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050.
The major purpose of randomization in a clinical trails is to:


1.
Facilitate double blinding


2.
Help ensure the study subjects are representative of general population


3.
Ensure the groups are comparable on base line characteristics


4.
Reduce selection bias in allocation to treatment

Answer

3.
Ensure the groups are comparable on base line characteristics

Reference

Park 18th Edition Page 76
Wolff N. Randomised trials of socially complex interventions: promise or peril? Journal of Health Services Research & Policy 6(2):123-126, 2001.

Pawson R and Tilley N. Realistic evaluation. Sage Publications, London, 1997.

Black N, Brazier J, Fitzpatrick R and Reeves B (eds).
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Discussion

Analytic study designs can be divided into two groups; experimental and observational.

· EXPERIMENTAL

· Randomised controlled trial

· OBSERVATIONAL

· Cohort

· Case-control

· Cross-sectional

In experimental studies, the assignment of individuals to an intervention or treatment is under the control of the investigator.

The randomised controlled trial (RCT)

The RCT is considered the “gold standard” of study designs. It consists of two major components:

(a) A control group, which makes sure that any outcome effects in the intervention group not due to the intervention can be measured and adjusted for;
(b) Random assignment of participants to the treatment and control groups, which makes sure that bias is minimised, and potentially confounding variables are distributed evenly across the two groups.

(c) A third component often considered is blinding, which makes sure that neither the participant nor the researcher knows which group the participant has been assigned to.

A trial with good internal validity is one in which any effect seen can be attributed to the intervention. A trial with good external validity is one in which the results can be readily generalised to the target population. RCTs, by their design, are ensured good internal validity, but are often lacking in external validity due to the strictly defined

inclusion and exclusion criteria.

The intervention 
In socially complex interventions, the intervention is often not explicitly defined and is often changed during the trial. Unlike clinical trials of new drugs, clients are offered a range of interventions which they might or might not be able to or want to use, depending on, for example, their entrenched habits, level of risk, and capacity for learning.

Randomisation

Randomisation is the heart of the trial. It will give the greatest confidence that the groups are comparable so tht like can be compared with like. Ideally, each subject should be assigned at random to intervention or control group. In socially complex interventions, especially those involving General Practice, it is neither feasible nor practical to have one GP look after both control and intervention clients. In fact there are often circumstances in which randomisation is unnecessary, unsuitable, misleading or impossible. In these circumstances non-randomised observational studies can have a vital role in providing evidence for the effectiveness of the intervention, as long as careful statistical analysis is undertaken.

Benefits of Randomised Controlled Trials

· Strong level of evidence

· Can relate effects to causes

· Good internal validity

· Randomisation, control group and blinding reduces the risk of bias and confounding

Drawbacks of Randomised Controlled Trials

· Randomisation to treatment/exposure may not always be possible or ethical, for example, in a study of smoking and lung cancer, an investigator could not ethically ask a group of subjects to smoke

· Socially complex interventions are not ideally suited to the RCT design, as several of the criteria needed to ensure validity, reliability and generalisability are not found in such trials.

· May have limited external validity 

Hierarchy of evidence

Generally speaking, RCTs are considered to provide stronger evidence than cohort studies, which themselves provide stronger evidence than case-control studies. However, the hierarchy of evidence is merely a convenient rule of thumb that, all other things being equal, RCTs are more able to attribute effects to causes. In fact high quality RCTs and high quality observational studies often produce similar results.

Explanation

Randomisation is an attempt to eliminate “bias” and allow for comparability

Comments

· In observational studies, the investigator follows or observes participants, but cannot assign them to an intervention. Observational studies provide weaker quantitative evidence than do experimental studies because of the potential for confounding to be present.
Tips

· Cohort studies (also called prospective or longitudinal studies)

· In a cohort study a group of people are divided into those exposed or not exposed to a particular risk factor or intervention, and followed up over time. The proportion of the exposed group who develop a disease or outcome is then compared with the proportion in the unexposed group. Cohort studies are susceptible to bias by differential loss to follow-up.

· Case-control studies

· In this type of study, a group of people with a particular disease (cases) is matched with a group of people without the disease (controls). Their background history is then examined to determine the proportion of cases who, in the past, had been exposed to a risk factor, compared with the proportion of controls who had been exposed. These studies are particularly useful for rare conditions or for risk factors with long induction periods. Case-control studies are prone to recall bias, and often the choice of control group is problematical.

· Cross-sectional studies

· These are descriptive studies (surveys), which examine the relationship between diseases and other risk factors at one point in time in a defined population. Cross-sectional studies lack any information on timing of exposure and outcome relationships.

051.
The purpose of double blinding in clinical trials is to:


1.
Achieve comparability between study and control groups


2.
Avoid observer bias


3.
Avoid subject bias


4.
Avoid observer and subject bias

Answer


4.
Avoid observer and subject bias

Reference

Park 18th Edition Page 77
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Discussion

Bias may arise from errors of assessment of the outcome due to human element. These may be from three soruces – the participant, the observer and the interpretor. Randomisation cannot guard against these sorts of bias, nor the size of the sample. In order to reduce these problems, a technique known as “blinding” is adopted, which will ensure that the outcome is assessed objectively
Explanation

Blinding can be done is three ways

1. Single Blinding - 
2. Double Blinding

3. Triple Blinding

Comments
Trials can be Open trial or Blind Trial

Open trial: In an open trial, the researcher knows the full details of the treatment and so does the patient. These trials are open to challenge for bias, and they do nothing to reduce the placebo effect. However, sometimes they are unavoidable, particularly in relation to surgical techniques, where it may not be possible or ethical to hide from the patient which treatment he or she received.
	Open Trial 
	Participant aware
	Possibility of Subject Bias

	Single Blind Trial
	Participant not aware whether he belongs to the study group or control group
	Eliminates Subject Bias, but possibility of Observer Bias and Evaluation Bias

	Double Blind Trial
	Participant (patient) is not aware whether he belongs to the study group or control group

And

Observer (doctor) also is not aware whether he belongs to the study group or control group

And

 
	Eliminates Subject Bias and also observer Bias, but possibility of Evaluation Bias

	Triple Blind Trial
	Participant (patient) is not aware whether he belongs to the study group or control group

And

Observer (doctor) also is not aware whether he belongs to the study group or control group

And

Interpretor (epidemiologist) too is not aware whether he belongs to the study group or control group
	Eliminates Subject Bias, observer Bias and also Evaluation Bias

	
	
	


Tips

Other types of Bias include
1. Recall Bias

2. Sampling Bias

3. Selection Bias 

052.
When a drug is evaluated for its usefulness in controlled conditions, it is termed as a trial signifying:


1.
Efficacy


2.
Effectiveness


3.
Efficiency


4.
Effect modification

Answer


1.
Efficacy

Reference

Sabiston 15th Edition Chapter 3 - A BRIEF HISTORY OF OUTCOMES RESEARCH

Quality

Reader

Status

Repeat

QTDF

Statistics Books
Discussion

Efficacy can be defined as
· The capacity or power to produce a desired effect; "concern about the safety and efficacy of the vaccine"

· In general, efficacy is the ability to produce an effect, usually a specifically desired effect. For example, an efficacious vaccine has the ability to prevent or cure a specific illness. In medicine a distinction is often drawn between 'efficacy' and 'effectiveness'. Whereas efficacy may be shown in clinical trials, effectiveness is demonstrated in practice. The concept of 'self-efficacy' is an important one in the self-management of chronic diseases.

·  (Of a drug or treatment). The maximum ability of a drug or treatment to produce a result regardless of dosage. A drug passes efficacy trials if it is effective at the dose tested and against the illness for which it is prescribed. 

· The effectiveness or ability of a drug to control or cure an illness.

Explanation

1. Efficacy is finding how well the intervention works under IDEAL Conditions or controlled conditions
2. Effectiveness is finding out how well the intervention works under practical conditions

3. Efficiency is finding out how well the resources are used

4. Effect modification describes the change due to the cause (intervention)

Comments

If you are confused between Efficacy and effectiveness, let me give an example.
· Drain all the petrol from you bike. Note the odometer reading. Just add 100ml. Drive at a constant speed of 40 kilometres per hour in a highway. Note the reading when the petrol has been exhausted. Now look at the kilometers covered. If you multiply this my 10, then you will know the mileage of the vehicle per litre “under test conditions”. This is what they advertise prominently and this is Efficacy

· Now when you put in a litre of petrol and drive from your home to hospital in the streets, you will find that the vehicle does not “give” the mileage advertised, because you use the vehicle under “practical conditions”. This is effectiveness.
Tips

Efficiency is how well you use the petrol (That is by avoiding rash driving, maintaining constant pressure in tyres, regular servicing) given to you
053.
Which of the following is most strongly associated with coronary heart disease?


1.
Apolipoproteins


2.
VLDL


3.
HDL


4.
Total liproproteins

Answer


1.
Apolipoproteins

Reference

Park 18th Edition Page 290
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Discussion

Recent evidences suggest that levels of plasma apolipoprotein A1 (the major HDL protein) and apolipoprotein B (the major LDL protein) are better predictors of CHD than HDL cholesterol and LDL Cholesterol respectively.
Explanation

Measurement of apolipoproteins may replace lipoprotein cholesterol determination in assessing the risk of CHD
Comments

Apoprotein(a), a large glycoprotein that shares a high degree of sequence homology with plasminogen, is made by hepatocytes and is secreted into plasma where it forms a covalent linkage with the apo B100 of LDL to form lipoprotein(a). The physiologic role of lipoprotein(a) is not known, but elevated levels are associated with an increased risk for atherosclerosis

Tips

Lp(a) (often pronounced "lipoprotein little a" to distinguish it from apolipoprotein AI and others found in HDL) provides a potential link between hemostasis and blood lipids. The Lp(a) particle consists of an apoprotein (a) molecule bound by a sulfhydryl link to the apolipoprotein B moiety of a LDL particle. Apoprotein (a) has homology with plasminogen and may inhibit fibrinolysis by competing with plasminogen. Other risk factors for atherosclerosis related to blood clotting include elevated levels of fibrinogen or of the inhibitor of fibrinolysis, plasminogen-activator inhibitor (PAI) 1. 

054.
The extra energy allowances needed per day during pregnancy is:


1.
150 KCals


2.
200 KCals


3.
300 KCals


4.
550 KCals

Answer


3.
300 KCals

Reference

Park 18th Edition Page 459
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Discussion

Recommended energy intake in kcal/day is
· For man : 2900

· For woman : 2200

· For Pregnant woman : 2500

· For lactating woman (till 6th month): 2750

Explanation

The extra energy needed per day is 300 kcals
Comments

The recommended protein intake (in gms/day) are
· For man : 60

· For woman : 50

· For Pregnant woman : 65

· For lactating woman (till 6th month) : 75

Tips

The fat intake (in gms/day) needed is
· For man and woman : 20

· For Pregnant woman : 30

· For lactating woman (till 6th month) : 45

055.
Physical quality of life index is measured by all except:

1.
Infant mortality


2.
Life expectancy at age one


3.
Literacy


4.
Per capita income

Answer

4.
Per capita income

Reference

Park 18th Edition Page 16
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Discussion

The important concept of quality of life is difficult to define and even more difficult to measure. Various attempts have been made to reach one composite index from a number of health indicators. The Physical Quality of Life Index is one such Index.
Explanation

The Physical Quality of Life Index (PQLI) consolidates three indicators, namely, Infant mortality, Life Expectation at Age One and Literacy. These three components measure the results rather than the inputs. As such they lend themselves to national and international comparison
Comments

It may be mentioned that PQLI has not taken per capita GNP (Gross national Product) into consideration, showing thereby that “money is not everything”
Tips

Human Development Index (HDI) is defined as “a composite index combining indicators representing three dimensions 

· longevity (life expectancy at birth)
· knowledge (adult literacy rate and mean years of schooling)

· Income (real GDP per capita in purchasing power parity in US Dollars)

The concept of HDI reflects achievements in the most basic human capabilities
1. Leading a long life

2. Being knowledgable

3. Enjoying a decent standard of living

056.
All the statements are true about standardization except:

1.
Standardization allows comparison to be made between two different populations


2.
The national population is always taken as the standard population


3.
For Direct Standardization, age specific rates of the study population are applied to that of the standard population


4.
For Indirect Standardization, age specific rates of the standard population are applied to that of the study population

Answer


2.
The national population is always taken as the standard population

Reference

Park 18th Edition Pages 53, 54
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If we want to compare the death rate of two populations, with different age-compositions, the crude death rate is not the right yardstick. This is because, rates are only comparable if the populations upon which they are based are comparable. And it is cumbersome to use a series of age specific death rates. The answer is “age adjustment” or “age standardization,” which removes the confounding effect of different age structures and yields a single standardized or adjusted rate, by which the mortality experience can be compared directly
Explanation


1.
Standardization allows comparison to be made between two different populations


2.
A standard population is defined as one for which the number is each age and sex group are known.

3.
For Direct Standardization, age specific rates of the study population are applied to that of the standard population


4.
For Indirect Standardization, age specific rates of the standard population are applied to that of the study population

Comments

Other methods of standardization are
1. by using the Life Table

2. Regression techniques

3. Multivariate analysis

Tips

In statistics, a standard score (z) is a dimensionless quantity derived by subtracting the population mean from an individual (raw) score and then dividing the difference by the population standard deviation:

The Standard score, which is also commonly known as the z-score, is not the same as, but is sometimes confused with, the Z-Factor used in the analysis of high-throughput screening data.

Knowing the true σ of a population is often unrealistic except in cases such as standardized testing in which the entire population is known. In cases where it is impossible to measure every member of a population, the standard deviation may be estimated using a random sample.

057.
All the following are true in a randomized control trial (RCT) except:

1.
Baseline characteristics of intervention and control groups should be similar


2.
Investigator’s bias is minimized by double blinding


3.
The sample size required depends on the hypothesis


4.
The drop-outs from the trial should be excluded from he analysis.

Answer


3.
The sample size required depends on the hypothesis

Reference

Park 18th Edition Page 76
Mahajan
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A randomized controlled trial (RCT) is a form of clinical trial, or scientific procedure used in the testing of the efficacy of medicines or medical procedures. It is widely considered the most reliable form of scientific evidence because it is the best known design for eliminating the variety of biases that regularly compromise the validity of medical research.
Explanation


1.
Baseline characteristics of intervention and control groups should be similar and that is obtained by Randomization

2.
Investigator’s bias is minimized by double blinding (Please see question 51 in this paper)

3.
The sample size does not require depends on the hypothesis. There are studies that advocate that a larger sample size is needed (as a general rule) for more specific results, but there is no rule that makes the sample size dependant on the hypothesis. [For more details, please consult Statistical Power, Sample Size, and Their Reporting in Randomized Controlled Trials published in JAMA. 1994;272:122-124 authored by David Moher, MSc; Corinne S. Dulberg, PhD, MPH; George A. Wells, PhD

4.
The drop-outs from the trial should be excluded from the analysis.

Comments

A major difficulty in dealing with trial results comes from commercial, political and/or academic pressure. Most trials are expensive to run, and will be the result of significant previous research, which is itself not cheap. There may be a political issue at stake (compare MMR vaccine) or vested interests (compare homeopathy). In such cases there is great pressure to interpret results in a way which suits the viewer, and great care must be taken by researchers to maintain emphasis on clinical facts.

Tips

Most studies start with a 'null hypothesis' which is being tested (usually along the lines of 'Our new treatment x cures as many patients as existing treatment y') and an alternative hypothesis ('x cures more patients than y'). The analysis at the end will give a statistical likelihood, based on the facts, of whether the null hypothesis can be safely rejected (saying that the new treatment does, in fact, result in more cures). Nevertheless this is only a statistical likelihood, so false negatives and false positives are possible. These are generally set an acceptable level (e.g., 1% chance that it was a false result). However, this risk is cumulative, so if 200 trials are done (often the case for contentious matters) about 2 will show contrary results. There is a tendency for these two to be seized on by those who need that proof for their point of view.
058.
Pre-treatment evaluation for Lithium therapy should include:


1.
Fasting blood sugar


2.
Serum creatinine


3.
Liver function tests


4.
Platelet count

Answer


2.
Serum creatinine

Reference

Katzung 9th EditionPage 478
Harrison 16th Edition Page 1703
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Lithium carbonate is the mainstay of treatment in bipolar disorder, although sodium valproate is equally effective in acute mania. Carbamazepine is also efficacious. The response rate to lithium carbonate is 70 to 80% in acute mania, with beneficial effects appearing in 1 to 2 weeks. Lithium also has a prophylactic effect in prevention of recurrent mania, and, to a lesser extent, in the prevention of recurrent depression. A simple cation, lithium is rapidly absorbed from the gastrointestinal tract and remains unbound to plasma or tissue proteins. Some 95% of a given dose is excreted unchanged through the kidneys within 24 h.

Explanation

In the treatment of acute mania, lithium is initiated at 300 mg bid or tid, and the dose is then increased by 300 mg every 2 to 3 days to achieve blood levels of 0.8 to 1.2 meq/L. Before initiating treatment the physician should obtain baseline measures of 
· electrolytes, 
· creatinine, 
· thyroid function, and 
· a complete blood count (CBC).
Comments

Though this question should come in Psychiatry, Pharmacology or Medicine, I have arranged this question here. This is to maintain the same order the question was asked in the original question paper
Tips

Because the therapeutic effect of lithium may not appear until 7 to 10 days of treatment, adjunctive usage of lorazepam (1 to 2 mg every 4 h) or clonazepam (0.5 to 1 mg every 4 h) may be beneficial to control agitation. Antipsychotics are indicated in patients with severe agitation who respond only partially to benzodiazepines. These agents should be discontinued in the transition to maintenance lithium therapy. Patients using lithium should be monitored closely, since the blood levels required to achieve a therapeutic benefit are close to those associated with neurotoxicity. Risk factors for neurotoxicity include concomitant medical illness, decrease in salt intake, or concurrent use of medications that may increase the serum level of lithium (neuroleptics, diuretics, and calcium channel blockers). Once stabilization is achieved, the lithium level can be monitored on a bimonthly basis, and thyroid and renal functions on a biannual basis, or more frequently if clinical change occurs.
059.
According to the World Health Report 2000, India’s health expenditure is:


1.
4.8% of G.D.P.


2.
5.2% of G.D.P.


3.
6.8% of G.D.P.


4.
7% of G.D.P.

Answer


2.
5.2% of G.D.P.

Reference

WHO report Page 192 Annex Table 8
http://www.who.int/whr/2000/en/whr00_annex_en.pdf
http://www.expresshealthcaremgmt.com/20020815/hospi6.shtml 
http://economictimes.indiatimes.com/corppiramalshow/968767.cms 
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Discussion
National health accounts are designed to be a policy relevant, comprehensive, consistent, timely and standardized instrument that traces the levels and trends of consumption of medical goods and services (the expenditure approach), the value-added created by service and manufacturing industries producing these commodities (the production approach) and the incomes generated by this process as well as the taxes, mandatory contributions, premiums and direct payments that fund the system (the financial approach). The current developmental stage of WHO national health accounts leans more towards a measurement

of the financing flows.
Health care finance is divided into public and private flows. For public expenditure, the source most frequently used was Table B on expenditure by function published by the IMF in Government finance statistics yearbook. This rests on a body of exacting rules (not always strictly applied by the respondent countries) and deals in most cases only with central government expenditure. IMF and national sources have been used as far as possible to complement the central government data. United Nations National accounts  and consistent domestic sources have also been used. OECD Health data has supplied much of the information for the 29 OECD Member countries. Private expenditure on health has been estimated from United Nations and OECD National accounts and from the ratio of medical care to total consumption as derived from household surveys, that ratio being applied to total private consumption. This concerns mainly out-of-pocket spending. Private insurance premiums, mandated employer health programmes, expenditure by non-profit institutions serving mainly households and, less frequently, private investment have been obtained from national sources. National health accounts prepared by a number of countries have been used to the extent that they were accessible. 
Explanation

	Member State
	HEALTH EXPENDITURE (%)
	PER CAPITA HEALTH EXPENDITURE (US$)

	
	Total Expenditure on health as percentage of GDP
	Public Expenditure as % total expenditure on health
	Private Expenditure as % total expenditure
	Out-of-pocket Expenditure as % total expenditure on health
	Tax-funded and other public Expenditure as % public expenditure on health
	Social Security Expenditure as % public expenditure on health
	Public Expenditure on health  as % of total public expenditure
	Total expenditure at official expenditure rate
	Out-of-pocket expenditure at official expenditure rate
	Total expenditure in international dollars
	Public expenditure in international dollars
	Out-of-pocket expenditure in international dollars

	India
	5.2
	13.0
	87.0
	84.6
	100
	…
	3.9
	23
	19
	84
	11
	71


Comments

You are not supposed to worry if you don’t know the answer for these questions
Tips

Definitions of GDP (Gross Domestic Product):

· GDP is the total value of goods and services produced by a nation.

· Gross Domestic Product is a measure of the total economic activity occurring in the UK. It can be measured in three ways: Production Measures the Gross Domestic Product as the sum of all the Value Added by all activities which produce goods and services.. Income (GDP(I)) Measures the Gross Domestic Product as the total of incomes earned from the production of goods and services. ...

· This entry gives the gross domestic product (GDP) or value of all final goods and services produced within a nation in a given year. GDP dollar estimates in the Factbook are derived from purchasing power parity (PPP) calculations. See the note on GDP methodology for more information.

· Total annual value of goods and services produced by a country.
060.
The premium of the “Community based Universal Health Insurance Scheme” launched during 2003-04 ranges from

1.
Rs.1 per day poor and individual to Rs.2 per day for a family of seven

2.
Rs.1 per day poor and individual to Rs.3 per day for a family of seven

3.
Rs.2 per day poor and individual to Rs.2 per day for a family of seven

4.
Rs.1 per day poor and individual to Rs.7 per day for a family of seven

Answer

1.
Rs.1 per day poor and individual to Rs.2 per day for a family of seven

Reference

http://www.niacl.com/social-universal.html 
The New India Assurance 
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Discussion and Explanation
Salient features of the Universal Health Insurance Scheme are given below
Benefits

· Medical Reimbursement
· The policy provides reimbursement of hospitalisation expenses upto Rs.30,000/- to an individual /family subject to the following sublimits:

· (i) Room, Boarding expenses upto Rs.150/- per day

· (ii) If admitted in ICU upto Rs.300/- per day

· Surgeon, Anaesthetist, Consultant, specialists fees, Nursing expenses upto Rs.4,500/- per illness/ injury

· Anaesthesia, Blood, Oxygen, OT charges, Medicines, Diagnostic material & X-Ray, Dialysis, Radiotherapy, Chemotherapy, Cost of pacemaker, Artificial limb, etc upto Rs. 4,500/- per illness/ injury

· Total expenses incurred for any one illness upto Rs. 15,000/-

· Personal Accident Cover
· Coverage for Death of the Earning Head of the family (as named in the schedule) due to accident: Rs. 25,000/-.

· Disability Cover
· If the earning head of the family is hospitalized due to an accident / illness a compensation of Rs.50/- per day will be paid per day of hospitalization up to a maximum of 15 days after a waiting period of 3 days.

· For purpose of this policy HOSPITAL means:
· Any Hospital/ Nursing home registered with the local authorities and under the supervision of a registered and qualified Medical practitioner. 

· Hospital/ Nursing Home run by Government. 

· Enlisted hospitals run by NGOS / Trusts / selected private hospitals with fixed schedule of charges. 

· It should have minimum 15 beds (10 in case of class 'C' cities having a population lest than 5 lakhs) with fully equipped OT, fully qualified nursing staff round the clock and fully qualified doctor should be in charge round the clock. 

· Hospitalization should be for a minimum period of 24 hrs. However this time limit is not applied to some specific treatments and also where due to technological advancement hospitalization for 24 hrs may not be required. 

Premium

· For an individual

· Rs. 1.00 per day

· Rs. 365/- per annum

· For a family upto 5 (including the first3 children)

· Rs. 1.00 per day

· Rs. 548/- per annum

· For a family upto 7 (including the first 3 children and dependent parents)

· Rs. 2.00 per day

· Rs. 730/- per annum

Premium Subsidy For BPL Families
· For families below the poverty line the Government will provide a premium subsidy of Rs.100/- per family.

Main Exclusions

· All pre-existing diseases. 

· All diseases contracted during the first 30 days from the Commencement date of the policy Provided that in the opinion of the panel doctor/s the insured person could not have known about the existence of disease or its symptoms at the time of making the proposal AND had not taken any consultation, treatment for the disease prior to taking the insurance. 

· Some of the diseases such as Cataract, Benign Prismatic Hypertrophy, Hysterectomy, hernia, Hydrocele, Fistula in anus, piles, sinusitis, Congenital internal disease are not covered in the first year of the policy. 

· Corrective, cosmetic or aesthetic dental surgery or treatment. 

· Cost of spectacles, contact lens and hearing aid. 

· Vaccination, inoculation, change of life or cosmetic treatment or surgery HIV, AIDS, Sterility, Venereal Disease, Intentional Self injury, use of Intoxicating Drugs/ Alcohol. 

· Primarily diagnostic expenses not related to sickness/ injury. 

· Treatment for Pregnancy, Childbirth, Miscarriage, abortion etc. 

Claim Settlement

· Claim settlement to be done through TPAS mentioned in the schedule or by the insurance company. To be made cashless as far as possible through listed hospitals.
Other Features

· Any One Illness

· Will be deemed to mean continuous period of illness and it includes relapse within 60 days from the date of last consultation with the hospital.

· Age Limitations
· This Policy covers people between the age of 3 months to 65 years.

· Family
· Means earning head, spouse and up to maximum of three dependent children. Dependent parents can also be included.

· Floater Basis
· The benefit of family will operate on floater basis i.e. the total reimbursement of Rs.30,000/- can be availed of individually or collectively by members of the family.

Comments

Policy details given are indicative, not exhaustive. Please contact your nearest NIA office (www.niacl.com) for further details.

Tips

This scheme is also being offered by Oriental Insurance Company Ltd http://orientalinsurance.nic.in/
061.
In which of the following year the Transplantation of Human Organs Act was passed by Government of India?


1.
1994


2.
1996


3.
2000


4.
2002

Answer

1. 1994

Reference

The Act itself
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Discussion

THE TRANSPLANTATION OF HUMAN ORGANS ACT, 1994

(Central Act 42 0f 1994)

· Bill No. LIX-F of 1992

· THE TRANSPLANTATION OF HUMAN ORGANS BILL, 1994    

· As Passed by the Houses of Parliament 

· Rajya Sabha on 5th May, 1993)

· Lok Sabha on 14th June 1994 

· Amendments made by the Lok Sabha

· Agreed to by the Rajya Sabha on 15th June 1994)  

· Assented to on 8-7-1994 Act No. 42 of 1994   

Explanation

Self Explanatory

Comments

This fact is also given in our text books. So this is not exactly “out of syllabus”

Tips

Legal Information is also available with our affiliate sites like www.mcqsonline.com www.nellaimedicos.com and www.penandscale.com 

062.
Indian (economic) real GDP growth for the year 2003 is:


1.
6.0


2.
6.5


3.
7.8


4.
10.5

Answer


3.
7.8

Reference

Business Line, Financial Daily from THE HINDU group of publications, Wednesday, Apr 27, 2005

http://www.thehindubusinessline.com/bline/2005/04/27/stories/2005042701600700.htm
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Discussion

Reviewing India's growth story in 2004, the survey said GDP growth in India decelerated from 8.5 per cent in 2003 to 6.9 per cent last year, owing in large part to the slow growth in agricultural value added, caused by insipid monsoon. But, industrial growth accelerated from 6.6 per cent in 2003 to 7.8 per cent in 2004, owing to stronger private consumption and investment, as well as more rapid export growth.
Explanation

Different values are given by different sources
Comments

The reason I have choosen 7.8 is
1. Authenticity of “The Hindu” compared to lesser known web sites

2. Of many sources I referred, this was a source, in which the exact value (of one of the choices) 7.8 is given. Other web sites talk about 6.9, 8.3 etc

3. Other sources
· http://www.economywatch.com/indianeconomy/india-at-a-glance.html 

· http://www.economywatch.com/indianeconomy/indian-economy-overview.html 

· http://www.economywatch.com/monetary-developments.html 

· http://www.tdctrade.com/mktprof/asia/mpind.htm
Tips

The answer is open to discussion and only the Finance Minister or the Prime Minister can give the correct answer 
