 0 1 2 3

Oxygen Saturation At least 95 % 92-94% Less than 92% --

Air Entry Normal
Decreased at

Bases
Widespread

Decrease
Absent/Minimal

Wheeze Absent
Expiratory

Only
Inspiratory &

Expiratory
Audible

Wheeze/Silent Chest

Suprasternal Retractions Absent -- Present --

Scalene Contractions Absent -- Present --
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Salbutamol is a short-acting inhaled beta agonist (SABA) that induces airway smooth
muscle relaxation (bronchodilator). It is used PRN to relieve acute airway symptoms.
It is rapid-acting within 5-8 minutes, but effects wear off quickly. Salbutamol doesn’t
treat the underlying problem (inflammation), so it is used in combination with
corticosteroids.
Ipratropium is a bronchodilator, but it is not routinely used for hospital inpatients (or
outpatients). It is usually only used in the ED, but may be given as (a single back-to-
back series of 3 doses) to inpatients with severe symptoms (e.g. PRAM 8 or more). 
Magnesium sulfate (IV) may also be considered for inpatients with a PRAM of 8 or
more, however close cardiac (BP) monitoring is required for hypotension.
Inhaled corticosteroids (ICS) should be continued or initiated during the inpatient
stay, even for patients getting systemic corticosteroids. ICS control chronic
inflammation and can prevent readmissions.
Metered-dose inhalers (MDIs) are almost always preferred over nebules. All doses of
MDI are to be given using an appropriately sized spacer (+/- facemask). 

INPATIENT MANAGEMENT

Supplemental oxygen as needed to keep saturations above 91% . Some providers
may order a threshold of above 90% (and that’s OK too!)

Initial PRAM q___h is ordered by the physician. This is an assessment frequency, NOT
a treatment frequency!

Initially, salbutamol is given at weight-based (treatment) doses based on the PRAM :

If PRAM 0-3: DO NOT give salbutamol (wean); repeat PRAM at the next interval
(from the last dose of salbutamol)

Intervals = q30min -> q1h -> q90min -> q2h -> q3h -> q4h
If PRAM 4-7: give salbutamol; repeat PRAM in 15 minutes (post). Continue
assessments at this frequency. Calculate the time since the last dose of
salbutamol. This is your new PRAM assessment frequency!
If PRAM 8+: give salbutamol STAT & call MD

BUT, once the salbutamol frequency is at q4h (i.e. it’s been 4h since the last dose of
salbutamol): 

If PRAM 0-3: give salbutamol 2 puffs & continue 2 puffs q4h until discharge (as
long as PRAM remains 0-3). This is considered a maintenance dose!
If at any point PRAM is 4 or more, return to weight-based (treatment) doses at
q3h PRAM assessments 

DISCHARGE

Continue salbutamol 2 puffs q4h x 24h and daily ICS
Asthma Action Plan (see next page!)  
Patient/family education is important (9 out of 10 patients use their inhaler wrong)!
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Reviewed by: Jaime McDonald, PharmD

Disclaimer: This information is for reference and educational purposes only. The content is created using the most up to date information and evidence at the
time of preparation. It is not a substitute for clinical judgement, knowledge or expertise medical advice. Maritime Child Health and the IWK is not responsible or

liable for any claim, loss, or damage resulting from the use of this information.

For Emergency Department management - see TREKK’s Bottomline Recommendations on Asthma
Exacerbation and algorithm for Pediatric Severe Asthma Exacerbation.

Bottomline Recommendations Severe Asthma Algorithm

Asthma Action Plan


