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1. Children at higher risk for hypertension

include those who have a

a. history of prematurity and low birth weight.

b.a history of underweight and low insulin
levels.

c.non-Hispanic White racial background.

2. The occurrence of secondary hyperten-
sion is most often due to the etiology of
a.cardiac disorders.

b.endocrine disorders.

c.kidney disorders.

3. Pediatric hypertension that occurs
secondary to renovascular disease with
renal artery stenosis has a clinical clue of
a.an abdominal bruit.

b.periodic headaches.

c.delayed femoral pulses.

4. According to the modifications endorsed
by the American Heart Association, a BP
reading of 134/82 mm Hg for a 15-year-old
male would meet the definition of
a.elevated BP. b. stage 1 hypertension.
c.stage 2 hypertension.

5. According to the hypertension

guideline updates for children ages 1 to

13 years, a child diagnosed with stage

2 hypertension has

a.both systolic BP and diastolic BP
<90th percentile.

b.systolic and/or diastolic BP >90th
percentile but <95th percentile.

c.systolic and/or diastolic BP >95th
percentile plus 12 mm Hg.

6. According to the March 2020 update
of the Bright Futures/American Academy
of Pediatric Recommendations for
Preventive Pediatric Health Care, an
obese child over age 3 should be
screened for hypertension

a.annually. b. every 3 months.
c.at every healthcare encounter.

1. To achieve optimal BP measurement

for a child, the recommended position is

a.lying flat with right arm lower than
heart level.

b.standing with right arm elevated
above heart level.

c.seated with feet flat on floor and right
arm supported at heart level.
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8. A 13-year-old male patient’s BP is
measured in the office today for his annual
visit and the result is 142/100. Utilizing the
updated clinical practice guidelines,
a.record this first measurement of 142/100.
b. attain another BP measurement and record
the second reading instead of the first.
c.take two additional BP measurements
and record an average of the last two
readings.

9. The initial evaluation of the child with
hypertension should focus on determin-
ing the etiology of the BP elevation such
as asking about symptoms of acute
glomerulonephritis that include
a.presence of hematuria.

b.increased urine output.

c.pale-yellow urine color.

10. If pharmacologic therapy is being con-
sidered for a child with hypertension, clini-
cal guidelines recommend obtaining a/an
a.lipid panel. b. echocardiogram.

c.renal ultrasound.

11. Utilizing information from the updated

clinical practice guidelines, the goal of

hypertension therapy was achieved by

a.AJ who is a 9-year-old with a BP in
the 95th percentile.

b.CP who is an 11-year-old with a BP in
the 85th percentile.

c.KLwho is a 15-year-old with a BP
reading of 136/84 mm Hg.

12. DASH diet modifications include a/an

a.increase in sugar and salt consumption.

b.reduction of low-fat dairy products
and whole grains.

c.greater intake of fresh fruits, vegetables,
and lean red meats.

13. When using nonpharmacologic strat-
egies to manage pediatric hypertension,
clinical practice guidelines recommend
scheduling follow-up visits every

a.4 to 6 weeks. b. 3 to 6 months.
c.7 to 9 months.

14. Which child is likely to benefit from

antihypertensive medications?

a.DL who is a 9-year-old with stage 1
hypertension
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b.LR who is an 11-year-old with LVH
¢.TG who is a 14-year-old with normal
BP readings using DASH diet

15. Which is a common adverse
reaction that can occur in children
with hypertension taking an ACE
inhibitor?

a.fatigue

c.glucose intolerance

b. dizziness

16. Which antihypertensive medication
would be the recommended choice for
a pediatric patient diagnosed with
renal artery disease?
a.amlodipine
c.valsartan

b. enalapril

17. Beta-blockers are not recommended

to use for initial therapy in pediatric

patients because they

a.are less effective than other antihy-
pertensive drugs.

b.cause elevation in creatinine levels
and hyperkalemia.

c.are contraindicated if sinus node
dysfunction is present.

18. After initiating antihypertensive
medication for a 10-year-old male
patient, until goal BP is reached, dose
adjustment reassessments should
initially be scheduled every

a.4 to 6 weeks. b. 3 to 4 months.
c.6 to 9 months.

19. Which of the following is cited as

the most frequent reason for poorly

controlled hypertension?

a.nonadherence to medication therapy

b.not following the diet therapy
recommended

c.lack of following suggested lifestyle
modifications

20. A crucial strategy to achieve

BP control for pediatric patients

includes

a.no changes to the family’s eating
habits.

b.shared decision-making that involves
children and their parents.

c.asking the patient to change his or her
lifestyle without parent input.
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