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1. OFC = Occipito-Frontal Circumference (Head 
Circumference)

Growth, development
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2. Development milestones

2GENERAL PEDIATRICS



● MMR vaccine timing in child on chemotherapy

1VACCINATION



● AEFI (based on MMR in ALL child)

2VACCINATION



11. Miscellaneous General Pediatrics Topics
Allowed decibel level in NICU = 45 dB
● Maximum permitted sound level in NICU = 45 dB.
● Exceeding this causes apnea, bradycardia, increased oxygen use, 
and hearing damage, especially in preterm infants.
● Control measures: alarm optimization, soft door closure, quiet 
zones.

● NICU = ≤45 dB (WHO/AAP).
● Operating Room = ≤45–50 dB.
● Incubator ≤60 dB.
● Hospital wards = 45 dB day, 35 dB night.

Leucokoria = abnormal finding
● Leukocoria = white pupillary reflex, an abnormal and urgent 
finding in any child.
● Associated with life-threatening or vision-threatening diseases.
● Leukocoria = retinoblastoma until proven otherwise.
● Any white reflex → urgent evaluation.

1MICS



• Formula SAAG = Serum Albumin – Ascitic Albumin
• Accuracy ~97% for detecting portal hypertension

SAAG interpretation (general hepatology)

2MICS



• Phoenix score (Prediction of Mortality in Pediatric 
Septic Shock)

• (Used to stratify mortality risk & identify refractory 
shock)

● Higher PHOENIX score → higher mortality risk.
● Helps identify catecholamine–refractory shock early.

2CRITICAL CARE



• Raised ICP
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• EEGs

NEUROLOGY 1



Genes for Common Pediatric Epilepsies
● Na⁺ channel disorders → SCN family
→ SCN1A (Dravet, GEFS+)
→ SCN1B (GEFS+)
→ SCN2A (LGS, infantile epileptic encephalopathy)

● K⁺ channel neonatal epilepsy → KCNQ2/Q3
(Think “K for Kute Newborn Seizures)

● Absence epilepsies → GABA receptor genes (GABRA1, 
GABRG2, CACNA1H)

● Infantile spasms genes
ARX, CDKL5, STXBP1→ “A-C-S = ARX–CDKL5–STXBP1 → ACTH 
syndrome babies.”

● BECTS / ESES (Electrical Status Epilepticus in Sleep)
GRIN2A → “GRIN = speech grinning difficulty”

● Severe migrating seizures (Epilepsy with Migrating 
Focal Seizures of Infancy)
KCNT1 → “Can’t stop seizures.”

● JME → EFHC1  
● Ohtahara →ARX, STXBP1  (Early Infantile Epileptic 
Encephalopathy)
● TSC epilepsy → TSC1/2  
● Angelman → UBE3A 

NEUROLOGY 2



• NNJ

NEONATOLOGY 1



NEONATOLOGY 2



• Interferonopathies

• Treatment- JAK inhibitors (Ruxolitinib/Baricitinib)

Rheumatology 1



• PIRDS including HLH

• Because MAS is part of SJIA-driven cytokine activation → fibrinogen falls later 
and is not as severely depressed as in HLH.

Rheumatology 2



CMP
1. Most common pediatric cardiomyopathy = Dilated CM (DCM).
2. Reversible DCM → Primary carnitine deficiency (SLC22A5 mutation).
3. HCM in infants → think POMPE until proven otherwise (acid ɑ-glucosidase 
deficiency).
4. Syncope during exertion = HCM until proven otherwise.
5. Arrhythmias > HF symptoms → Restrictive CM (RCM).
6. Arrhythmogenic Right Ventricular Cardiomyopathy (ARVC) clue = 
● Adolescent + VT + epsilon waves
● Gene: Desmosomal proteins (PKP2).

7. Left Ventricular Non-Compaction (LVNC) 
● Strongly linked with mitochondrial disorders and congenital myopathies
● Look for skeletal muscle weakness + arrhythmias.

8. Anthracycline cardiotoxicity = cumulative dose–dependent
● check Ejection fraction every cycle.
● Max cumulative dose: 450–550 mg/m².

9. Noonan syndrome → HCM (Mutations in RAS/MAPK pathway genes- 
PTPN11, RAF1)
10. Giant Cell Myocarditis does NOT cause cardiomyopathy in infants (exam 
trap)

 • Typically affects older children/adults.

Cardiology 1



Named Surgeries
• HLHS- Norwood f/by Glenn f/by Fontan

Cardiology 2



Metabolism 1

SICK NEONATE / INFANT
(unexplained vomiting, lethargy, seizures, poor feeding)
                  │
                  ▼
          STEP 1: BLOOD GAS
                  │
        ┌─────────┼──────────┐
        ▼                        ▼
 METABOLIC ACIDOSIS         NO ACIDOSIS /
                             ALKALOSIS
 
 
 
     METABOLIC ACIDOSIS
                  │
                  ▼
           Check Anion Gap
                  │
     ┌────────────┼────────────┐
     ▼                             ▼
High Anion Gap                Normal Anion Gap
 (HAGMA)                             │
     │                                ▼
     ▼                            Consider:
Check Ketones                   • Renal Tubular Acidosis
     │                          • Diarrheal losses
┌────┼──────────┐
▼                    ▼
KETONES +         NO KETONES +
High AG Acidosis   Acidosis ± Lactate
     │                    │
     ▼                    ▼
 ORGANIC ACIDEMIA      MITOCHONDRIAL DISORDER
 (MMA, PA, IVA)         (PDH defect, ETC defect)

●      High AG + ketones → Organic acidemia
●      High AG + no ketones + high lactate → Mitochondrial disease

•  Approach to IEM    



Metabolism 2

     NORMAL pH or RESPIRATORY ALKALOSIS
                     │
                     ▼
              Check Ammonia Level
                     │
          ┌──────────┼──────────┐
          ▼                         ▼
   VERY HIGH                    Normal / Mild ↑
   (>300 µmol/L)                      │
          │                           ▼
          ▼                       Check Glucose
   UREA CYCLE DEFECT                 │
 (OTC deficiency etc.)               ▼
                                HYPOGLYCEMIA?
                                      │
                                ┌─────┼─────────┐
                                ▼               ▼
                           KETOTIC        HYPOKETOTIC
                           Hypoglycemia   Hypoglycemia
                                │               │
                                ▼               ▼
                            GLYCOGEN        FAOD
                           STORAGE DZ     (MCAD/VLCAD)

●      No acidosis + respiratory alkalosis + very high ammonia → Urea Cycle Defect
●      Hypoglycemia + no ketones → FAOD
●      Hypoglycemia + ketones → GSD (except GSD I = no ketones)



Nephrology 1
• Nephrotic syndrome



Nephrology 2

• Vaccines in nephrotic syndrome

• PCV → PPSV → Flu yearly → Varicella in remission → 
HepB booster if needed.



Respiratory 1

• Pneumonia 



Respiratory 2

●      Recurrent in SAME lobe → obstruction (foreign body).
●      Recurrent in DIFFERENT lobes → CF, immunodeficiency, aspiration.
●      Persistent pneumonia → think TB, fungal, airway obstruction, congenital 
anomalies.
●      Chronic wet cough + situs inversus → Primary ciliary dyskinesia.
●      Failure to thrive + steatorrhea → Cystic fibrosis
 
Primary ciliary dyskinesia-
●      Bronchiectasis
●      Recurrent sinusitis
●      Nasal polyposis
●      Recurrent otitis media
●      Infertility
50% children with PCD will have kartagener 
 
Kartagener (subset of primary ciliary dyskinesia)- 
●      Bronchiectasis
●      Chronic sinusitis
●      Situs inversus
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