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IntroductionIntroduction
Preparing for a certification exam can feel overwhelming, but with the
right tools, it becomes an opportunity to build confidence, sharpen your
skills, and move one step closer to your goals. At Examzify, we believe
that effective exam preparation isn’t just about memorization, it’s about
understanding the material, identifying knowledge gaps, and building
the test-taking strategies that lead to success.

This guide was designed to help you do exactly that.

Whether you’re preparing for a licensing exam, professional
certification, or entry-level qualification, this book offers structured
practice to reinforce key concepts. You’ll find a wide range of
multiple-choice questions, each followed by clear explanations to help
you understand not just the right answer, but why it’s correct.

The content in this guide is based on real-world exam objectives and
aligned with the types of questions and topics commonly found on
official tests. It’s ideal for learners who want to:

• Practice answering questions under realistic conditions,
• Improve accuracy and speed,
• Review explanations to strengthen weak areas, and
• Approach the exam with greater confidence.

We recommend using this book not as a stand-alone study tool, but
alongside other resources like flashcards, textbooks, or hands-on
training. For best results, we recommend working through each
question, reflecting on the explanation provided, and revisiting the
topics that challenge you most.

Remember: successful test preparation isn’t about getting every question
right the first time, it’s about learning from your mistakes and improving
over time. Stay focused, trust the process, and know that every page you
turn brings you closer to success.

Let’s begin.
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How to Use This GuideHow to Use This Guide
This guide is designed to help you study more effectively and approach
your exam with confidence. Whether you're reviewing for the first time
or doing a final refresh, here’s how to get the most out of your Examzify
study guide:
1. Start with a Diagnostic Review

Skim through the questions to get a sense of what you know and what
you need to focus on. Your goal is to identify knowledge gaps early.
2. Study in Short, Focused Sessions

Break your study time into manageable blocks (e.g. 30 – 45 minutes).
Review a handful of questions, reflect on the explanations.
3. Learn from the Explanations

After answering a question, always read the explanation, even if you got
it right. It reinforces key points, corrects misunderstandings, and
teaches subtle distinctions between similar answers.
4. Track Your Progress

Use bookmarks or notes (if reading digitally) to mark difficult questions.
Revisit these regularly and track improvements over time.
5. Simulate the Real Exam

Once you're comfortable, try taking a full set of questions without
pausing. Set a timer and simulate test-day conditions to build confidence
and time management skills.
6. Repeat and Review

Don’t just study once, repetition builds retention. Re-attempt questions
after a few days and revisit explanations to reinforce learning. Pair this
guide with other Examzify tools like flashcards, and digital practice tests
to strengthen your preparation across formats.

There’s no single right way to study, but consistent, thoughtful effort
always wins. Use this guide flexibly, adapt the tips above to fit your pace
and learning style. You've got this!
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Questions
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1. Which CSF laboratory finding is NOT expected in bacterial
meningitis?
A. Decreased protein
B. Elevated white blood cell (WBC) count
C. Cloudy in color
D. Decreased glucose

2. Kernig's sign is associated with meningitis and indicates
meningeal irritation; what does a positive Kernig's sign
involve?
A. Nuchal rigidity
B. Resistance to pain and extension of the leg
C. Fever with rash
D. Pain when bending the neck

3. Which statement accurately describes the Glasgow Coma
Scale?
A. It consists of three parts: eye opening, verbal response, and

motor response.
B. It ranges from 3 to 15.
C. It is used only for pediatric patients.
D. It does not include motor response.

4. Which metabolic disturbance commonly causes cerebral
dysfunction in children?
A. Hyponatremia
B. Hyperkalemia
C. Hypoglycemia
D. Hypermagnesemia

5. Which are leading causes of neonatal meningitis?
A. Haemophilus influenzae type B
B. Group B streptococci and Escherichia coli
C. Listeria monocytogenes
D. Neisseria meningitidis
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6. Which result would best show mannitol was effective in
decreasing intracranial pressure?
A. Urine output increases
B. Pupils are 8 mm and nonreactive
C. Systolic blood pressure remains 150 mm Hg
D. BUN and creatinine levels return to normal

7. Describe the typical etiology and imaging hallmark of
pediatric arterial ischemic stroke.
A. Arteriopathy or risk factors such as dehydration or sickle cell

disease; imaging hallmark is restricted diffusion on DWI with
possible arterial occlusion on MRA/CTA

B. Global hypoxic injury with diffuse edema
C. Venous sinus thrombosis without arterial involvement
D. Migraine with aura

8. What does the concept of neuroplasticity imply for
rehabilitation after pediatric brain injury?
A. Pediatric Brains Have Lower Plasticity; Slow, Minimal Rehab

Is Preferred
B. Pediatric Brains Have Higher Plasticity; Early, Intensive,

Repetitive, Multisensory Rehabilitation Promotes Functional
Reorganization and Better Outcomes

C. Plasticity Is Fixed; No Benefit From Rehab
D. Only Pharmacologic Therapy Works; Rehab Is Not Important

9. Which of the following is a typical presenting symptom of
pilocytic astrocytoma?
A. Headache, ataxia, vomiting
B. Visual loss
C. Morning vomiting
D. Seizures
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10. What are the key differences between hydrocephalus due
to aqueductal stenosis and obstructive hydrocephalus due to
a mass?
A. Aqueductal stenosis leads to enlargement of lateral and third

ventricles with a normal fourth ventricle; a posterior fossa mass
can enlarge multiple ventricles and may alter fourth ventricle
size

B. Aqueductal stenosis causes only fourth ventricle
enlargement; mass enlarges only lateral ventricles

C. Both produce identical ventricular enlargement patterns
D. Aqueductal stenosis reduces ventricles
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Answers
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1. A
2. B
3. A
4. C
5. B
6. A
7. A
8. B
9. A
10. A
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Explanations
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1. Which CSF laboratory finding is NOT expected in bacterial
meningitis?
A. Decreased protein
B. Elevated white blood cell (WBC) count
C. Cloudy in color
D. Decreased glucose

In bacterial meningitis, CSF changes reflect acute inflammation and bacterial
metabolism. You typically see elevated protein from inflammation and disruption of the
blood-brain barrier, a high white blood cell count with neutrophil predominance, and a
lowered glucose level because bacteria and inflammatory cells consume glucose. The CSF
may also look cloudy or turbid due to the high cell and protein content. So a decrease in
protein would not fit this pattern and isn’t expected in bacterial meningitis. The other
features—elevated WBC count, cloudy appearance, and decreased glucose—are all classic
in this setting.

2. Kernig's sign is associated with meningitis and indicates
meningeal irritation; what does a positive Kernig's sign
involve?
A. Nuchal rigidity
B. Resistance to pain and extension of the leg
C. Fever with rash
D. Pain when bending the neck

A positive Kernig's sign shows meningeal irritation from meningitis. It’s tested with the
patient on their back: flex the hip and knee to 90 degrees, then attempt to straighten the
knee. If extension is painful or markedly resisted, that indicates meningeal irritation
because the inflamed meninges are stretched when the leg is extended. This differs from
neck signs like nuchal rigidity (pain or difficulty with neck flexion) and from fever with
rash, which are not specific indicators of a positive Kernig’s sign.

3. Which statement accurately describes the Glasgow Coma
Scale?
A. It consists of three parts: eye opening, verbal response, and

motor response.
B. It ranges from 3 to 15.
C. It is used only for pediatric patients.
D. It does not include motor response.

The Glasgow Coma Scale is built around three response domains—eye opening, verbal
response, and motor response. Each domain has its own scoring rules, and you add the
three domain scores together to get a total that ranges from 3 to 15. This three-part
structure is what makes the scale simple to administer quickly and easy to compare over
time, which is crucial in assessing changes in consciousness after brain injury. While the
total score can indeed be 3 to 15, that range results from combining the three
components rather than defining the scale on its own. The scale is used across ages (with
pediatric adaptations), and it clearly includes motor response, so statements that suggest
otherwise aren’t accurate.
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4. Which metabolic disturbance commonly causes cerebral
dysfunction in children?
A. Hyponatremia
B. Hyperkalemia
C. Hypoglycemia
D. Hypermagnesemia

Brain function depends on a steady glucose supply. When blood glucose falls, brain cells
lose their primary energy source, ATP production drops, and neuronal activity falters,
leading to altered mental status, irritability, lethargy, seizures, or even coma. In
children, especially neonates and young kids, glycogen stores are limited and glucose
turnover is rapid, so cerebral dysfunction can develop quickly with hypoglycemia. This
makes it the most common metabolic disturbance causing brain dysfunction in pediatric
patients. While electrolyte disturbances like hyponatremia can cause brain symptoms
and others mainly disrupt neuromuscular or cardiac function, hypoglycemia directly
deprives the brain of its essential fuel and presents as altered consciousness or seizures.

5. Which are leading causes of neonatal meningitis?
A. Haemophilus influenzae type B
B. Group B streptococci and Escherichia coli
C. Listeria monocytogenes
D. Neisseria meningitidis

In newborns, meningitis is most often caused by bacteria transmitted from the mother
during birth, taking advantage of an immature immune system. The two most frequent
culprits are Group B streptococci (Streptococcus agalactiae) and Escherichia coli. Group
B strep commonly colonizes the maternal genital tract and can be passed to the infant
during labor, leading to early meningitis and sepsis. Escherichia coli, especially certain
virulent strains like the K1 type, is another common neonatal pathogen that can invade
the meninges in the first days to weeks of life. Together, they account for the majority of
neonatal meningitis cases. Haemophilus influenzae type B used to be a notable cause
before vaccination but is now rare in newborns; Neisseria meningitidis tends to affect
older infants and children; Listeria monocytogenes is a recognized cause in neonates but
is less common than the two leading pathogens.
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6. Which result would best show mannitol was effective in
decreasing intracranial pressure?
A. Urine output increases
B. Pupils are 8 mm and nonreactive
C. Systolic blood pressure remains 150 mm Hg
D. BUN and creatinine levels return to normal

Mannitol lowers intracranial pressure by acting as an osmotic diuretic: it increases
plasma osmolality, pulling water out of swollen brain tissue into the bloodstream, and
this excess fluid is then excreted by the kidneys. The clearest sign that this effect is
occurring is a sharp rise in urine output, reflecting diuresis and the removal of the
brain’s excess fluid.   Pupils that are 8 mm and nonreactive suggest brain herniation or
severe injury, not improvement in ICP. A systolic blood pressure of 150 mm Hg may
indicate a compensatory response to ICP or other issues, not necessarily reduced ICP.
Normalizing BUN and creatinine shows kidney function returning toward baseline, which
doesn’t directly demonstrate reduced intracranial pressure.

7. Describe the typical etiology and imaging hallmark of
pediatric arterial ischemic stroke.
A. Arteriopathy or risk factors such as dehydration or sickle cell

disease; imaging hallmark is restricted diffusion on DWI with
possible arterial occlusion on MRA/CTA

B. Global hypoxic injury with diffuse edema
C. Venous sinus thrombosis without arterial involvement
D. Migraine with aura

Pediatric arterial ischemic stroke usually arises from an arterial problem, such as
intrinsic arteriopathy or risk factors that promote arterial narrowing or occlusion (for
example dehydration or sickle cell disease, plus other conditions like Moyamoya,
dissection, or congenital heart disease). The imaging hallmark of an acute arterial
ischemic event is restricted diffusion on diffusion-weighted imaging, reflecting cytotoxic
edema in the involved brain tissue. This focal diffusion abnormality is often accompanied
by evidence of arterial involvement on vascular imaging, with MR angiography or CT
angiography showing an occluded or narrowed feeding artery in the affected territory. In
contrast, global hypoxic injury presents with diffuse edema rather than a focal diffusion
restriction, venous sinus thrombosis involves the venous system rather than an arterial
occlusion, and migraine with aura does not produce a consistent focal
diffusion-restricted infarct pattern.
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8. What does the concept of neuroplasticity imply for
rehabilitation after pediatric brain injury?
A. Pediatric Brains Have Lower Plasticity; Slow, Minimal Rehab

Is Preferred
B. Pediatric Brains Have Higher Plasticity; Early, Intensive,

Repetitive, Multisensory Rehabilitation Promotes Functional
Reorganization and Better Outcomes

C. Plasticity Is Fixed; No Benefit From Rehab
D. Only Pharmacologic Therapy Works; Rehab Is Not Important

Neuroplasticity is the brain’s ability to reorganize its connections in response to training
and experience. In children, this capacity is especially high because the brain is still
developing and neural networks are more adaptable. This means that after a pediatric
brain injury, targeted rehabilitation can help the brain reroute functions through
alternative pathways and strengthen new neural connections.  Early, intensive, repetitive,
and multisensory rehabilitation taps into that plasticity most effectively. Starting therapy
soon after injury takes advantage of developmental windows when neural circuits are
most malleable. Intensive, repeated practice helps reinforce the desired skills, making
changes more durable. Multisensory input—engaging sight, sound, touch, and
movement—creates richer learning signals, promoting stronger neural networks and
facilitating functional reorganization. The result is better recovery of motor, cognitive,
and functional abilities as the brain reallocates tasks to intact areas or reorganizes
networks to support new strategies.  Other ideas that claim plasticity is low, fixed, or that
rehab isn’t beneficial contradict what we know about development and recovery. Saying
only pharmacologic treatment works ignores the essential role of practice-driven brain
change, and treating rehabilitation as nonessential misses the powerful way experience
shapes recovering children’s brains.

9. Which of the following is a typical presenting symptom of
pilocytic astrocytoma?
A. Headache, ataxia, vomiting
B. Visual loss
C. Morning vomiting
D. Seizures

Pilocytic astrocytoma in children most often arises in the cerebellum, so the presenting
picture centers on posterior fossa dysfunction. A cerebellar tumor disrupts coordination
and balance, causing ataxia and gait problems, and as the mass grows it can raise
intracranial pressure, leading to headaches and vomiting. This combination—headache
with vomiting alongside ataxia—is the classic presentation for a cerebellar tumor like
pilocytic astrocytoma. Visual loss is more typical of optic pathway glioma, seizures tend
to reflect cortical involvement, and morning vomiting alone can occur with raised ICP but
does not specifically reflect cerebellar dysfunction.
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10. What are the key differences between hydrocephalus due
to aqueductal stenosis and obstructive hydrocephalus due to
a mass?
A. Aqueductal stenosis leads to enlargement of lateral and third

ventricles with a normal fourth ventricle; a posterior fossa mass
can enlarge multiple ventricles and may alter fourth ventricle
size

B. Aqueductal stenosis causes only fourth ventricle
enlargement; mass enlarges only lateral ventricles

C. Both produce identical ventricular enlargement patterns
D. Aqueductal stenosis reduces ventricles

The main idea is that where the CSF flow is blocked shapes which ventricles get bigger.
With aqueductal stenosis, the blockage is between the third and fourth ventricles, so CSF
backs up into the lateral and third ventricles. The fourth ventricle doesn’t accumulate
excess CSF because the blockage is upstream of it, so it tends to stay normal in size. In
contrast, a mass in the posterior fossa often obstructs CSF outflow at the outlets of the
fourth ventricle or presses on nearby pathways, causing dilation of multiple ventricles,
including the fourth.  So the pattern of which ventricles are enlarged helps distinguish
the two: enlargement of the lateral and third ventricles with a normal fourth points to
aqueductal stenosis, whereas dilation across all ventricles (often including the fourth)
suggests obstruction related to a posterior fossa mass. The other descriptions don’t fit
the typical CSF-flow dynamics: they either misstate which ventricles enlarge or claim no
change or opposite changes in size.
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Next StepsNext Steps
Congratulations on reaching the final section of this guide. You've taken
a meaningful step toward passing your certification exam and advancing
your career.

As you continue preparing, remember that consistent practice, review,
and self-reflection are key to success. Make time to revisit difficult
topics, simulate exam conditions, and track your progress along the way.

If you need help, have suggestions, or want to share feedback, we’d love
to hear from you. Reach out to our team at hello@examzify.com.

Or visit your dedicated course page for more study tools and resources:

https://pediatriccerebraldysfuction.examzify.com

We wish you the very best on your exam journey. You've got this!
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