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Question 36

Equal Interview Time Eliminates

a. Berkesonian bias 

b. Recall bias 

c. Selection bias 

d. Interviewer’s Bias

Answer

d. Interviewers’ Bias

Reference

Park 18th Edition Page 67

QTDF

Park

Quality

Reader

Status

Repeat 

Discussion

Interviewer bias is the intentional or unintentional prompting by a marketing researcher, which affects the interviewee's response during oral surveys (e.g. personal, face-to-face or telephone interviews). This may lead to distorted results caused for example through (over-) politeness, social acceptability or conflict avoidance. 

Explanation

Bias may also occur when interviewer knows the hypothesis and also knows who the cases are. This prior information may lead him to question the cases more thoroughly than controls regarding a positive history of the suspected causal factor. A useful check on this kind of bias can be made by noting the length of time taken to interview the average case and average control. 

Comments

In statistics, the term bias is used for describing several different concepts:

· A biased sample is one in which some members of the population are more likely to be included than others.

· The bias of an estimator is the difference between an estimator's expectation and the true value of the parameter being estimated.

· Systematic bias and systemic bias are external influences that may affect the accuracy of statistical measurements.

Tips

Interviewers bias can also be eliminated by double blinding

Question 37

KAP studies were initially used for 

a. HIV 

b. Family Planning

c. Malaria 

d. Cancer Cervix

Answer

b. Family Planning

References 

Park 18th page 358-359.

Specific References are given along with the Discussion
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Discussion and Explanation – KAP Studies on Family Planning

· Family Planning Program in India: An Evaluation : 

· Roy C. Treadway, Jacqueline E. Forrest : 

· Studies in Family Planning, Vol. 4, No. 6 (Jun., 1973), pp. 149-156

· doi:10.2307/1964798

· The KAP study was done in 1968

· Title: Family planning program in India: an evaluation.

· POPLINE Document Number: 731143

· Author(s): Treadway RC, Forrest JE

· Source citation: Studies in Family Planning, June 1973;4(6):149-156. 

· Abstract: In 1968 and 1969 the Program Evaluation Organisation of the Planning Commission of India evaluated the Indian family planning program by conducting 2 separate studies. The first (September-December, 1968) consisted of 2 parts: 1) a sample of 69 rural clinics in 16 states and 1 Union Territory to study program accomplishments; 2) a sample of 6949 males (including 944 local leaders) to analyze knowledge, attitudes, and practice. Acceptance of contraceptive methods was analyzed in the second study (March-May 1969) which involved 5708 acceptors (3268 from villages, 854 from urban areas and 1586 from cities). The condom was the most widely used method (12 couples per 1000 population) followed by vasectomy (6.6 couples per 1000 population) and the IUD (5.6 couples per 1000 population). Awareness of methods in villages was most strongly influenced by the number of visits made by the family planning staff; the proportion of the population accepting a method was most strongly correlated with the holding of group meetings. Acceptance was also influenced by the availability and quality of facilities as evidenced by the higher acceptance rates in cities compared to towns and rural areas. Of the males interviewed, 49% of the general respondents and 31% of the local leaders wanted more children; these proportions decreased as the number of living sons increased. Local leaders favored longer spacing intervals. 77% of the general sample knew where to find family planning services compared to 93% of the leaders; those knowing about some method of contraception were 76% and 91% respectively. Vasectomy was the best known method (mentioned by 87% of the general respondents and 93% of the local leaders) followed by the IUD, condom, and tubectomy. Only 11% of the general respondents were using a method and only 21% of the local leaders were. Sterilization was generally favored but few supported its use before the third child. Abortion, still illegal at the time of the study, was approved by 1/8 of the general respondents and by 1/3 of the local leaders, mostly to avoid risk to mother's life. Of the acceptors (2882 vasectomy, 451 tubectomy, 2375 IUD) 2/3 were practicing family limitation. Rural acceptors were generally older and of higher parity than urban or city women. The family planning staff was an important source of information and influence on the particular method selected. Friends were more important in cities as a source of influence. Security and ease of pregnancy prevention were the reasons for adoption most often cited (by 54%, 69%, and 75% of the IUD, tubectomy and vasectomy acceptors respectively). To reach India's goal of a crude birth rate of 25 per 1000 by 1979, innovative programs may be required in addition to the continuation of present efforts.

Comments & Tips : 

Other early studies on Family Planning

· INDIA: UN Mission Evaluation of the Family Planning Program 

· Emil Sady, Basilio Aromin, William Seltzer, C. E. Gurr, Y. V. Lakshmana Rao

· Studies in Family Planning, Vol. 1, No. 56 (Aug., 1970), pp. 4-18

· doi:10.2307/1965084

· Do incentives matter? – Evaluation of a family planning program in India

· Authors: Sunil T.S.; Pillai V.K.; Pandey A.

· Source: Population Research and Policy Review, Volume 18, Number 6, December 1999 , pp. 563-577(15)

· Publisher: Springer

· Abstract: Indian Family Planning programs in the past have introduced a number of approaches such as providing monetary benefits, and motivational programs to improve contraceptive use among rural illiterate women. Under the Ammanpettai family welfare program, the Melatur PHC administered three program types involving a combination of monetary and motivational approaches to improve contraceptive use in three treatment areas. The program was introduced during January 1989 and was simultaneously discontinued after a period of two years. The present evaluation was conducted in 1994. Data from a random sample of 933 non-sterilized women at the time of social survey using a questionnaire approach is used in this study. The implementation of incentive programs in a socio-economically homogenous population has resulted in an increase in the likelihood of current of contraceptive use. The results of this study suggest that motivational programs are more likely to improve long term use of temporary family planning methods than cash incentive programs. One implication of our finding is that motivational programs should provide peer based family planning education and training in community work to contact persons who make door to door visits to promote family planning programs.

· Links for this article

· http://www.ingentaconnect.com/klu/popu/1999/00000018/00000006/00241362

· http://openurl.ingenta.com/content?genre=article&issn=0167-5923&volume=18&issue=6&spage

Question 38

Demarcation line in iceberg disease is between

a. Symptomatic & asymptomatic cases

b. Diagnosed & undiagnosed cases

c. Apparent & inapparent cases

d. Case and Carriers

Answer

c. Apparent & inapparent cases
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Discussion

A concept closely related to the spectrum of disease is the concept of the iceberg phenomenon of disease. According to this concept, disease in a community may be compared with an iceberg. The floating tip of the iceberg represents what the physician sees in the community. i.e clinical cases. The vast submerged portion of the iceberg represents the hidden mass of disease. ie latent, inapparent, presymtomatic and undiagnosed cases and carriers in the community. 

Explanation

The waterline represents the demarcation between the apparent and inapparent disease. 

Comments

Please note that at first look, this appears as a dummy question. But the answer is very clear if you refer Park.

Tips

The unknown morbidity (ie the submerged portion of the iceberg) far exceeds the known morbidity in diseases like Hypertension, Diabetes, Anemia, Malnutrition, Mental illness.

Question 39

Which of the following is not transmitted by soil / not found in Soil 

a. Coccidiodomycosis 

b. Tetanus

c. Brucella

d. Anthrax.

Answer

c. Brucella

Reference
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· Human disease may result from contaminated soil, due to unsanitary practices for disposal of excreta, improper or inadequate sewage treatment, or unfavourable climatic conditions. 

· Basically, the types of diseases emanating from soil contamination can be divided into three main categories. 

· Man-soil-man diseases result from contamination of soil by human excreta from which disease is contracted by either direct skin contact or consumption of food grown in such soil; examples include enteric bacteria and protozoa, and parasitic worms (helminths). 

· Animal-soil-man diseases result from contact with soil previously contaminated with excreta of animal carriers, cadavers, and any part of infected animal bodies. Among this latter category can be found anthrax, leptospirosis, and Q fever. 

· The third category of disease is a result of fertile climatic conditions inducing the proliferation of a pathogen from microorganisms growing in the soil. The mycoses, tetanus and botulism join this subdivision. 

Explanation

a. Coccidioidomycosis is transmitted by Soil (Harrison 15th Edition Chapter 222) 

b. Natural habitat of bacteria causing tetanus is soil and dust (Park 18th Page 249) 
c. Brucella are strict parasites of animals and may also infect humans (Ananthanarayanan 7th Edition Page 345)
d. Anthrax is transmitted by soil (Ananthanarayanan 7th Edition Page 241) 
Comments

C. immitis is a soil saprophyte found in certain arid regions of the United States, Mexico, Central America, and South America. Within the United States, most cases of infection with C. immitis are acquired in California, Arizona, and western Texas. A few cases are acquired by exposure to fomites from endemic areas (e.g., in cotton bales).

Infection in humans and animals results from inhalation of wind-borne arthrospores from soil sites. T

Tips

· Many of the diseases result from inadequate pretreatment of soil reused as fertilizer, or waste water reclaimed for irrigation purposes. Conventional sewage treatment processes cannot remove all the pathogenic organisms, although success of removal generally parallels removal rates for coliform organisms. 
Question 40

All are Zoonosis except 

a. Plague 

b. HIV 

c. JE

d. TB

Answer

b. HIV

Reference
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· A zoonosis is any infectious disease that is able to be transmitted (vectored) from other animals, both wild and domestic, to humans or from humans to animals (the latter is sometimes called reverse zoonosis).

· The word is derived from the Greek words zoon (animal) (IPA: zo'on) and nosos (disease). Many serious diseases fall under this category.

· The plural of zoonosis is zoonoses, from which an alternative singular zoonose is derived by back-formation.

· The simplest definition of a zoonosis is a disease that can be transmitted from other animals to humans. A slightly more technical definition is a disease that normally exists in other animals, but also infects humans.

Explanation

Self Explanatory

Comments

The term Zoononis has been further amplied as follows

1. Anthropozoonoses : Infection transmitted To Man From Vertebrate. For example

· Rabies

· Plagues

· Hydatid

· Anthrax

· Trichinosis

2. Zooanthroponoses : Infection transmitted To Vertebrates from Man. For example

· Human TB in Cattle

3. Amphixenoses: Maintained in both. For Example

· T.cruzi

· S.japonicum

Tips

· The emerging interdisciplinary field of conservation medicine, which integrates human and veterinary medicine, and environmental sciences, is largely concerned with zoonoses.

Question 41

Isolation not useful for all except 

a. Mumps 

b. Measles 

c. Hepatitis A 

d. Pneumonic plague  

Answer

d. Pneumonic Plague

Reference

Park 18th Edition Page 236

QTDF

Most Books

Quality

Reader

Status

Repeat

Discussion

Although most bubonic plague patients are non-infectious, isolation is recommended whenever possible. All patients with pneumonic plague including suspected cases should be isolated
Explanation

Self Explanatory

Comments

The Periods of isolation recommended for various diseases are

	Disease
	Duration of Isolation

	Chicken Pox
	Until all lesions are cured. 6 days after the onset of rash

	Measles
	From the onset of catarrhal stage through 3rd day of rash

	German Measles
	None, except that women in first trimester or sexually active, non-immune women in child bearing years not using contraceptive measures should not be exposed

	Cholera
	3 days after tetracyclines started

	Diphtheria
	Until 48 hours after treatment

	Shigellosis

Salmonellosis
	Until 3 consecutive negative stool cultures

	Hepatitis A
	3 weeks

	Influenza
	3 days after onset

	Polio
	2 weeks for adults 6 weeks for paediatric cases

	Tuberculosis Sputum Positive
	Until 3 weeks of effective chemotheraphy

	Herpes Zoster
	6 days after onset of rash

	Mumps
	Until swelling subsides

	Pertussis
	4 weeks or until paroxysms cease

	Meningococcal Meningitis
	Until the first 6 hours of effective antibiotic therapy

	Streptoccal Pharyngitis
	


Tips

Quarantine is voluntary or compulsory isolation, typically to contain the spread of something considered dangerous, often but not always disease. The word comes from the Italian (17th Century Venetian) language Italian quarantena, meaning forty day period.

Question 42

Which of the following is not true about Live Vaccines

a) Live vaccines are more potent than killed vaccine

b) Two live vaccines can be given simultaneously at different sites or with an interval of at least 3 weeks

c) Live vaccines are always given as a single dose 

d) Live vaccines must be properly stored

Answer

c. Live vaccines are always given as a single dose

Reference
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· A vaccine is an immunity booster to a certain disease. 

· The term derives from Edward Jenner's use of cowpox ("vacca" means cow in Latin), which, when administered to humans, provided them protection against smallpox, the work which Louis Pasteur and others carried on. 

· Vaccines are based on the concept of variolation originating in China, in which a person is deliberately infected with a weak form of smallpox. Jenner realized that milkmaids who had contact with cowpox did not get smallpox. 
· The process of distributing and administrating vaccines is referred to as vaccination. Since vaccination was much safer, smallpox inoculation fell into disuse and was eventually banned in England in 1848.

· The Differences between live and killed vaccines can be best précised as follows

	Characteristics 
	Attenuated Vaccine
	Killed Vaccine

	Vaccine Dose
	Low (organism replicates)
	High

	Antibody Persistence

(Immunity)
	Long
	Short

	Booster Needed
	Infrequently
	Frequently

	Revaccinations
	Possible
	None

	Latency
	Possible
	None

	Oncogenicity
	?
	None

	Administration to Immunodeficient patients
	??
	Usually given


Explanation

a) Live vaccines are more potent than killed vaccine

b) Two live vaccines can be given simultaneously at different sites or with an interval of at least 3 weeks

c) Live vaccines are generally given as a single dose with only few exceptions like polio

d) Live vaccines must be properly stored

Comments

· Vaccines can be 

· prophylactic (e.g. to prevent or ameliorate the effects of a future infection by any natural or "wild" pathogen), or 

· therapeutic (e.g. vaccines against cancer are also being investigated; see cancer vaccine).

· Toxoids are used in case of 

· Diphtheria

· Tetanus

· Cellular faction are used in cases of 

· Meningococcal Vaccine - Polysacchride antigen of cell wall

· Pnemococcal Vaccine - Polysacchride antigen of cell wall

· Hepatitis B vaccine - Polypeptide Antigen 

Tips

· Polyvalent vaccine are vaccines which have more than one strain of the same species

· Eg : Polio, Influenza

· It is not appropriate to call a combination vaccine as Bivalent

· The term Autogenous vaccine is used when the organism in the vaccine is obtained from the same patient

Question 43

Vaccine contraindicated in pregnancy is.. 

a. MMR 

b. Rabies 

c. Hep B 

d. None of the above

Answer

a. MMR

Reference

Park 18th Edition Page 129

QTDF

All Books

Quality

Spotter

Status

Repeat

Discussion

Pregnancy is considered a contraindication to rubella immunization, although data collected since 1971 suggest that vaccination within the first 3 months of conception poses little risk of congenital rubella syndrome. The recipients of the vaccine should be advised not to become pregnant over the next 3 months

Explanation

Self Explanatory

Comments

Rubella is caused by a pleomorphic, RNA-containing virus currently listed in the family Togaviridae, genus Rubivirus. The virus is usually isolated in tissue culture, and its presence is demonstrated by the ability of rubella-infected African green monkey kidney (AGMK) cells to resist challenge with enterovirus. During clinical illness the virus is present in nasopharyngeal secretions, blood, feces, and urine. Virus has been recovered from the nasopharynx 7 days before exanthem and 7{endash}–8 days after its disappearance. Patients with subclinical disease are also infectious.

Tips

Generally Live vaccines are contraindicated in pregnancy

Question 44

Which of the following is not a criteria for judging causality in non communicable diseases

a. Strength of Association

b. Dose Response Relationship

c. Specificity of the association

d. Lack of Temporal Association

Answer

3. Lack of Temporal Association

Reference
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Epidemiology is the branch of medical science that studies the incidence, distribution, cause, and control of disease in a population.  Although epidemiologists prefer to conduct strong experimental research when possible, often their research questions and variables do not lend themselves to experimental research. Perhaps the single most important individual in the development of research methods and analysis in Epidemiology is Sir Austin Bradford Hill (1897-1991). Bradford Hill developed a list

of criteria that continues to be used today. 

Explanation

The Bradford Hill Criteria

1. Strength of Association. The stronger the relationship between the independent variable and the dependent variable, the less likely it is that the relationship is due to an extraneous variable.

2. Temporality. It is logically necessary for a cause to precede an effect in time.

3. Consistency. Multiple observations, of an association, with different people under different circumstances and with different measurement instruments increase the credibility of a finding.

4. Theoretical Plausibility (Biological Plausibility). It is easier to accept an association as causal when there is a rational and theoretical basis for such a conclusion.

5. Coherence. A cause-and-effect interpretation for an association is clearest when it does not conflict with what is known about the variables under study and when there are no plausible competing theories or rival hypotheses. In other words, the association must be coherent with other knowledge.

6. Specificity in the causes. In the ideal situation, the effect has only one cause. In other words, showing that an outcome is best predicted by one primary factor adds credibility to a causal claim.

7. Dose Response Relationship. There should be a direct relationship between the risk factor (i.e., the independent variable) and people’s status on the disease variable (i.e., the dependent variable).

8. Experimental Evidence. Any related research that is based on experiments will make a causal inference more plausible.

9. Analogy. Sometimes a commonly accepted phenomenon in one area can be applied to another area.

Comments

The list given in Park lists only 6 factors as it is not the Hill Criteria, but application of Hill Criteria for Smoking and Lung Cancer

Tips

Bradford Hill's considerations were first published in 1965

Question 45

The completed family size is given by

a. Birth Rate

b. Death Rate

c. Total Fertility Rate

d. Age Specific Fertility Rate

Answer

c. Total Fertility Rate

Reference
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The total fertility rate (TFR, sometimes also called the fertility rate, period total fertility rate (PTFR) or total period fertility rate (TPFR)) of a population is the average number of children that would be born to a woman over her lifetime if she were to experience the exact current age-specific fertility rates (ASFRs) through her lifetime. It is obtained by summing the age-specific rates for a given time-point.

Explanation

While in Common parlance, family size refers to the total number of persons in a family, in demography, family size means the total number of children a woman has borne at a point in time. The completed family size includes the total number of children borne by a woman during here child bearing age, which is generally assumed to be between 15 and 45 years. The total fertility rate gives the approximate magnitude of completed family size.
Comments

The TFR (or TPFR) is a better index of fertility than the Crude birth rate (annual number of births per thousand population) because it is independent of the age structure of the population, but it is a poorer estimate of actual completed family size than the total cohort fertility rate, which is obtained by summing the age-specific fertility rates that actually applied to each cohort as they aged through time. In particular, the TFR does not necessarily predict how many children young women now will eventually have, as their fertility rates in years to come may change from those of older women now. However, the TFR is a reasonable summary of current fertility levels.

Tips

· The TFR is a synthetic rate, not something that is actually counted. It is not based on the fertility of any real group of women, since this would involve waiting until they had completed childbearing. Nor is it based on counting up the total number of children actually born over their lifetime, but instead is based on the age-specific fertility rates of women in their "child-bearing years," which in conventional international statistical usage is ages 15-44 or 15-49.

· The TFR is therefore a measure of the fertility of an imaginary woman who passes through her reproductive life subject to all the age-specific fertility rates for ages 15-49 that were recorded for a given population in a given year. The TFR represents the average number of children a woman would have were she to fast-forward through all her childbearing years in a single year, under all the age-specific fertility rates for that year. In other words, this rate is the number of children a woman would have if she was subject to prevailing fertility rates at all ages from a single given year, and survives throughout all her childbearing years.

· An alternative fertility measure is the net reproduction rate (NRR), which measures the number of daughters a woman would have in her lifetime if she were subject to prevailing age-specific fertility and mortality rates in the given year. When the NRR is exactly one then each generation of women is exactly reproducing itself. The NRR is less widely used than the TFR, and the United Nations stopped reporting NRR data for member nations after 1998. But the NRR is particularly relevant where the number of male babies born is very high. The gross reproduction rate (GRR), is the same as the NRR, except that - like the TFR - it ignores life expectancy.

Question 46

The most common cause of Maternal Mortality in India is

a. Obstetric haemorrhage 

b. Anemia 

c. Abortion / Septicemia 

d. Obstructed labour

Answer

a. Obstetric Hemorrhage

Reference
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· The major causes of maternal death in India in 1998 (as per the Annual Report 2001 to 2002 of the Ministry of Health and Family Welfare, Govt of India) are 

· Hemorrhage

- 29 %

· Anemia

- 19 %

· Sepsis


- 16 %

· Obstructed Labour
- 10 %

· Abortion

- 09 %

· Toxemia

- 08 %

· Others


- 09 %

Explanation

Self Explanatory

Comments

· Please note that Severe Bleeding causes 25 % (one fourth) of all maternal deaths world wide
Tips

Since time immemorial, Post Partum Hemorrhage had been such a dreaded disease. Even the emperor of India could not save his wife Arjuman Banu Beham from dying due to post partum hemorrhage after giving birth to her 14th child on 7th June 1631 at Ahmed Nagar. Hope you all recognize the Emperor ( ( 
Question 47

The WHO Definition of Low Vision

a. Visual acuity 6/60 to 3/60 in the better eye with best correction.

b. Visual acuity 6/60 to 6/18 in the better eye with best correction.

c. Visual acuity 6/18 to 3/60 in the better eye with best correction.

d. Visual acuity <3/60 in the better eye with available correction.

Answer

b. Visual acuity 6/60 to 6/18 in the better eye with best correction.

Reference:
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Definition Low Vision given by WHO is

· Visual Acuity in the better eye with best correction is less is 6/18 and equal or more than 6/60

Explanation

Self Explanatory

Comments

	Categories of Visual impairment (WHO)

	Categories
	Visual Acuity with best correction (better eye)

	
	Maximum vision (less than)
	Minimal vision (equal to or more than)

	Normal
	
	6/18 on Snellen Chart

	Low Vision
	1
	Low Vision
	6/18 on Snellen Chart
	6/60 on Snellen Chart

	
	2
	Economic Blindness
	6/60 on Snellen Chart
	3/60 on Snellen Chart

	Blindness
	3
	Social Blindness
	3/60 (finger counting at 3 metres)  or visual field constricted to less than 10o
	1/60 (finger counting at 1 metre)

	
	4
	Manifest Blindness
	1/60 (finger counting at 1 metre) or visual field constricted to less than 5o
	PL (light perception)

	
	5
	Absolute Blindness
	No Light Perception (No PL)
	


Tips

	Visual Impairment disability categories basedon its severity and proposed disability percentage (Government of India)

	Categories
	All with best correction
	Percentage impairment

	
	Better eye
	Worse eye
	

	Category 0
	6/9 -6/18
	6/24 – 6/36
	20 %

	Category I
	6/18-6/36
	6/60 to Nil
	40 %

	Category II
	6/60-4/60

or

Field of Vision 10o to 20o
	3/60 to nil
	75 %

	Category III
	3/60 to 1/60

or

Field of Vision less than 10o
	Finger counting at 1 feet to nil
	100 %

	Category IV
	Counting fingers a 1 feet to nil

or

Field of Vision less than 10o
	Counting fingers a 1 feet to nil

or

Field of Vision less than 10o
	100 %

	One eyed person
	6/6
	FC at 1 ft to Nil
	30 %


Question 48

Highest amount of Saturated fatty acids are seen in 

a. Soyabean oil 

b. Groundnut oil 

c. Palm oil 

d. Sunflower

Answer

c. Palm Oil

Reference
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	Fatty acid content of different Fat

	Fats
	Saturated Fatty Acids
	Mono-unsaturated fatty acids
	Polyunsaturated Fatty Acid

	Coconut Oil
	92
	06
	02

	Palm Oil
	46
	44
	10

	Cotton Seed Oil
	25
	25
	50

	Groundnut Oil
	19
	50
	31

	Safflower Oil
	10
	15
	75

	Sunflower Seed oil
	08
	27
	65

	Corn Oil
	08
	27
	65

	Soyabean Oil
	14
	24
	62

	Butter
	60
	37
	03

	Margarine
	25
	25
	50


Explanation

Self Explanatory

Comments

The most important essential fatty acid is linoleic acid
Tips

· Saponification value (or "saponification number", also referred to as "sap" in short) represents the number of milligrams of potassium hydroxide or sodium hydroxide required to saponify 1g of fat under the conditions specified. It is a measure of the average molecular weight (or chain length) of all the fatty acids present. As most of the mass of a fat/triester is in the 3 fatty acids, it allows for comparison of the average fatty acid chain length.

· If more moles of base are required to saponify N grams of fat then there are more moles of the fat the chain lengths are relatively small, given the following relation:

· Number of moles = mass of oil/relative atomic mass

Question 49

Which of the following is not true regarding Recommended Daily Allowance

a. Meets dietary requirements of all people 

b. Based on recommendation by group of experts 

c. Estimated Average Requirements (EAR), expected to satisfy the needs of 50% of the people in that age group.

d. Reference Daily Intake (RDI), the daily dietary intake level of a nutrient considered sufficient to meet the requirements of nearly all (97–98%) healthy individuals in each life-stage and gender group.

Answer

a. Meets dietary recommendation by a group of experts

Reference

Park 18th Edition Page 457
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The Dietary Reference Intake is a system of nutrition recommendations from the Institute of Medicine of the USA National Academy (IOM). The DRI system is used by both the United States and Canada. It is intended for the general public and health professionals. Applications include:

· Food labels in the United States and Canada

· Composition of diets for schools, prisons, hospitals or nursing homes

· Industries developing new food stuffs

· Healthcare policy makers and public health officials

In 1997, at the suggestion of the Institute of Medicine of the National Academy, the RDA became one part of a broader, more detailed set of dietary guidelines, called the Dietary Reference Intake.

· The Recommended Dietary Allowance (RDA) was developed during World War II by Lydia J. Roberts, Hazel K. Stiebeling and Helen S. Mitchell
· The final set of guidelines, called RDAs for Recommended Dietary Allowances, were accepted in 1941. 

· The allowances were meant to provide superior nutrition for civilians and military personnel, so they included a “margin of safety”. 

· The Food and Nutrition Board subsequently revised the RDAs every five to ten years. 

Explanation

a. Meets dietary requirements of all healthy people. It is important to emphasize that the recommendations intake of nutrients does not apply to sick people 

b. Based on recommendation by group of experts 

c. Estimated Average Requirements (EAR), expected to satisfy the needs of 50% of the people in that age group.

d. Reference Daily Intake (RDI), the daily dietary intake level of a nutrient considered sufficient to meet the requirements of nearly all (97–98%) healthy individuals in each life-stage and gender group.

Comments

The current Dietary Reference Intake recommendation is composed of:

· Estimated Average Requirements (EAR), expected to satisfy the needs of 50% of the people in that age group.

· Reference Daily Intake (RDI), the daily dietary intake level of a nutrient considered sufficient to meet the requirements of nearly all (97–98%) healthy individuals in each life-stage and gender group.

· Adequate Intake (AI), where no RDI has been established, but the amount established is somewhat less firmly believed to be adequate for everyone in the demographic group.

· Tolerable upper intake levels (UL), to caution against excessive intake of nutrients (like vitamin D) that can be harmful in large amounts.

The RDI is used to determine the Recommended Daily Value (RDV) which is printed on food labels in the U.S. and Canada.

Tips

In India, it is the Indian Council of Medical Research (ICMR) that sets up Nutrition Advisory Committees or Expert Groups and recommend the "Dietary Allowances" in respect of energy (Calories), proteins, fats, minerals, iron, vitamins etc. for various age groups within the population including special groups like infants, pregnant/nursing mothers, children etc. and at the same time recommend dietary allowance by activity groupings also. These Committees/Expert Group also recommend weighted average per capita requirements for the population of the country as a whole, to enable the policy-makers plan for production or procurement of the required quantities of various foodstuffs. The first Nutrition Advisory Committee of ICMR had made its recommendations way back in 1944. The recommendations have been reviewed, up-dated and amended ever since, generally at intervals of ten years. Such reviews and revised recommendations have been made in 1958, 1968, 1978, 1984 and 1990. The 1984 Recommendations had specially observed that "RDA (Recommended Dietary Allowance) for Indians are being revised and updated at intervals of about 10 years in view of the changes in our concept of human requirements of several nutrients as a result of studies carried out during the previous decade" (ICMR pub. 1984).

The most recent recommendations available are those made by the Expert Group of ICMR in 1990. 

Question 50

Soft tick transmits

a. Relapsing Fever 

b. KFD

c. Tick Typhus

d. Tularemia

Answer

a. Relapsing Fever

Reference

Park 18th Edition Page 574 
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The diseases transmitted by various insects are 

· Anopheles mosquito

· Malaria

· Filaria (not in India)

· Culex mosquito

· Bancroftian Filariasis

· Japanese Encephalitis

· West Nile fever

· Viral Arthritis (epidemic / polyarthritis)

· Aedes mosquito

· Yellow fever (not in India)

· Dengue

· Dengue Haemorrhagic fever

· Chikungunya fever

· Chikungunya haemorrhagic fever

· Rift Valley fever

· Filaria (not in India)

· Mansonoides mosquito

· Malayan (Brugian) filariasis

· Chikungunya fever

· Housefly

· Typhoid and paratyphoid fever

· Diarrhoea

· Dysentry

· Cholera

· Gastro-enteritis

· Amoebiasis

· Helminthic infestations

· Poliomyelitis

· Conjucntivitis

· Trachoma

· Anthrax

· Yaws

· Sandfly

· Kala-azar

· Oriental Sore

· Sandfly fever

· Oraya Fever

· Tsetse Fly

· Sleeping Sickness

· Louse

· Epidemic Typhus

· Relapsing Fever

· Trench Fever

· Pediculosis

· Rat Flea

· Bubonic Plague

· Endemic Typhus

· Chiggerosis

· Hymenolepis diminuta

· Black Fly

· Onchocerciasis

· Reduvid Bug

· Chagas Disease

· Hard Tick

· Tick Typhus

· Viral Encephalitis

· Viral Fevers

· Viral Hemorrhagic fevers (eg KFD)

· Tularemia

· Tick Paralysis

· Human Babesiosis

· Soft Tick

· Q Fever

· Relapsing Fever

· Trombiculid Mite

· Scrub Typhus

· Rickettsial Pox

· Itch-mite

· Scabies

· Cyclops

· Guinea Worm

· Fish Tape worm

· Cockroaches 

· Enteric Pathogens

Explanation

Self Explanatory

Comments

Relapsing fever is also transmitted by Louse

Tips

Remember the Mnemonic QRS – Q Fever, Relapsing Fever, Soft Tick

Question 51

Most common occupational cancer in India is 

a. Skin Cancer

b. Lung Cancer

c. Bladder Cancer

d. Brain Cancer

Answer

a. Skin Cancer

Reference

Park 18th Edition Page 611

Indian Journal of Industrial medicine 13-45 BHansali KN (1967)
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Statistics now show that nearly 75 percent of occupational cancers are Skin cancers 

Explanation

Self Explanatory

Comments

Beware that the “Now” was 40 years ago.

Tips

The English surgeon Percivall Pott (1714-1788) was the first to establish a causal link between cancer and exposure to a substance in the environment. In 1775 he described the occurrence of cancer of the scrotum in a number of his male patients, whose common history included employment as chimney sweeps when they were young. He related the malignancy to the occupation, and concluded that their prolonged exposure to soot was the cause. Pott's description of this disease, and his concern for the plight of these "chimneyboys," sparked a series of reports by other authors and brought to light a disgrace which took another hundred years to eliminate in England. Pott may legitimately be seen as a precursor to the modern investigators who seek to prevent occupational exposure to hazardous substances.

Question 52

Psychrometer is used for measuring Psychometry -

a.
air velocity 

b.
Core Temperature

c.
Humidity

d.
Height from Sea Level

Answer

Humidity

Reference

Park 18th Edition Page 557
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The sling or whirling psychrometer consists of 2 mercury thermometers (wet and dry) mounted side by side on a suitable wooden frame, and provided with a handle for rotating the instrument. The underlying principle is that by rotating the bulbs are exposed to air at definite velocity.

Explanation : 

Self Explanatory

Comments : 

Other ways of measuring Humidty are 

i. Dry and wet bulb hygrometer

ii. Assmann Psychrometer

Tips : 

· Air velocity is measured by anerometer and kata thermometer

· Wind direction is measured by Wind vane

Question 53

As per RCH, the Community Health Centre is a 

a. First referral unit

b. Secondary referral Unit

c. Tertiary Referral Unit

d. Not a referral Unit

Answer

a. First Referral Unit

Reference

Guidelines For Operationalising First Referral Units

(mohfw.nic.in/dofw%20website/FRU&amp_nbsp_Guidelines_2004.pdf)
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CHAPTER XI : RECOMMENDATIONS : Reduction in fertility, mortality and population growth rate are major objectives of the Tenth Plan. These should be achieved through meeting all the felt needs for health care of women and children by

improving access to services. Approach Paper to Tenth Plan envisages reduction in IMR to 45 /1,000 by 2007 and 28/1,000 by 2012, reduction in MMR to 2/1000 live births by 2007 and 1/1,000 live births by 2012 and reduction in decadal growth rate of the population between 2001-2011 to16.2. The steep reduction in mortality and fertility envisaged are technically feasible within the existing infrastructure and manpower as has been demonstrated in several states/districts. It is imperative that the goals set are achieved within the time frame as these goals are essential prerequisites for improving the quality of life and human development.

Explanation

Self Explanatory

Comments

CHC/ FRU is the critical institution which provides emergency care and plays vital role in the referral system. Currently reported gaps in number of CHC/FRU should be filled by appropriately reorganizing the Sub-divisional hospitals, post partum centers and block level PHCs . The required number of core specialists should be posted through appropriate redeployment of the manpower; wherever adequate number of specialist are not available, bringing them on contractual basis/part time basis may be considered. In order to strengthen the capability for antenatal and intrapartum care at CHC / FRU all the states may take up training of one of the staff nurses in CHC/FRU at district hospital, so that there is a nurse specialised in midwifery is available at CHCs/FRUs to provide antenatal and intrapartum care. Over the next five years efforts should be made to improve the availability of all facilities to manage emergencies at least in selected CHCs by improving availability of anaesthetist and access to banked blood.

Tips

Planning Commission Reports can be seen at 

planningcommission.nic.in/aboutus/committee/strgrp/stgp_fmlywel/13_Chapter11.doc

planningcommission.nic.in/aboutus/committee/strgrp/stgp_fmlywel/sgfw_ch11.pdf 

Question 54

Concurrent list does not encompass 

a. Prevention of extension of communicable diseases from one unit to another

b. Prevention of adulteration of foodstuffs

c. Regulation and development of medical profession

d. Vital Statistics

Answer

c. Regulation and development of Medical Profession

Reference

Park 18th Edition Page 675
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The fuctions of the Union Health Ministry are set out in the seventh schedule of Article 246 of the Constitution of India under 

a) Union List

a. International health relations and administration of port quarantine

b. Administration of Central Institutes such as the All India Institute of Hygiene and Public Health, Kolkata; National Institute for the Control of Communicable Diseases Delhi etc

c. Promotion of Research through research centres and other bodies

d. Regulation and development of medical, pharmaceutical, dental and nursing professions

e. Establishment and maintenance of drug standards

f. Census and Collection and publication of other statistical data

g. Immigration and Emigration

h. Regulation of labour in the working of mines and oil fields and

i. Co Ordination with States and with other ministeries for promotion of health

b) Concurrent List

a. Prevention of extension of communicable diseases from one unit to another

b. Prevention of adulteration of foodstuffs

c. Control of drug and poisons

d. Vital Statistics

e. Labour welfare

f. Ports other than major

g. Economic and Social Planning

h. Population Control and Family Planning

Explanation

Self Explanatory

Comments

The state List which became the responsibility of the state included 

a) Provision of medical care

b) Preventive Health Services

c) Pilgrimages within the state

Tips

Quarantine act in India was promulgated in 1825

Question 55

About Delphi method 

a. Formation of a team to undertake and monitor a Delphi on a given subject. 

b. Selection of one or more panels to participate in the exercise. Customarily, the panelists are experts in the area to be investigated. 

c. Development of the first round Delphi questionnaire

d. All are true

Answer

d. All are true

Reference

http://en.wikipedia.org/wiki/Delphi_method 

http://www.iit.edu/~it/delphi.html 
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The Delphi method is a systematic interactive forecasting method for obtaining forecasts from a panel of independent experts. The carefully selected experts answer questionnaires in two or more rounds. After each round, a facilitator provides an anonymous summary of the experts’ forecasts from the previous round as well as the reasons they provided for their judgments. Thus, participants are encouraged to revise their earlier answers in light of the replies of other members of the group. It is believed that during this process the range of the answers will decrease and the group will converge towards the "correct" answer. Finally, the process is stopped after a pre-defined stop criterion (e.g. number of rounds, achievement of consensus, stability of results) and the mean or median scores of the final rounds determine the results.

Delphi  is based on well-researched principles and provides forecasts that are more accurate than those from unstructured groups. The technique can be adapted for use in face-to-face meetings, and is then called mini-Delphi or Estimate-Talk-Estimate (ETE). Delphi has been widely used for business forecasting and has certain advantages over another structured forecasting approach: prediction markets.

Explanation

Fowles (1978) describes the following ten steps for the Delphi method:

1. Formation of a team to undertake and monitor a Delphi on a given subject. 

2. Selection of one or more panels to participate in the exercise. Customarily, the panelists are experts in the area to be investigated. 

3. Development of the first round Delphi questionnaire 

4. Testing the questionnaire for proper wording (e.g., ambiguities, vagueness) 

5. Transmission of the first questionnaires to the panelists 

6. Analysis of the first round responses 

7. Preparation of the second round questionnaires (and possible testing) 

8. Transmission of the second round questionnaires to the panelists 

9. Analysis of the second round responses (Steps 7 to 9 are reiterated as long as desired or necessary to achieve stability in the results.) 

10. Preparation of a report by the analysis team to present the conclusions of the exercise

Comments

The most important issue in this process is the understanding of the aim of the Delphi exercise by all participants. Otherwise the panelists may answer inappropriately or become frustrated and lose interest. The respondents to the questionnaire should be well informed in the appropriate area but the literature suggest that a high degree of expertise is not necessary. The minimum number of participants to ensure a good group performance is somewhat dependent on the study design. Experiments by Brockhoff  suggest that under ideal circumstances, groups as small as four can perform well. 

Tips

Free software for conducting Delphi studies is available at http://armstrong.wharton.upenn.edu/delphi2/

Question 56

Which is false regarding nutritional surveillance

a. It is a Diagnostic Method

b. Precise weight reading required

c. Done in all children less than 5 years

d. Done by a trained worker

Answer

c. Done in all children less than 5 years

Reference

Park 18th Edition Page 473
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The concept of nutritional surveillance ahs been derived from disease surveillance. Nutritional surveillance ahs been defined as “keeping watch over nutrition, in order to make decisions that will lead to improvement in nutrition in population”

Explanation

a. It is a Diagnostic – Interventional Method

b. Weight card has Precise nutritional status 

c. Representative sample is done for enrolment

d. Done by a trained worker

Comments

a. To aid long term planning in health and development

b. To provide input for programme management and evaluation and 

c. To give timely warning and intervention to prevent short tem food consumption crises , 

Tips

Refer to Table 38 Page 473 In Park 18th Edition for the differences between Growth Monitoring and Nutritional Surveillance

