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NELSON PEDIATRICS 22e  |  BOARD REVIEW QUESTION 01 / 51

A child with persistent eosinophilia has abdominal symptoms and recent travel to an endemic area.
Which etiologic group belongs in the childhood-eosinophilia differential?

A.  An uncomplicated viral upper-respiratory illness alone

B.  Physiologic pubertal change

C.  Iron-deficiency anemia alone

D.  Tissue-invasive helminth infection

E.  Isolated bacterial cystitis

ORIGINAL SOURCE TABLE  |  Table 183.1  |  PDF p. 1390  |  printed p. 1376

Prepared for Dr. Manar Alshawabkeh  |  Nelson Pediatrics 22e 2



NELSON PEDIATRICS 22e  |  BOARD REVIEW QUESTION 02 / 51

An adolescent taking an antihistamine needs allergen-specific IgE evaluation without interrupting
medication. Which test is less affected by the antihistamine?

A.  Immediate wheal measurement after skin testing

B.  Serum allergen-specific IgE testing

C.  Skin prick testing

D.  Intradermal skin testing

E.  Histamine skin control

ORIGINAL SOURCE TABLE  |  Table 183.3  |  PDF p. 1391  |  printed p. 1377

Prepared for Dr. Manar Alshawabkeh  |  Nelson Pediatrics 22e 3



NELSON PEDIATRICS 22e  |  BOARD REVIEW QUESTION 03 / 51

A child with recurrent infections has a very high total IgE. Which nonallergic diagnosis listed in the
table should be considered?

A.  Isolated seasonal allergic rhinitis as the only possibility

B.  Normal IgE variation as the required explanation

C.  Acute appendicitis

D.  Simple iron deficiency

E.  DOCK8-associated immunodeficiency

ORIGINAL SOURCE TABLE  |  Table 183.2  |  PDF p. 1391  |  printed p. 1377

Prepared for Dr. Manar Alshawabkeh  |  Nelson Pediatrics 22e 4



NELSON PEDIATRICS 22e  |  BOARD REVIEW QUESTION 04 / 51

A toddler has unilateral foul-smelling nasal discharge without seasonal symptoms. Which nonallergic
cause in the rhinitis table deserves assessment?

A.  Food-protein enterocolitis

B.  Allergic conjunctivitis

C.  Nasal foreign body

D.  Pollen-driven seasonal rhinitis

E.  Perennial dust-mite allergy

ORIGINAL SOURCE TABLE  |  Table 184.1  |  PDF p. 1395  |  printed p. 1380

Prepared for Dr. Manar Alshawabkeh  |  Nelson Pediatrics 22e 5



NELSON PEDIATRICS 22e  |  BOARD REVIEW QUESTION 05 / 51

A child with rhinorrhea predominant rhinitis asks about an intranasal drug that reduces secretions
through anticholinergic activity. Which table-listed spray fits?

A.  Ipratropium bromide

B.  Azelastine

C.  Cromolyn sodium

D.  Oxymetazoline

E.  Phenylephrine

ORIGINAL SOURCE TABLE  |  Table 184.5  |  PDF p. 1399  |  printed p. 1384

Prepared for Dr. Manar Alshawabkeh  |  Nelson Pediatrics 22e 6



NELSON PEDIATRICS 22e  |  BOARD REVIEW QUESTION 06 / 51

A preschooler has recurrent wheeze. Which history is a major early-childhood risk factor for
persistent asthma in the table?

A.  Female sex

B.  High birthweight

C.  Absence of atopic sensitization

D.  Parental asthma

E.  A single isolated cold

ORIGINAL SOURCE TABLE  |  Table 185.1  |  PDF p. 1402  |  printed p. 1387
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NELSON PEDIATRICS 22e  |  BOARD REVIEW QUESTION 07 / 51

A preschooler wheezes only with common viral colds and has no early atopic disease. Which
childhood pattern in the table most closely fits?

A.  Exercise-induced laryngeal obstruction

B.  Transient nonatopic wheezing

C.  Persistent atopy-associated asthma

D.  Asthma with declining lung function

E.  Occupational asthma

ORIGINAL SOURCE TABLE  |  Table 185.2  |  PDF p. 1403  |  printed p. 1388

Prepared for Dr. Manar Alshawabkeh  |  Nelson Pediatrics 22e 8



NELSON PEDIATRICS 22e  |  BOARD REVIEW QUESTION 08 / 51

A child with sensitized asthma has recurrent symptoms after exposure to cockroaches at home.
Which trigger category in the table applies?

A.  A nonallergic food intolerance

B.  Exercise alone

C.  Cold water immersion

D.  Medication withdrawal

E.  Indoor aeroallergen exposure

ORIGINAL SOURCE TABLE  |  Table 185.3  |  PDF p. 1403  |  printed p. 1388

Prepared for Dr. Manar Alshawabkeh  |  Nelson Pediatrics 22e 9



NELSON PEDIATRICS 22e  |  BOARD REVIEW QUESTION 09 / 51

A child with acute asthma is breathless at rest, prefers sitting, and speaks in phrases. Which
exacerbation category best matches the table?

A.  Anaphylaxis by definition

B.  Intermittent stable asthma

C.  Moderate exacerbation

D.  Mild exacerbation

E.  No exacerbation

ORIGINAL SOURCE TABLE  |  Table 185.4  |  PDF p. 1404  |  printed p. 1389

Prepared for Dr. Manar Alshawabkeh  |  Nelson Pediatrics 22e 10



NELSON PEDIATRICS 22e  |  BOARD REVIEW QUESTION 10 / 51

A toddler with recurrent unilateral wheeze after a choking episode has been labeled as having asthma.
Which masquerader listed in the differential should be investigated?

A.  Foreign body aspiration

B.  Seasonal allergic rhinitis alone

C.  Exercise-induced bronchospasm

D.  Atopic dermatitis

E.  Food-protein enterocolitis

ORIGINAL SOURCE TABLE  |  Table 185.5  |  PDF p. 1405  |  printed p. 1390

Prepared for Dr. Manar Alshawabkeh  |  Nelson Pediatrics 22e 11



NELSON PEDIATRICS 22e  |  BOARD REVIEW QUESTION 11 / 51

An adolescent athlete develops throat tightness and inspiratory stridor during exercise with little
bronchodilator response. Which diagnosis fits the distinguishing-features table?

A.  Bacterial pneumonia

B.  Chronic bronchiectasis

C.  Pulmonary embolism

D.  Paradoxical vocal cord motion

E.  Classic lower-airway asthma

ORIGINAL SOURCE TABLE  |  Table 185.6  |  PDF p. 1405  |  printed p. 1390

Prepared for Dr. Manar Alshawabkeh  |  Nelson Pediatrics 22e 12



NELSON PEDIATRICS 22e  |  BOARD REVIEW QUESTION 12 / 51

A child with episodic wheeze has spirometry below the age-specific lower limit for FEV1/FVC,
followed by improvement after a short-acting bronchodilator. What does this pattern support?

A.  An isolated oxygen-diffusion defect

B.  Variable airflow limitation consistent with asthma

C.  Fixed upper-airway obstruction as the only diagnosis

D.  Normal lung function by definition

E.  Primary restrictive lung disease alone

ORIGINAL SOURCE TABLE  |  Table 185.7  |  PDF p. 1406  |  printed p. 1391

Prepared for Dr. Manar Alshawabkeh  |  Nelson Pediatrics 22e 13



NELSON PEDIATRICS 22e  |  BOARD REVIEW QUESTION 13 / 51

A 10-year-old with suspected asthma has a low fractional exhaled nitric oxide after recent inhaled
corticosteroid use. Which interpretation accords with the table?

A.  Low FeNO definitively excludes all asthma phenotypes

B.  Low FeNO confirms eosinophilic inflammation

C.  FeNO is independent of anti-inflammatory therapy

D.  Low FeNO proves bacterial infection

E.  Recent corticosteroid use can lower FeNO

ORIGINAL SOURCE TABLE  |  Table 185.8  |  PDF p. 1407  |  printed p. 1392

Prepared for Dr. Manar Alshawabkeh  |  Nelson Pediatrics 22e 14



NELSON PEDIATRICS 22e  |  BOARD REVIEW QUESTION 14 / 51

A child aged 9 years has daytime symptoms twice weekly, no activity limitation, and no frequent
steroid-requiring exacerbations. Which impairment category fits the severity table?

A.  Severe persistent asthma

B.  Status asthmaticus

C.  Intermittent asthma

D.  Mild persistent asthma

E.  Moderate persistent asthma

ORIGINAL SOURCE TABLE  |  Table 185.9  |  PDF p. 1409  |  printed p. 1394

Prepared for Dr. Manar Alshawabkeh  |  Nelson Pediatrics 22e 15



NELSON PEDIATRICS 22e  |  BOARD REVIEW QUESTION 15 / 51

A child with treated asthma has symptoms four days weekly and frequent nighttime awakening. What
does the control table support?

A.  Assess as not well controlled and consider treatment adjustment

B.  Label as well controlled solely because medication is prescribed

C.  Stop controller therapy immediately

D.  Ignore symptom frequency if spirometry is normal

E.  Use a single IgE value as the only control measure

ORIGINAL SOURCE TABLE  |  Table 185.10  |  PDF p. 1410  |  printed p. 1395

Prepared for Dr. Manar Alshawabkeh  |  Nelson Pediatrics 22e 16



NELSON PEDIATRICS 22e  |  BOARD REVIEW QUESTION 16 / 51

At an asthma follow-up, a child reports taking a controller but continues to have exacerbations. Which
clinic action appears among the key elements table?

A.  Limit the visit to total serum IgE

B.  Avoid a written action plan

C.  Defer assessment of environmental exposures indefinitely

D.  Demonstrate inhaler technique and have the child show it back

E.  Assume inhaler technique is correct without assessment

ORIGINAL SOURCE TABLE  |  Table 185.11  |  PDF p. 1411  |  printed p. 1396

Prepared for Dr. Manar Alshawabkeh  |  Nelson Pediatrics 22e 17



NELSON PEDIATRICS 22e  |  BOARD REVIEW QUESTION 17 / 51

A child with sensitized asthma has persistent symptoms and tobacco smoke exposure in the home.
Which contributing factor does the table prioritize?

A.  Ignore indoor environmental history

B.  Reduce environmental tobacco smoke exposure

C.  Discontinue all physical activity indefinitely

D.  Eliminate every food regardless of allergy assessment

E.  Rely only on increasing rescue bronchodilator use

ORIGINAL SOURCE TABLE  |  Table 185.12  |  PDF p. 1413  |  printed p. 1398

Prepared for Dr. Manar Alshawabkeh  |  Nelson Pediatrics 22e 18



NELSON PEDIATRICS 22e  |  BOARD REVIEW QUESTION 18 / 51

An adolescent with asthma has required chronic systemic corticosteroids for more than a month.
Which adverse-effect surveillance category does the risk table assign?

A.  Low risk

B.  No risk

C.  Only medication-free follow-up

D.  Mild transient risk unrelated to cumulative exposure

E.  High risk

ORIGINAL SOURCE TABLE  |  Table 185.16  |  PDF p. 1418  |  printed p. 1403

Prepared for Dr. Manar Alshawabkeh  |  Nelson Pediatrics 22e 19



NELSON PEDIATRICS 22e  |  BOARD REVIEW QUESTION 19 / 51

A teenager with asthma previously required intensive care and intubation. Which future-risk category
in the morbidity table is relevant?

A.  Only a minor allergic-rhinitis symptom

B.  A diagnostic criterion for food allergy

C.  Biologic risk for severe morbidity and mortality

D.  A reassuring marker of low future risk

E.  Only an economic risk factor

ORIGINAL SOURCE TABLE  |  Table 185.18  |  PDF p. 1423  |  printed p. 1408

Prepared for Dr. Manar Alshawabkeh  |  Nelson Pediatrics 22e 20



NELSON PEDIATRICS 22e  |  BOARD REVIEW QUESTION 20 / 51

An infant has itchy, relapsing eczema on the face and extensor surfaces. Which diagnosis is
supported by the major-feature table?

A.  Atopic dermatitis

B.  Urticarial vasculitis

C.  Hereditary angioedema

D.  Acute anaphylaxis

E.  Isolated allergic rhinitis

ORIGINAL SOURCE TABLE  |  Table 186.1  |  PDF p. 1429  |  printed p. 1413

Prepared for Dr. Manar Alshawabkeh  |  Nelson Pediatrics 22e 21



NELSON PEDIATRICS 22e  |  BOARD REVIEW QUESTION 21 / 51

A toddler with a presumed eczema flare has intense nocturnal itch and household contacts with
similar symptoms. Which table-listed alternative diagnosis should be evaluated?

A.  Hereditary angioedema

B.  Asthma

C.  Vasovagal syncope

D.  Scabies

E.  Seasonal allergic conjunctivitis

ORIGINAL SOURCE TABLE  |  Table 186.2  |  PDF p. 1430  |  printed p. 1414

Prepared for Dr. Manar Alshawabkeh  |  Nelson Pediatrics 22e 22



NELSON PEDIATRICS 22e  |  BOARD REVIEW QUESTION 22 / 51

An infant with severe eczematous dermatitis also has thrombocytopenia and recurrent infections.
Which associated immune deficiency is table-listed?

A.  Familial cold autoinflammatory syndrome

B.  Wiskott–Aldrich syndrome

C.  Isolated terminal complement deficiency

D.  C1-inhibitor deficiency

E.  Selective lactase deficiency

ORIGINAL SOURCE TABLE  |  Table 186.3  |  PDF p. 1431  |  printed p. 1415

Prepared for Dr. Manar Alshawabkeh  |  Nelson Pediatrics 22e 23



NELSON PEDIATRICS 22e  |  BOARD REVIEW QUESTION 23 / 51

Parents of a child with atopic dermatitis ask whether to exclude multiple foods empirically to prevent
flares. Which counseling principle does the table favor?

A.  Eliminate all common allergens routinely

B.  Stop breastfeeding whenever eczema occurs

C.  Avoid all routine vaccines regardless of immune status

D.  Permanently prohibit sports and exercise

E.  Maintain a normal diet unless a specific food allergy is established

ORIGINAL SOURCE TABLE  |  Table 186.4  |  PDF p. 1432  |  printed p. 1416

Prepared for Dr. Manar Alshawabkeh  |  Nelson Pediatrics 22e 24



NELSON PEDIATRICS 22e  |  BOARD REVIEW QUESTION 24 / 51

A child has widespread dry skin, incessant itching, excoriation, oozing, and skin thickening. Which
physical severity category applies?

A.  Moderate eczema without extensive changes

B.  No atopic dermatitis by definition

C.  Severe eczema

D.  Clear eczema

E.  Mild eczema

ORIGINAL SOURCE TABLE  |  Table 186.5  |  PDF p. 1433  |  printed p. 1417

Prepared for Dr. Manar Alshawabkeh  |  Nelson Pediatrics 22e 25



NELSON PEDIATRICS 22e  |  BOARD REVIEW QUESTION 25 / 51

A child needs a low-potency topical corticosteroid for a sensitive area. Which agent is listed in the
least-potent group?

A.  Hydrocortisone

B.  Clobetasol propionate

C.  Fluocinonide 0.1%

D.  Betamethasone dipropionate 0.05% ointment

E.  Mometasone furoate 0.1% ointment

ORIGINAL SOURCE TABLE  |  Table 186.6  |  PDF p. 1433  |  printed p. 1417

Prepared for Dr. Manar Alshawabkeh  |  Nelson Pediatrics 22e 26



NELSON PEDIATRICS 22e  |  BOARD REVIEW QUESTION 26 / 51

A school-aged boy has chronic bilateral itchy red eyes with giant cobblestone papillae in a warm, dry
climate. Which allergic eye condition in the comparison table is most likely?

A.  Giant papillary conjunctivitis from a prosthesis

B.  Isolated bacterial conjunctivitis

C.  Hereditary angioedema

D.  Vernal keratoconjunctivitis

E.  Seasonal allergic conjunctivitis alone

ORIGINAL SOURCE TABLE  |  Table 188.1  |  PDF p. 1438  |  printed p. 1422
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NELSON PEDIATRICS 22e  |  BOARD REVIEW QUESTION 27 / 51

A child develops acute urticaria during a viral illness without a clear food exposure. Which etiologic
group appears in the acute-urticaria table?

A.  Only physical urticaria

B.  Infections

C.  Only inherited complement deficiency

D.  Only food allergy

E.  Only systemic autoimmune disease

ORIGINAL SOURCE TABLE  |  Table 189.1  |  PDF p. 1442  |  printed p. 1426

Prepared for Dr. Manar Alshawabkeh  |  Nelson Pediatrics 22e 28



NELSON PEDIATRICS 22e  |  BOARD REVIEW QUESTION 28 / 51

An adolescent has recurring wheals for several months, reproducibly provoked by scratching the
skin. Which chronic-urticaria category fits?

A.  Acute food-triggered anaphylaxis

B.  Hereditary angioedema without wheals

C.  Serum sickness as the required diagnosis

D.  Fixed drug eruption

E.  Inducible dermographism

ORIGINAL SOURCE TABLE  |  Table 189.2  |  PDF p. 1442  |  printed p. 1426

Prepared for Dr. Manar Alshawabkeh  |  Nelson Pediatrics 22e 29



NELSON PEDIATRICS 22e  |  BOARD REVIEW QUESTION 29 / 51

A child has recurrent cold-triggered urticarial rash, fever, and arthralgia. Which gene is listed for
familial cold autoinflammatory syndrome?

A.  FOXP3

B.  C1-INH

C.  NLRP3

D.  BTK

E.  ELANE

ORIGINAL SOURCE TABLE  |  Table 189.3  |  PDF p. 1443  |  printed p. 1427

Prepared for Dr. Manar Alshawabkeh  |  Nelson Pediatrics 22e 30



NELSON PEDIATRICS 22e  |  BOARD REVIEW QUESTION 30 / 51

A patient has painful urticarial plaques lasting more than 36 hours and leaving bruising. Which
interpretation is favored by the distinguishing-features table?

A.  Evaluate for an urticarial syndrome such as vasculitis

B.  Classify as ordinary transient urticaria without further assessment

C.  Diagnose isolated dermographism from the duration alone

D.  Assume uncomplicated acute food allergy

E.  Conclude the lesions are normal skin variants

ORIGINAL SOURCE TABLE  |  Table 189.4  |  PDF p. 1444  |  printed p. 1428

Prepared for Dr. Manar Alshawabkeh  |  Nelson Pediatrics 22e 31



NELSON PEDIATRICS 22e  |  BOARD REVIEW QUESTION 31 / 51

A child develops raised itchy wheals minutes after a clinician lightly strokes the skin. Which physical
urticaria is being demonstrated?

A.  Solar urticaria

B.  Aquagenic urticaria

C.  Cold urticaria

D.  Dermographism

E.  Delayed pressure urticaria

ORIGINAL SOURCE TABLE  |  Table 189.5  |  PDF p. 1445  |  printed p. 1429

Prepared for Dr. Manar Alshawabkeh  |  Nelson Pediatrics 22e 32



NELSON PEDIATRICS 22e  |  BOARD REVIEW QUESTION 32 / 51

An adolescent reports hives after evaporative cooling and recurrent sinopulmonary infections. Which
hereditary cold-urticaria disorder is listed?

A.  Uncomplicated allergic rhinitis

B.  PLCG2-associated antibody deficiency and immune dysregulation (PLAID)

C.  Classic isolated seasonal pollen allergy

D.  X-linked agammaglobulinemia

E.  Isolated hereditary angioedema

ORIGINAL SOURCE TABLE  |  Table 189.6  |  PDF p. 1446  |  printed p. 1430

Prepared for Dr. Manar Alshawabkeh  |  Nelson Pediatrics 22e 33



NELSON PEDIATRICS 22e  |  BOARD REVIEW QUESTION 33 / 51

A child has episodic swelling without hives and a family history of similar attacks. Which laboratory
evaluation appears for hereditary angioedema?

A.  Total IgE alone

B.  A single skin prick test to peanut

C.  An isolated complete blood count alone

D.  A bronchodilator response test

E.  C4 and C1-inhibitor protein and function

ORIGINAL SOURCE TABLE  |  Table 189.7  |  PDF p. 1447  |  printed p. 1431

Prepared for Dr. Manar Alshawabkeh  |  Nelson Pediatrics 22e 34



NELSON PEDIATRICS 22e  |  BOARD REVIEW QUESTION 34 / 51

A child has recurrent nonurticarial angioedema with low C4, low C1-inhibitor protein, and reduced
function. Which table pattern fits?

A.  Idiopathic angioedema with normal complement

B.  Simple dermographism

C.  Type 1 hereditary angioedema

D.  Type 2 hereditary angioedema

E.  Hereditary angioedema with normal C1 inhibitor

ORIGINAL SOURCE TABLE  |  Table 189.9  |  PDF p. 1449  |  printed p. 1433

Prepared for Dr. Manar Alshawabkeh  |  Nelson Pediatrics 22e 35



NELSON PEDIATRICS 22e  |  BOARD REVIEW QUESTION 35 / 51

Minutes after eating a known allergen, a child develops generalized hives and wheezing. Which
diagnosis meets the listed clinical criteria?

A.  Anaphylaxis

B.  Isolated urticaria without systemic involvement

C.  A vasovagal episode

D.  Chronic spontaneous urticaria

E.  Serum sickness

ORIGINAL SOURCE TABLE  |  Table 190.1  |  PDF p. 1450  |  printed p. 1434

Prepared for Dr. Manar Alshawabkeh  |  Nelson Pediatrics 22e 36



NELSON PEDIATRICS 22e  |  BOARD REVIEW QUESTION 36 / 51

A child develops anaphylaxis after a yellow-jacket sting. Which community trigger category is listed?

A.  Latex as the only possible cause

B.  Food additive exposure as the required cause

C.  An exercise trigger alone

D.  Hymenoptera venom

E.  Aeroallergen exposure as the necessary cause

ORIGINAL SOURCE TABLE  |  Table 190.2  |  PDF p. 1451  |  printed p. 1435

Prepared for Dr. Manar Alshawabkeh  |  Nelson Pediatrics 22e 37



NELSON PEDIATRICS 22e  |  BOARD REVIEW QUESTION 37 / 51

An adolescent with food allergy frequently leaves home without an epinephrine autoinjector. Which
patient risk factor in the table does this illustrate?

A.  Evidence of hereditary angioedema

B.  Adolescent risk-taking and inconsistent autoinjector carriage

C.  A protective effect of older age

D.  Proof that all reactions will be mild

E.  A reason to discontinue avoidance counseling

ORIGINAL SOURCE TABLE  |  Table 190.3  |  PDF p. 1453  |  printed p. 1437

Prepared for Dr. Manar Alshawabkeh  |  Nelson Pediatrics 22e 38



NELSON PEDIATRICS 22e  |  BOARD REVIEW QUESTION 38 / 51

A child becomes pale and faints during a blood draw, without hives, wheeze, or allergen exposure.
Which anaphylaxis mimic is listed?

A.  IgE-mediated food anaphylaxis

B.  Hereditary angioedema

C.  Serum sickness

D.  Mast-cell leukemia

E.  Vasovagal response

ORIGINAL SOURCE TABLE  |  Table 190.4  |  PDF p. 1453  |  printed p. 1437

Prepared for Dr. Manar Alshawabkeh  |  Nelson Pediatrics 22e 39



NELSON PEDIATRICS 22e  |  BOARD REVIEW QUESTION 39 / 51

A child has hives, wheezing, and hypotension immediately after an allergen exposure. Which first-line
emergency treatment in the management table should be given promptly?

A.  Observation without treatment

B.  An inhaled bronchodilator alone

C.  Intramuscular epinephrine

D.  Oral cetirizine alone

E.  A topical corticosteroid alone

ORIGINAL SOURCE TABLE  |  Table 190.5  |  PDF p. 1454  |  printed p. 1438

Prepared for Dr. Manar Alshawabkeh  |  Nelson Pediatrics 22e 40



NELSON PEDIATRICS 22e  |  BOARD REVIEW QUESTION 40 / 51

A caregiver delays epinephrine for a child with anaphylaxis and gives an oral antihistamine for itching
instead. Which problem does the consideration table highlight?

A.  Symptom relief can mask warning signs and delay epinephrine

B.  Antihistamines reverse hypotension as reliably as epinephrine

C.  A previous mild reaction guarantees safety

D.  Epinephrine must always be withheld when hives are present

E.  Autoinjectors are intended only for adults

ORIGINAL SOURCE TABLE  |  Table 190.6  |  PDF p. 1456  |  printed p. 1440

Prepared for Dr. Manar Alshawabkeh  |  Nelson Pediatrics 22e 41



NELSON PEDIATRICS 22e  |  BOARD REVIEW QUESTION 41 / 51

A child develops fever, rash, and arthralgia days after treatment with cefaclor. Which table-listed drug
is associated with serum-sickness reactions?

A.  Inhaled albuterol

B.  Topical hydrocortisone

C.  Intranasal saline

D.  Cefaclor

E.  Ipratropium nasal spray

ORIGINAL SOURCE TABLE  |  Table 191.1  |  PDF p. 1457  |  printed p. 1441

Prepared for Dr. Manar Alshawabkeh  |  Nelson Pediatrics 22e 42



NELSON PEDIATRICS 22e  |  BOARD REVIEW QUESTION 42 / 51

A child develops bloating and diarrhea after milk but has no hives, wheeze, or immune-mediated
findings; lactase deficiency is documented. Which category fits?

A.  Drug allergy

B.  Nonimmune food intolerance

C.  IgE-mediated cow-milk allergy

D.  Food-protein-induced enterocolitis by definition

E.  Anaphylaxis

ORIGINAL SOURCE TABLE  |  Table 192.1  |  PDF p. 1458  |  printed p. 1442

Prepared for Dr. Manar Alshawabkeh  |  Nelson Pediatrics 22e 43



NELSON PEDIATRICS 22e  |  BOARD REVIEW QUESTION 43 / 51

An infant has recurrent vomiting after feeds and poor growth. Which nonallergic gastrointestinal
disorder in the food-reaction differential should be considered?

A.  Seasonal allergic conjunctivitis

B.  Vernal keratoconjunctivitis

C.  Dermographism

D.  Hereditary angioedema

E.  Pyloric stenosis

ORIGINAL SOURCE TABLE  |  Table 192.2  |  PDF p. 1459  |  printed p. 1443

Prepared for Dr. Manar Alshawabkeh  |  Nelson Pediatrics 22e 44



NELSON PEDIATRICS 22e  |  BOARD REVIEW QUESTION 44 / 51

A toddler with confirmed egg allergy is reassessed over time. Which food in the natural-history table
commonly has onset during the first year of life?

A.  Tree nut only after adulthood

B.  Apple only in infancy

C.  Hen egg white

D.  Shellfish in most infants

E.  Fish only in the neonatal period

ORIGINAL SOURCE TABLE  |  Table 192.3  |  PDF p. 1459  |  printed p. 1443

Prepared for Dr. Manar Alshawabkeh  |  Nelson Pediatrics 22e 45



NELSON PEDIATRICS 22e  |  BOARD REVIEW QUESTION 45 / 51

Minutes after a food exposure, a child has lip swelling, wheezing, and vomiting. Which table category
best describes the timing and organ involvement?

A.  Immediate multisystem food-allergic reaction

B.  Delayed-only eczematous reaction

C.  Isolated nonimmune lactose intolerance

D.  A reaction restricted to the skin

E.  A chronic food-protein proctocolitis pattern

ORIGINAL SOURCE TABLE  |  Table 192.4  |  PDF p. 1460  |  printed p. 1444

Prepared for Dr. Manar Alshawabkeh  |  Nelson Pediatrics 22e 46



NELSON PEDIATRICS 22e  |  BOARD REVIEW QUESTION 46 / 51

Parents ask whether deliberately delaying introduction of allergenic foods prevents allergy in their
otherwise healthy infant. Which prevention approach appears in the table?

A.  Avoid allergens during maternal pregnancy as routine prevention

B.  Use hydrolyzed formula in every infant regardless of feeding choice

C.  Require routine testing before any food introduction

D.  Introduce infant-safe peanut and egg around 6 months, not before 4 months

E.  Delay every allergenic food until after the second birthday

ORIGINAL SOURCE TABLE  |  Table 192.6  |  PDF p. 1463  |  printed p. 1447

Prepared for Dr. Manar Alshawabkeh  |  Nelson Pediatrics 22e 47



NELSON PEDIATRICS 22e  |  BOARD REVIEW QUESTION 47 / 51

An infant repeatedly has profuse vomiting two hours after oats, with pallor and lethargy but no hives
or wheeze. Which diagnosis is most consistent with the FPIES criteria table?

A.  Chronic spontaneous urticaria

B.  Acute food protein-induced enterocolitis syndrome

C.  IgE-mediated anaphylaxis with immediate hives

D.  Lactase deficiency

E.  Seasonal allergic rhinitis

ORIGINAL SOURCE TABLE  |  Table 192.8  |  PDF p. 1467  |  printed p. 1451
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Minutes after a penicillin dose, a child develops urticaria and bronchospasm. Which immune
mechanism category fits the drug-allergy classification?

A.  Type II cytotoxic reaction

B.  Type III immune-complex reaction

C.  Type IVa delayed Th1 reaction

D.  Type IVc cytotoxic T-cell reaction

E.  Type I IgE-mediated reaction

ORIGINAL SOURCE TABLE  |  Table 193.1  |  PDF p. 1470  |  printed p. 1454
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A child develops a sharply demarcated hyperpigmented plaque that recurs at the same site after the
same medication. Which listed drug reaction is most likely?

A.  DRESS

B.  Anaphylaxis

C.  Fixed drug eruption

D.  Acute urticaria

E.  Serum sickness

ORIGINAL SOURCE TABLE  |  Table 193.2  |  PDF p. 1470  |  printed p. 1454
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A teenager begins carbamazepine and later develops fever, a widespread eruption, eosinophilia, and
systemic symptoms. Which delayed drug-rash category in the table fits?

A.  DRESS

B.  Simple immediate urticaria

C.  Fixed drug eruption alone

D.  Vasovagal response

E.  Physiologic flushing

ORIGINAL SOURCE TABLE  |  Table 193.3  |  PDF p. 1471  |  printed p. 1455
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A child with a convincing immediate amoxicillin allergy is assessed for a related beta-lactam with an
identical R1 side chain. Which cephalosporin appears in the shared-side-chain group?

A.  Cefotaxime

B.  Ceftazidime

C.  Cefuroxime

D.  Cefadroxil

E.  Ceftriaxone

ORIGINAL SOURCE TABLE  |  Table 193.5  |  PDF p. 1473  |  printed p. 1457
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Answer key and teaching notes

01. D  |  Table 183.1  |  PDF p. 1390, printed p. 1376

Why: The eosinophilia differential includes parasitic and other nonallergic causes.
Closest distractor: An isolated bacterial cystitis is not the more characteristic eosinophilia explanation.

02. B  |  Table 183.3  |  PDF p. 1391, printed p. 1377

Why: The comparison table lists antihistamines as affecting skin tests but not in-vitro specific IgE assays.
Closest distractor: A skin prick test may be suppressed by ongoing antihistamine therapy.

03. E  |  Table 183.2  |  PDF p. 1391, printed p. 1377

Why: DOCK8-associated hyper-IgE immunodeficiency is among nonallergic causes of elevated IgE.
Closest distractor: An elevated total IgE alone cannot establish that rhinitis is the only cause.

04. C  |  Table 184.1  |  PDF p. 1395, printed p. 1380

Why: A nasal foreign body appears under structural/mechanical causes of nonallergic rhinitis.
Closest distractor: Seasonal allergy is less consistent with unilateral foul discharge.

05. A  |  Table 184.5  |  PDF p. 1399, printed p. 1384

Why: The spray table identifies ipratropium as an anticholinergic used for symptomatic rhinorrhea.
Closest distractor: Azelastine is an H1 antagonist rather than the anticholinergic agent requested.

06. D  |  Table 185.1  |  PDF p. 1402, printed p. 1387

Why: Parental asthma is marked as a major risk factor for persistence.
Closest distractor: A single isolated cold is not identified as a major persistence factor.

07. B  |  Table 185.2  |  PDF p. 1403, printed p. 1388

Why: Transient nonatopic wheezing is characterized by early viral-triggered episodes that often resolve.
Closest distractor: Persistent atopy-associated asthma is linked to early eczema or allergen sensitization.

08. E  |  Table 185.3  |  PDF p. 1403, printed p. 1388

Why: Cockroaches appear among indoor aeroallergen triggers in sensitized children.
Closest distractor: Food intolerance does not describe this inhaled allergen trigger.

09. C  |  Table 185.4  |  PDF p. 1404, printed p. 1389

Why: The moderate column includes breathlessness at rest, sitting preference, and speech in phrases.
Closest distractor: The mild column describes breathlessness while walking and speech in sentences.

10. A  |  Table 185.5  |  PDF p. 1405, printed p. 1390

Why: Foreign body aspiration appears among central-airway asthma masqueraders.
Closest distractor: Allergic rhinitis does not explain the abrupt choking and focal wheeze as directly.

11. D  |  Table 185.6  |  PDF p. 1405, printed p. 1390

Why: The table associates paradoxical vocal cord motion with throat tightness, inspiratory stridor, and poor response to bronchodilators.
Closest distractor: Asthma more typically has lower-airway expiratory symptoms and bronchodilator responsiveness.

12. B  |  Table 185.7  |  PDF p. 1406, printed p. 1391

Why: The lung-function table identifies low FEV1/FVC and reversibility after bronchodilator as findings consistent with asthma.
Closest distractor: Fixed upper-airway obstruction would not be best supported by reversible lower-airway airflow limitation.

13. E  |  Table 185.8  |  PDF p. 1407, printed p. 1392

Why: The low-FeNO column explicitly lists recent or current corticosteroid use.
Closest distractor: A low value does not conclusively exclude asthma, especially after treatment.

14. C  |  Table 185.9  |  PDF p. 1409, printed p. 1394

Why: The intermittent column permits symptoms no more than two days per week with no activity interference; the risk domain must also be assessed.
Closest distractor: Mild persistent disease entails more frequent impairment or higher risk.

15. A  |  Table 185.10  |  PDF p. 1410, printed p. 1395

Why: The control table uses symptom and awakening frequency to assess control and guide therapy adjustments.
Closest distractor: Prescribed therapy alone does not demonstrate well-controlled symptoms.
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16. D  |  Table 185.11  |  PDF p. 1411, printed p. 1396

Why: The productive-visit table explicitly calls for teaching, demonstration, and patient show-back of inhaled medication technique.
Closest distractor: A prescription does not confirm effective use.

17. B  |  Table 185.12  |  PDF p. 1413, printed p. 1398

Why: Tobacco smoke elimination or reduction is listed under control of contributing exposures.
Closest distractor: Increasing rescue use does not address the modifiable exposure.

18. E  |  Table 185.16  |  PDF p. 1418, printed p. 1403

Why: Chronic systemic corticosteroid use is explicitly in the high-risk category of the adverse-effect table.
Closest distractor: Low risk is described for lower-dose inhaled corticosteroids with few risk factors.

19. C  |  Table 185.18  |  PDF p. 1423, printed p. 1408

Why: Prior ICU admission or intubation appears among biologic risk factors for asthma morbidity and mortality.
Closest distractor: It does not imply that later exacerbations are low risk.

20. A  |  Table 186.1  |  PDF p. 1429, printed p. 1413

Why: Pruritus, infant facial/extensor eczema, and chronic or relapsing dermatitis are major atopic dermatitis features.
Closest distractor: Urticarial vasculitis produces a different lesion pattern and persistence.

21. D  |  Table 186.2  |  PDF p. 1430, printed p. 1414

Why: Scabies appears among infectious skin diseases in the atopic dermatitis differential.
Closest distractor: Asthma does not explain a contagious pruritic eruption.

22. B  |  Table 186.3  |  PDF p. 1431, printed p. 1415

Why: Wiskott–Aldrich syndrome is included among immunodeficiencies associated with eczema.
Closest distractor: C1 inhibitor deficiency causes angioedema rather than this eczematous thrombocytopenic phenotype.

23. E  |  Table 186.4  |  PDF p. 1432, printed p. 1416

Why: The counseling table supports a normal diet unless allergy workup establishes a need to avoid a particular food.
Closest distractor: Broad empiric elimination is not the table recommendation.

24. C  |  Table 186.5  |  PDF p. 1433, printed p. 1417

Why: Widespread dryness and incessant itch with oozing or extensive thickening match severe eczema.
Closest distractor: Moderate disease has frequent itch and localized thickening without these extensive findings.

25. A  |  Table 186.6  |  PDF p. 1433, printed p. 1417

Why: Hydrocortisone appears in group 7, the least-potent group of the table.
Closest distractor: Clobetasol is group 1, a superpotent preparation.

26. D  |  Table 188.1  |  PDF p. 1438, printed p. 1422

Why: Vernal keratoconjunctivitis is listed for young patients, male predominance, warm dry climate, and chronic ocular symptoms.
Closest distractor: Giant papillary conjunctivitis is linked to prosthetic exposure.

27. B  |  Table 189.1  |  PDF p. 1442, printed p. 1426

Why: Viral and other infections appear in the acute-urticaria causes table.
Closest distractor: Acute hives need not be attributed exclusively to food allergy.

28. E  |  Table 189.2  |  PDF p. 1442, printed p. 1426

Why: Dermographism is listed under inducible chronic urticaria.
Closest distractor: Hereditary angioedema typically lacks the provoked wheals of dermographism.

29. C  |  Table 189.3  |  PDF p. 1443, printed p. 1427

Why: The autoinflammatory table assigns familial cold autoinflammatory syndrome to NLRP3.
Closest distractor: BTK deficiency is an antibody-development disorder rather than this periodic cold-triggered syndrome.

30. A  |  Table 189.4  |  PDF p. 1444, printed p. 1428

Why: Persistent painful plaques with residual bruising are atypical features suggesting an urticarial syndrome.
Closest distractor: Ordinary wheals are transient and resolve without residual signs.
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31. D  |  Table 189.5  |  PDF p. 1445, printed p. 1429

Why: The physical-urticaria comparison associates wheals after stroking with dermographism.
Closest distractor: Delayed pressure urticaria appears after sustained pressure rather than immediate light stroking.

32. B  |  Table 189.6  |  PDF p. 1446, printed p. 1430

Why: The hereditary cold-urticaria table lists PLAID with evaporative cooling and sinopulmonary infections.
Closest distractor: Seasonal pollen allergy does not explain cooling-triggered hives with immune deficiency.

33. E  |  Table 189.7  |  PDF p. 1447, printed p. 1431

Why: The diagnostic-testing table calls for C4 and C1-inhibitor testing by protein and function.
Closest distractor: Total IgE does not assess C1-inhibitor deficiency.

34. C  |  Table 189.9  |  PDF p. 1449, printed p. 1433

Why: Type 1 HAE has low C4 and low C1-inhibitor quantity and function in the complement-evaluation table.
Closest distractor: Type 2 HAE generally has normal or elevated C1-inhibitor protein with low function.

35. A  |  Table 190.1  |  PDF p. 1450, printed p. 1434

Why: Acute skin involvement plus respiratory compromise satisfies one clinical criterion for anaphylaxis.
Closest distractor: Isolated urticaria lacks the accompanying respiratory compromise.

36. D  |  Table 190.2  |  PDF p. 1451, printed p. 1435

Why: Yellow jackets are among Hymenoptera insect triggers in the anaphylaxis table.
Closest distractor: An aeroallergen is neither required nor the best match to the immediate sting history.

37. B  |  Table 190.3  |  PDF p. 1453, printed p. 1437

Why: The age-related risk-factor table mentions adolescents failing to avoid known triggers or carry epinephrine consistently.
Closest distractor: Prior behavior does not establish that future reactions are mild.

38. E  |  Table 190.4  |  PDF p. 1453, printed p. 1437

Why: Vasodepressor or vasovagal responses are included in the anaphylaxis differential.
Closest distractor: IgE-mediated anaphylaxis is less supported without an exposure and characteristic multisystem signs.

39. C  |  Table 190.5  |  PDF p. 1454, printed p. 1438

Why: Epinephrine is the primary emergency treatment listed for anaphylaxis.
Closest distractor: An antihistamine does not treat airway or circulatory compromise adequately.

40. A  |  Table 190.6  |  PDF p. 1456, printed p. 1440

Why: The table specifically notes antihistamines used first can relieve early itch while delaying epinephrine.
Closest distractor: Antihistamines do not replace epinephrine for systemic anaphylaxis.

41. D  |  Table 191.1  |  PDF p. 1457, printed p. 1441

Why: Cefaclor is listed among antibiotics associated with serum sickness.
Closest distractor: Intranasal saline is not a serum-sickness agent in the table.

42. B  |  Table 192.1  |  PDF p. 1458, printed p. 1442

Why: Lactase enzyme deficiency is listed as a nonimmune food intolerance.
Closest distractor: IgE-mediated milk allergy has an immune mechanism not established by isolated lactase deficiency.

43. E  |  Table 192.2  |  PDF p. 1459, printed p. 1443

Why: Pyloric stenosis is included among structural gastrointestinal alternatives to food allergy.
Closest distractor: Allergic conjunctivitis does not explain feed-related vomiting and growth concerns.

44. C  |  Table 192.3  |  PDF p. 1459, printed p. 1443

Why: Egg white is listed with usual onset at ages 0–1 year.
Closest distractor: Shellfish often presents later, including adulthood.

45. A  |  Table 192.4  |  PDF p. 1460, printed p. 1444

Why: The immediate column includes oral angioedema, lower-respiratory wheeze, and gastrointestinal vomiting.
Closest distractor: Delayed eczema alone cannot account for this immediate multisystem presentation.
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46. D  |  Table 192.6  |  PDF p. 1463, printed p. 1447

Why: The prevention table recommends infant-safe peanut and egg around 6 months, not before 4 months, and rejects purposeful delay.
Closest distractor: Routine delayed introduction is listed as unproven or not recommended.

47. B  |  Table 192.8  |  PDF p. 1467, printed p. 1451

Why: Acute FPIES criteria emphasize vomiting 1–4 hours after the food, absence of immediate IgE symptoms, and supporting features such as pallor and lethargy.
Closest distractor: Classic IgE-mediated anaphylaxis is usually immediate and may include hives or wheeze.

48. E  |  Table 193.1  |  PDF p. 1470, printed p. 1454

Why: The table defines type I by IgE-driven mast-cell/basophil degranulation with urticaria and bronchospasm.
Closest distractor: Type III reactions involve immune-complex deposition and a different timing and phenotype.

49. C  |  Table 193.2  |  PDF p. 1470, printed p. 1454

Why: The heterogeneous-reaction table describes fixed drug eruptions as plaques recurring at the same skin or mucosal site.
Closest distractor: Urticaria consists of transient wheals rather than a recurrent fixed plaque.

50. A  |  Table 193.3  |  PDF p. 1471, printed p. 1455

Why: Carbamazepine is listed among anticonvulsants associated with drug reaction with eosinophilia and systemic symptoms.
Closest distractor: Immediate urticaria lacks the delayed fever/eosinophilia/systemic pattern.

51. D  |  Table 193.5  |  PDF p. 1473, printed p. 1457

Why: The R1 side-chain table groups amoxicillin with cefadroxil.
Closest distractor: Ceftriaxone is shown in a different R1 group.
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Table selection log

01. Table 183.1: Differential Diagnosis of Childhood Eosinophilia | PDF p. 1390 | printed p. 1376 | Completed

02. Table 183.3: Determination of Allergen-­Specific IgE by Skin Testing vs In Vitro Testing | PDF p. 1391 | printed p. 1377 | Completed

03. Table 183.2: Nonallergic Diseases Associated with Increased Serum IgE Concentrations | PDF p. 1391 | printed p. 1377 | Completed

04. Table 184.1: Causes of Rhinitis | PDF p. 1395 | printed p. 1380 | Completed

05. Table 184.5: Miscellaneous Intranasal Sprays | PDF p. 1399 | printed p. 1384 | Completed

06. Table 185.1: Early Childhood Risk Factors for Persistent | PDF p. 1402 | printed p. 1387 | Completed

07. Table 185.2: Asthma Patterns in Childhood, Based on | PDF p. 1403 | printed p. 1388 | Completed

08. Table 185.3: Asthma Triggers | PDF p. 1403 | printed p. 1388 | Completed

09. Table 185.4: Formal Evaluation of Asthma Exacerbation Severity in the Urgent or Emergency Care Setting* | PDF p. 1404 | printed p. 1389 | Completed

10. Table 185.5: Differential Diagnosis of Childhood Asthma | PDF p. 1405 | printed p. 1390 | Completed

11. Table 185.6: Features Distinguishing Paradoxical Vocal Cord Motion Disorder from Asthma | PDF p. 1405 | printed p. 1390 | Completed

12. Table 185.7: Lung Function Abnormalities in Asthma | PDF p. 1406 | printed p. 1391 | Completed

13. Table 185.8: Interpretations of FeNO Test Results for Asthma Diagnosis in Nonsmoking Individuals Not Taking Corticosteroids | PDF p. 1407 | printed p. 1392 |
Completed

14. Table 185.9: Assessing Asthma Severity* | PDF p. 1409 | printed p. 1394 | Completed

15. Table 185.10: Assessing Asthma Control and Adjusting Therapy in Children* | PDF p. 1410 | printed p. 1395 | Completed

16. Table 185.11: Key Elements of Productive Clinic Visits for | PDF p. 1411 | printed p. 1396 | Completed

17. Table 185.12: Control of Factors Contributing to Asthma | PDF p. 1413 | printed p. 1398 | Completed

18. Table 185.16: Risk Assessment for Corticosteroid Adverse Effects | PDF p. 1418 | printed p. 1403 | Completed

19. Table 185.18: Risk Factors for Asthma Morbidity and | PDF p. 1423 | printed p. 1408 | Completed

20. Table 186.1: Clinical Features of Atopic Dermatitis | PDF p. 1429 | printed p. 1413 | Completed

21. Table 186.2: Differential Diagnosis of Atopic Dermatitis | PDF p. 1430 | printed p. 1414 | Completed

22. Table 186.3: Features of Primary Immunodeficiencies Associated with Eczematous Dermatitis | PDF p. 1431 | printed p. 1415 | Completed

23. Table 186.4: Counseling and Aggravating Factors for | PDF p. 1432 | printed p. 1416 | Completed

24. Table 186.5: Categorization of Physical Severity of Atopic | PDF p. 1433 | printed p. 1417 | Completed

25. Table 186.6: Selected Topical Corticosteroid Preparations* | PDF p. 1433 | printed p. 1417 | Completed

26. Table 188.1: Allergic Diseases of the Eye | PDF p. 1438 | printed p. 1422 | Completed

27. Table 189.1: Etiology of Acute Urticaria | PDF p. 1442 | printed p. 1426 | Completed

28. Table 189.2: Etiology of Chronic Urticaria | PDF p. 1442 | printed p. 1426 | Completed

29. Table 189.3: Febrile Autoinflammatory Diseases Causing Urticaria in Children | PDF p. 1443 | printed p. 1427 | Completed

30. Table 189.4: Distinguishing Features Between Urticaria | PDF p. 1444 | printed p. 1428 | Completed

31. Table 189.5: Comparison of the Physical Urticarias | PDF p. 1445 | printed p. 1429 | Completed

32. Table 189.6: Hereditary Diseases with Cold-­Induced Urticaria | PDF p. 1446 | printed p. 1430 | Completed

33. Table 189.7: Diagnostic Testing for Urticaria and | PDF p. 1447 | printed p. 1431 | Completed

34. Table 189.9: Complement Evaluation of Patients with Recurrent Angioedema | PDF p. 1449 | printed p. 1433 | Completed

35. Table 190.1: Clinical Criteria for Diagnosing Anaphylaxis | PDF p. 1450 | printed p. 1434 | Completed

36. Table 190.2: Anaphylaxis Triggers in the Community* | PDF p. 1451 | printed p. 1435 | Completed

37. Table 190.3: Patient Risk Factors for Anaphylaxis | PDF p. 1453 | printed p. 1437 | Completed

38. Table 190.4: Differential Diagnosis of Anaphylaxis | PDF p. 1453 | printed p. 1437 | Completed
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Table selection log

39. Table 190.5: Management of a Patient with Anaphylaxis | PDF p. 1454 | printed p. 1438 | Completed

40. Table 190.6: Considerations with Epinephrine Injection for Anaphylaxis | PDF p. 1456 | printed p. 1440 | Completed

41. Table 191.1: Proteins and Medications That Cause Serum | PDF p. 1457 | printed p. 1441 | Completed

42. Table 192.1: Adverse Food Reactions | PDF p. 1458 | printed p. 1442 | Completed

43. Table 192.2: Differential Diagnosis of Adverse Food | PDF p. 1459 | printed p. 1443 | Completed

44. Table 192.3: Natural History of Food Allergy | PDF p. 1459 | printed p. 1443 | Completed

45. Table 192.4: Symptoms of Food-­Induced Allergic | PDF p. 1460 | printed p. 1444 | Completed

46. Table 192.6: Approaches to Prevention of Food Allergy | PDF p. 1463 | printed p. 1447 | Completed

47. Table 192.8: FPIES Diagnostic Criteria | PDF p. 1467 | printed p. 1451 | Completed

48. Table 193.1: Classification of Drug Allergies | PDF p. 1470 | printed p. 1454 | Completed

49. Table 193.2: Heterogeneity of Drug-­Induced Allergic Reactions | PDF p. 1470 | printed p. 1454 | Completed

50. Table 193.3: Delayed Hypersensitivity Drug Rashes by | PDF p. 1471 | printed p. 1455 | Completed

51. Table 193.5: Groups of β-­Lactam Antibiotics That Share Identical Side Chains* | PDF p. 1473 | printed p. 1457 | Completed

Table 184.2: Oral Allergic Rhinitis Treatments (Prescription, Examples) | PDF p. 1397 | Excluded: Prescription brand/strength list is time sensitive

Table 184.3: Oral Allergic Rhinitis Treatments (Nonprescription, Examples) | PDF p. 1398 | Excluded: Nonprescription brand/strength list is time sensitive

Table 184.4: Combined Antihistamine + Sympathomimetic (Examples) | PDF p. 1398 | Excluded: Combination brand/strength list is time sensitive

Table 184.6: Intranasal Inhaled Corticosteroids | PDF p. 1399 | Excluded: Continues onto PDF p. 1400

Table 185.13: Stepwise Approach for Managing Asthma in Children* | PDF p. 1414 | Excluded: Continues onto PDF p. 1415; step guidance requires current review

Table 185.14: Usual Dosages for Long-­Term Control Medications | PDF p. 1416 | Excluded: Long-term drug dosage/formulation list requires current review

Table 185.15: Estimated Comparative Inhaled Corticosteroid Doses | PDF p. 1417 | Excluded: Comparative inhaled steroid dose list requires current review

Table 185.17: Management of Asthma Exacerbation (Status Asthmaticus) | PDF p. 1420 | Excluded: Continues onto PDF p. 1421

Table 187.1: Risk of Systemic Reaction in Untreated Patients with History of Sting Anaphylaxis and/or Positive Venom Skin | PDF p. 1437 | Excluded: Historical
recurrence-risk statistics; limited individual decision value

Table 188.2: Topical Ophthalmic Medications for Allergic Conjunctivitis | PDF p. 1440 | Excluded: Continues onto PDF p. 1441

Table 189.8: Treatment of Urticaria and Angioedema | PDF p. 1447 | Excluded: Drug dose list includes older products and requires current review

Table 189.10: Long-­Term Prophylactic Treatment Options for Patients with Hereditary Angioedema in the United States | PDF p. 1449 | Excluded: Approval-year
and hereditary-angioedema prophylaxis product list

Table 189.11: On-­Demand Treatment Options for Patients with Hereditary Angioedema in the United States | PDF p. 1450 | Excluded: Approval-year and
on-demand product list

Table 192.5: Clinical Implications of Cross-­Reactive Proteins in IgE-­Mediated Allergy | PDF p. 1462 | Excluded: Historical cross-reactivity percentage estimates

Table 192.7: Food Protein–Induced Gastrointestinal Syndromes | PDF p. 1465 | Excluded: Continues onto PDF p. 1466

Table 192.9: Empiric Guidelines for Selecting Weaning Foods in Infants with FPIES | PDF p. 1469 | Excluded: Empiric FPIES food-risk recommendations require
individual review

Table 193.4: Penicillin Skin Test Reagents | PDF p. 1473 | Excluded: Skin-test reagent concentrations require specialist/current protocol review

Total: 51 completed + 17 excluded = 68 tables in Part XII.

Last completed: Table 193.5, PDF p. 1473. Part XIV begins PDF p. 1476.

Clinical review: Nelson asthma severity/treatment tables should be compared with GINA 2026.

https://ginasthma.org/2026-gina-strategy-report/

Anaphylaxis: current specialist guidance continues to prioritize IM epinephrine.

https://www.worldallergy.org/resources

Early peanut introduction: https://www.niaid.nih.gov/sites/default/files/addendum-peanut-allergy-prevention-guidelines.pdf
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