
NELSON PEDIATRICS 22e  |  BOARD REVIEW QUESTION 01 / 30

A term infant develops marked jaundice after extensive bruising at delivery. Which additional history
most strongly increases concern for severe hyperbilirubinemia?

A.  A sibling who required treatment for significant neonatal jaundice

B.  An older sibling with isolated eczema

C.  Maternal history of seasonal rhinitis

D.  A paternal history of migraine

E.  An uncomplicated vertex delivery without bruising
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NELSON PEDIATRICS 22e  |  BOARD REVIEW QUESTION 02 / 30

A newborn is visibly jaundiced during the first 18 hours of life. Which initial investigation set best
follows the evaluation table?

A.  CBC and smear, total and direct bilirubin, blood type and direct antiglobulin test

B.  Serum transaminases alone

C.  Urine culture alone

D.  A hearing screen and thyroid ultrasonography

E.  Stool occult blood testing alone
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NELSON PEDIATRICS 22e  |  BOARD REVIEW QUESTION 03 / 30

A neonate becomes jaundiced during the first 24 hours, with a rapidly rising predominantly indirect
bilirubin level. Which category in the diagnostic table best fits?

A.  Hemolytic state or enclosed hematoma

B.  Physiologic jaundice of a term infant

C.  Isolated breast milk jaundice at 3 weeks

D.  Uncomplicated transient physiologic adaptation

E.  Primary conjugated cholestasis with pale stools
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NELSON PEDIATRICS 22e  |  BOARD REVIEW QUESTION 04 / 30

A neonate has liver failure with marked hyperferritinemia and elevated triglycerides. Which diagnosis
in the laboratory comparison is most strongly suggested?

A.  Hemophagocytic lymphohistiocytosis

B.  Gestational alloimmune liver disease

C.  Ischemic liver injury

D.  Mitochondrial hepatopathy

E.  An isolated physiologic bilirubin rise
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NELSON PEDIATRICS 22e  |  BOARD REVIEW QUESTION 05 / 30

An infant with severe unconjugated hyperbilirubinemia develops extensor hypertonia, retrocollis, and
opisthotonos during the first week. Which phase is represented?

A.  The second phase of acute bilirubin encephalopathy

B.  The first phase of acute bilirubin encephalopathy

C.  The chronic form after the first year

D.  The first year of the chronic form

E.  An uncomplicated physiologic response
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NELSON PEDIATRICS 22e  |  BOARD REVIEW QUESTION 06 / 30

A newborn has anemia after a difficult delivery and evidence of a large fetomaternal hemorrhage.
Which mechanism in the differential table accounts for the anemia?

A.  Blood loss

B.  Immune-mediated red-cell destruction

C.  Red-cell enzyme deficiency

D.  Reduced erythropoiesis from parvovirus

E.  Physiologic anemia of prematurity
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NELSON PEDIATRICS 22e  |  BOARD REVIEW QUESTION 07 / 30

A jaundiced neonate has persistent microspherocytes, a negative direct antiglobulin test, and a
positive eosin-5-maleimide flow test. Which diagnosis best fits the table?

A.  Hereditary spherocytosis

B.  ABO hemolytic disease

C.  G6PD deficiency

D.  Pyruvate kinase deficiency

E.  Hereditary elliptocytosis
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NELSON PEDIATRICS 22e  |  BOARD REVIEW QUESTION 08 / 30

An infant has congenital hyporegenerative anemia that later becomes macrocytic and responds to
corticosteroids. Which syndrome in the table is most compatible?

A.  Diamond-Blackfan syndrome

B.  Congenital dyserythropoietic anemia type II

C.  Dyskeratosis congenita

D.  Adenosine deaminase deficiency

E.  Hereditary spherocytosis
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NELSON PEDIATRICS 22e  |  BOARD REVIEW QUESTION 09 / 30

A firstborn infant of a group-O mother and group-A infant develops immune jaundice, while severe
fetal anemia is uncommon. Which incompatibility pattern is most consistent?

A.  ABO hemolytic disease

B.  RhD hemolytic disease

C.  Kell alloimmunization

D.  An inherited red-cell enzyme defect

E.  Fetomaternal hemorrhage
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NELSON PEDIATRICS 22e  |  BOARD REVIEW QUESTION 10 / 30

A pregnant patient has clinically significant anti-K antibodies. Which severity grouping in the
red-cell-antigen table includes the K antigen?

A.  Severe hemolytic disease of the fetus and newborn

B.  Only mild postnatal jaundice

C.  Only moderate disease requiring phototherapy

D.  No recognized fetal hemolytic disease

E.  A nonimmune cause of hydrops
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NELSON PEDIATRICS 22e  |  BOARD REVIEW QUESTION 11 / 30

A 6-week-old exclusively breastfed infant without vitamin K prophylaxis presents with intracranial
hemorrhage. Which form of vitamin K deficiency bleeding best fits?

A.  Late-onset disease

B.  Classic disease

C.  Early-onset disease

D.  Birth-trauma hemorrhage alone

E.  Hemolytic disease of the newborn
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NELSON PEDIATRICS 22e  |  BOARD REVIEW QUESTION 12 / 30

A fetus with nonimmune hydrops has persistent supraventricular tachycardia. Which etiologic
category in the table contains this finding?

A.  Cardiovascular disease and arrhythmia

B.  Hematologic disease only

C.  Thoracic lymphatic malformation only

D.  Chromosomal disease only

E.  Maternal diabetes alone
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NELSON PEDIATRICS 22e  |  BOARD REVIEW QUESTION 13 / 30

An opioid-exposed newborn is assessed with the Eat, Sleep, Console approach. Which observed
behavior meets the table's sleep concern?

A.  Sleeping less than 1 hour after a feed

B.  Sleeping 2 hours after a feed

C.  Coordinating feeding in less than 10 minutes

D.  Remaining consoled for at least 10 minutes

E.  Taking at least 10 mL per feed
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NELSON PEDIATRICS 22e  |  BOARD REVIEW QUESTION 14 / 30

A neonate with withdrawal requires pharmacologic treatment with a short-acting opioid listed in the
table. Which agent is given every 3 hours initially?

A.  Morphine

B.  Methadone

C.  Buprenorphine

D.  Phenobarbital

E.  Clonidine
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NELSON PEDIATRICS 22e  |  BOARD REVIEW QUESTION 15 / 30

A child has characteristic facial features, growth deficiency, and impaired brain growth, but prenatal
alcohol exposure cannot be confirmed. Which statement about the table's fetal alcohol syndrome
criteria is correct?

A.  The diagnosis may still be considered when all required features are present

B.  Documented exposure is mandatory in every case

C.  Facial features alone are sufficient

D.  Normal growth is required

E.  A confirmed pathogenic chromosome variant is required
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NELSON PEDIATRICS 22e  |  BOARD REVIEW QUESTION 16 / 30

A child has documented prenatal alcohol exposure, at least two characteristic facial features, and
neurobehavioral impairment but no growth deficiency. Which table-based diagnosis is most
compatible?

A.  Partial fetal alcohol syndrome

B.  Full fetal alcohol syndrome by facial findings alone

C.  Alcohol-related birth defects without malformations

D.  Neurobehavioral disorder with no exposure

E.  Uncomplicated normal variation
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NELSON PEDIATRICS 22e  |  BOARD REVIEW QUESTION 17 / 30

A 2-year-old with documented prenatal alcohol exposure has behavioral concerns. Which limitation
does the alcohol-related neurodevelopmental disorder table specify?

A.  A definitive diagnosis cannot be made before age 3 years

B.  Documented prenatal exposure is irrelevant

C.  A congenital cardiac defect is mandatory

D.  Facial dysmorphism is mandatory

E.  One isolated attention problem is sufficient
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NELSON PEDIATRICS 22e  |  BOARD REVIEW QUESTION 18 / 30

A school-age child exposed to alcohol before birth has impaired neurocognition and self-regulation.
Which additional pattern is specified for neurobehavioral disorder associated with prenatal alcohol
exposure?

A.  At least two adaptive-function deficits, including communication or social communication

B.  Isolated growth failure without functional impairment

C.  A single abnormal serum transaminase result

D.  One major cardiac malformation without behavioral findings

E.  Normal adaptation in all settings
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NELSON PEDIATRICS 22e  |  BOARD REVIEW QUESTION 19 / 30

A child with documented prenatal alcohol exposure has radioulnar synostosis. Which diagnostic
grouping lists this skeletal malformation?

A.  Alcohol-related birth defects

B.  Alcohol-related neurodevelopmental disorder alone

C.  Neonatal opioid withdrawal

D.  Classic vitamin K deficiency bleeding

E.  Physiologic neonatal jaundice
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NELSON PEDIATRICS 22e  |  BOARD REVIEW QUESTION 20 / 30

An infant of a mother with diabetes develops respiratory distress and a thickened interventricular
septum. Which morbidity listed in the table accounts for the cardiac finding?

A.  Septal hypertrophy associated with maternal diabetes

B.  Isolated congenital heart block

C.  Hereditary long-QT syndrome

D.  Infective endocarditis

E.  Primary pulmonary valve atresia
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NELSON PEDIATRICS 22e  |  BOARD REVIEW QUESTION 21 / 30

A ventilated preterm neonate develops new pneumonia after a prolonged hospital stay. Which
acquisition category in the table includes catheter- and ventilation-associated pathogens?

A.  Postnatal acquisition

B.  Transplacental acquisition

C.  Intrapartum acquisition only

D.  A noninfectious genetic syndrome

E.  Congenital immune hemolysis
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NELSON PEDIATRICS 22e  |  BOARD REVIEW QUESTION 22 / 30

A newborn develops infection shortly after birth and cultures grow group B Streptococcus. In which
timing category does the table list this organism?

A.  Early-onset infection

B.  Only congenital transplacental infection

C.  Only late-onset infection

D.  Only infection after adolescence

E.  A noninfectious inflammatory syndrome
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NELSON PEDIATRICS 22e  |  BOARD REVIEW QUESTION 23 / 30

A newborn with poor feeding and temperature instability develops apnea but has no fever. Which
interpretation is best supported by the table?

A.  These can be initial manifestations of neonatal infection

B.  Absence of fever excludes neonatal infection

C.  Apnea is confined to neurologic birth injury

D.  Feeding change is unrelated to infection

E.  Temperature instability occurs only with hypoglycemia
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NELSON PEDIATRICS 22e  |  BOARD REVIEW QUESTION 24 / 30

A sick newborn has abdominal distension, shock, and findings suggestive of intestinal necrosis.
Which noninfectious mimic of neonatal sepsis appears in the differential?

A.  Necrotizing enterocolitis

B.  Physiologic reflux

C.  Uncomplicated neonatal acne

D.  Benign transient breast enlargement

E.  An isolated neonatal nevus
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NELSON PEDIATRICS 22e  |  BOARD REVIEW QUESTION 25 / 30

In an international clinical assessment of a sick newborn, which finding is a table-listed respiratory
danger sign of severe infection?

A.  Severe chest indrawing with grunting

B.  Normal quiet breathing

C.  A normal respiratory rate with no effort

D.  Isolated occasional hiccups

E.  A normal oxygen saturation while asleep
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NELSON PEDIATRICS 22e  |  BOARD REVIEW QUESTION 26 / 30

A neonate with possible sepsis is being assessed. Which perinatal factor in the evaluation table
raises concern?

A.  Prolonged duration of membrane rupture

B.  An uncomplicated elective delivery before labor

C.  A documented negative maternal GBS screen

D.  Intact membranes until delivery

E.  An uneventful prenatal course without infection
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NELSON PEDIATRICS 22e  |  BOARD REVIEW QUESTION 27 / 30

A 5-day-old infant is evaluated for suspected late-onset sepsis. Which culture study is listed as useful
after 72 hours of life but not for early-onset sepsis evaluation?

A.  Urine culture

B.  Tracheal aspirate culture in every infant

C.  Routine skin swab culture

D.  Cord-blood fungal culture

E.  Stool culture in every infant
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NELSON PEDIATRICS 22e  |  BOARD REVIEW QUESTION 28 / 30

A pregnant patient previously delivered an infant with invasive group B streptococcal disease. Which
approach to intrapartum GBS prophylaxis is supported by the table?

A.  Provide intrapartum prophylaxis in the current pregnancy

B.  Withhold prophylaxis unless the newborn develops fever

C.  Provide prophylaxis only after neonatal blood cultures result

D.  Use only a previous pregnancy's negative screening test

E.  Defer prophylaxis until after delivery
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NELSON PEDIATRICS 22e  |  BOARD REVIEW QUESTION 29 / 30

A pregnant patient cares for a toddler who attends day care and asks how to reduce the risk of
congenital cytomegalovirus infection. Which prevention approach is listed?

A.  Avoid direct contact with toddler urine and saliva through hygiene practices

B.  Give routine maternal CMV vaccination during pregnancy

C.  Treat all household contacts with antiviral medication

D.  Eliminate all maternal dairy products

E.  Give the newborn antibiotics before delivery
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NELSON PEDIATRICS 22e  |  BOARD REVIEW QUESTION 30 / 30

A neonate has hydrocephalus, diffuse intracranial calcifications, and chorioretinitis. Which congenital
infection best matches the syndrome table?

A.  Toxoplasma gondii

B.  Rubella virus

C.  Treponema pallidum

D.  Congenital HIV infection

E.  Group B streptococcal sepsis
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NELSON PEDIATRICS 22e  |  BOARD REVIEW KEY 1/2

Answer key and teaching notes

01. A  |  Table 137.1  |  PDF p. 1119, printed p. 1107

Why: The table lists a family history of severe jaundice and birth trauma among risk factors.
Closest distractor: Seasonal rhinitis is unrelated to the listed bilirubin risk factors.

02. A  |  Table 137.2  |  PDF p. 1119, printed p. 1107

Why: Day-1 jaundice prompts evaluation for hemolysis and other serious causes with bilirubin fractions, blood count/smear, and blood-group testing.
Closest distractor: Transaminases alone do not assess the major hemolytic concerns.

03. A  |  Table 137.3  |  PDF p. 1120, printed p. 1108

Why: The table places hemolytic states and hematoma among causes that may appear during the first 24 hours and produce indirect hyperbilirubinemia.
Closest distractor: Physiologic jaundice in the table typically begins on day 2 or 3.

04. A  |  Table 137.4  |  PDF p. 1121, printed p. 1109

Why: The HLH column combines a very high ferritin concentration with increased triglycerides.
Closest distractor: Gestational alloimmune liver disease may raise ferritin but the table lists triglycerides as normal.

05. A  |  Table 137.5  |  PDF p. 1123, printed p. 1111

Why: The second acute phase includes extensor hypertonia, opisthotonos, retrocollis, and fever.
Closest distractor: The first acute phase emphasizes poor suck, stupor, hypotonia, and seizures.

06. A  |  Table 139.1  |  PDF p. 1130, printed p. 1118

Why: Fetomaternal transfusion is listed under blood loss.
Closest distractor: Immune hemolysis destroys circulating red cells and is a separate category.

07. A  |  Table 139.2  |  PDF p. 1133, printed p. 1121

Why: The table links persistent microspherocytes, DAT negativity, and positive EMA flow with hereditary spherocytosis.
Closest distractor: ABO disease can also show spherocytes but more often has a positive DAT and transient morphology.

08. A  |  Table 139.3  |  PDF p. 1133, printed p. 1121

Why: The table describes steroid-responsive hypoplastic, often macrocytic anemia in Diamond-Blackfan syndrome.
Closest distractor: Congenital dyserythropoietic anemia type II has a distinct erythroblast morphology rather than this characteristic steroid-responsive hypoplasia.

09. A  |  Table 140.1  |  PDF p. 1135, printed p. 1123

Why: The ABO column notes frequent involvement of a firstborn infant, usually milder jaundice, and rare severe anemia.
Closest distractor: Rh disease is less likely in a firstborn and more often produces severe anemia.

10. A  |  Table 140.2  |  PDF p. 1137, printed p. 1125

Why: The table places Kell K among antigens associated with severe HDFN, including reports of hydrops or intrauterine transfusion.
Closest distractor: The mild category does not capture the documented severe potential of K antigen.

11. A  |  Table 142.1  |  PDF p. 1140, printed p. 1128

Why: Late-onset VKDB occurs from 1 to 6 months and commonly involves intracranial bleeding, with exclusive breastfeeding among risks.
Closest distractor: Classic VKDB occurs at 2 to 7 days.

12. A  |  Table 143.1  |  PDF p. 1142, printed p. 1130

Why: The cardiovascular section explicitly includes supraventricular tachycardia among arrhythmias associated with hydrops.
Closest distractor: A hematologic mechanism is a separate category and does not describe the documented rhythm disturbance.

13. A  |  Table 145.1  |  PDF p. 1146, printed p. 1134

Why: The table lists sleep of less than 1 hour after a feed as a withdrawal concern.
Closest distractor: The other listed feeding and consolation observations do not meet these concern thresholds.

14. A  |  Table 145.2  |  PDF p. 1147, printed p. 1135

Why: The table lists morphine as an initial every-3-hour opioid regimen.
Closest distractor: Methadone has a different initial interval in this table.

15. A  |  Table 146.1  |  PDF p. 1151, printed p. 1139

Why: The table states that all specified features can establish FAS with or without documented prenatal exposure.
Closest distractor: Exposure history is valuable but is not mandatory under this table's FAS criteria.
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NELSON PEDIATRICS 22e  |  BOARD REVIEW KEY 2/2

Answer key and teaching notes

16. A  |  Table 146.2  |  PDF p. 1152, printed p. 1140

Why: With documented exposure, the partial FAS table requires facial features and neurobehavioral impairment without requiring growth deficiency.
Closest distractor: Full FAS has additional specified growth and brain criteria.

17. A  |  Table 146.3  |  PDF p. 1152, printed p. 1140

Why: The table explicitly states ARND cannot be diagnosed definitively before age 3 years.
Closest distractor: One isolated behavioral symptom does not meet its multidomain impairment criteria.

18. A  |  Table 146.4  |  PDF p. 1152, printed p. 1140

Why: The ND-PAE criteria include two or more adaptive deficits, at least one involving communication or social communication, along with other domains.
Closest distractor: A structural malformation alone does not satisfy the neurobehavioral criteria.

19. A  |  Table 146.5  |  PDF p. 1152, printed p. 1140

Why: The alcohol-related birth-defects table includes radioulnar synostosis among skeletal malformations.
Closest distractor: ARND focuses on neurobehavioral deficits rather than the listed structural defect.

20. A  |  Table 147.1  |  PDF p. 1154, printed p. 1142

Why: The table includes heart failure and septal hypertrophy among morbidities of infants of diabetic mothers.
Closest distractor: Heart block is not the listed explanation for the structural septal thickening.

21. A  |  Table 148.3  |  PDF p. 1158, printed p. 1146

Why: The postnatal column includes organisms marked as more likely with mechanical ventilation or indwelling catheters.
Closest distractor: Transplacental infection precedes birth and does not explain this hospital-onset exposure pattern.

22. A  |  Table 148.2  |  PDF p. 1158, printed p. 1146

Why: Group B Streptococcus appears under early-onset pathogens in the timing table.
Closest distractor: It is not confined to the late-onset category.

23. A  |  Table 148.4  |  PDF p. 1159, printed p. 1147

Why: The table lists poor feeding, temperature instability, and apnea among early signs of neonatal infection.
Closest distractor: Neonatal infection may present without fever, so its absence is not exclusionary.

24. A  |  Table 148.6  |  PDF p. 1160, printed p. 1148

Why: Necrotizing enterocolitis is listed under gastrointestinal illnesses that can resemble systemic sepsis.
Closest distractor: Physiologic reflux does not account for shock and intestinal necrosis.

25. A  |  Table 148.5  |  PDF p. 1160, printed p. 1148

Why: The IMCI/WHO criteria table includes grunting and severe chest indrawing among respiratory signs.
Closest distractor: Quiet breathing without increased effort is not a listed respiratory danger sign.

26. A  |  Table 148.8  |  PDF p. 1162, printed p. 1150

Why: The table includes duration of membrane rupture among maternal and delivery risk factors.
Closest distractor: An elective delivery before labor does not represent the membrane-rupture exposure in the table.

27. A  |  Table 148.9  |  PDF p. 1163, printed p. 1151

Why: The table lists urine culture after 72 hours as indicated in late-onset evaluation but not useful for early-onset sepsis.
Closest distractor: Tracheal aspirates are restricted to intubated infants with respiratory deterioration and often reflect colonization.

28. A  |  Table 148.11  |  PDF p. 1164, printed p. 1152

Why: A prior infant with invasive GBS disease is a listed indication for prophylaxis in a subsequent delivery.
Closest distractor: Waiting for neonatal illness defeats the intrapartum prevention strategy.

29. A  |  Table 149.2  |  PDF p. 1167, printed p. 1155

Why: The CMV row emphasizes hygiene to reduce direct exposure to young children's urine and saliva.
Closest distractor: A routine maternal CMV vaccine is not the strategy listed in this table.

30. A  |  Table 149.4  |  PDF p. 1168, printed p. 1156

Why: The congenital-infection table lists this combination for toxoplasmosis.
Closest distractor: Rubella is more strongly associated with cataracts, hearing loss, and cardiac defects in the table.
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20. Table 147.1  |  PDF p. 1154  |  printed p. 1142  |  Completed

21. Table 148.3  |  PDF p. 1158  |  printed p. 1146  |  Completed

22. Table 148.2  |  PDF p. 1158  |  printed p. 1146  |  Completed

23. Table 148.4  |  PDF p. 1159  |  printed p. 1147  |  Completed

24. Table 148.6  |  PDF p. 1160  |  printed p. 1148  |  Completed

25. Table 148.5  |  PDF p. 1160  |  printed p. 1148  |  Completed

26. Table 148.8  |  PDF p. 1162  |  printed p. 1150  |  Completed

27. Table 148.9  |  PDF p. 1163  |  printed p. 1151  |  Completed

28. Table 148.11  |  PDF p. 1164  |  printed p. 1152  |  Completed

29. Table 149.2  |  PDF p. 1167  |  printed p. 1155  |  Completed

30. Table 149.4  |  PDF p. 1168  |  printed p. 1156  |  Completed

Skipped within this span: Table 137.6 (historical bilirubin threshold); 139.4 (transfusion threshold);

148.1 (incidence statistics); 148.7 (historical SIRS definitions); 148.10 (treatment regimen review).

Last completed: Table 149.4, PDF p. 1168, printed p. 1156. Next search begins after Table 149.4.

Review note: Table 148.5 cites WHO 2013 clinical criteria; WHO published updated guidance in 2024:

https://www.who.int/publications/i/item/9789240102903/

Table 145.2 lists source-book dosing; current opioid-withdrawal care emphasizes nonpharmacologic measures first:

https://publications.aap.org/pediatrics/article/154/1/e2023063635/197513/
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