
Answers

1. Answer: c

Explanation:

Wound Debridement Explained

Debridement of the wound specifically refers to the removal of dead, damaged, or
infected tissue to improve the healing potential of the remaining healthy tissue.

Defining Debridement

The correct definition is the surgical or non-surgical removal of non-viable tissue
from a wound bed. Let's analyze the options:

Option 1 describes a specific type of marginal excision, not general debridement.
Option 2 describes wound irrigation and cleaning, which is part of wound care
but not debridement itself.
Option 3 accurately describes debridement by involving the opening of wound
layers ('laying open') and the removal ('excision') of dead or dying tissue
('devitalized tissue'). This process is crucial for preparing the wound for healing.
Option 4 describes wound closure, a step typically performed after the wound
has been adequately prepared (cleaned and debrided).

Therefore, "laying open all layers of the wound and excision of the devitalized tissue" is
the most accurate description of wound debridement.

2. Answer: c

Explanation:

Understanding Wound Contracture Mechanism
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Wound contracture is a crucial part of the healing process, especially for wounds
healing by secondary intention. It involves the physical contraction of the wound
margins, reducing the wound area.

Key Cellular Players in Contracture

Specialized Fibroblasts: Wound contracture is primarily driven by specialized
cells called myofibroblasts.
Actin Myo-filaments: These myofibroblasts possess unique intracellular
structures, specifically actin myo-filaments, similar to those found in smooth
muscle cells.
Contraction Force: The interaction and contraction of these actin filaments
within the myofibroblasts generate the force that pulls the wound edges
together. This cellular function is the core mechanism of wound contracture.

Analysis of Other Options

Option 1: While contracture occurs in healing, it's not the primary closure
mechanism for sutured wounds (primary intention). Primary closure relies on
surgical approximation.
Option 2: Bacterial colonization (infection) generally impairs or slows down all
aspects of wound healing, including contraction. However, Option 3 describes
the fundamental cellular process itself, making it a more direct and accurate
statement about contracture.
Option 4: The percentage of wound size reduction varies significantly depending
on the wound type, location, and healing characteristics. While contracture can
be substantial, stating a fixed maximum like 40% is inaccurate; it can often
account for a much larger reduction.

Therefore, the most accurate statement describing wound contracture is its reliance
on specialized fibroblasts containing actin myo-filaments.

3. Answer: b

Explanation:
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Healthcare Worker HIV Transmission Analysis

This question assesses the understanding of potential HIV transmission routes from a
patient to a healthcare worker (HCW) in a clinical setting. Let's analyze each
statement:

Statement 1: A needle stick injury
Percutaneous injuries, such as needle stick injuries involving a potentially HIV-
infected source, are a well-documented and significant risk for HIV transmission
to HCWs.
Statement 2: Contact with the patient's blood
Exposure of mucous membranes (e.g., eyes, nose, mouth) or non-intact skin
(e.g., cuts, abrasions, dermatitis) to infected blood can lead to HIV transmission.
This is a common risk in healthcare.
Statement 3: External examination of the patient
Routine external examination involves contact with intact skin and generally
does not pose a risk for HIV transmission unless there is an accompanying
breach in skin integrity or contact with infected blood/body fluids. It is not
considered a primary transmission route.
Statement 4: Inhalation
HIV is not transmitted through the air via inhalation. Respiratory transmission is
not a recognized route for this virus.

Identifying Correct Transmission Routes

Based on the analysis, the primary and recognized routes for HIV transmission to
healthcare workers among the options provided are:

Needle stick injury (a form of percutaneous exposure).
Direct contact with infected blood, particularly involving mucous membranes or
non-intact skin.

Therefore, statements 1 and 2 correctly identify potential transmission routes.

Statements 3 and 4 describe scenarios that do not represent significant or
recognized risks for HIV transmission in a healthcare setting.
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The statements identifying correct transmission routes are 1 and 2.

4. Answer: c

Explanation:

Hydatid Cyst Surgery: Identifying the Exception

Surgical treatment of hydatid cysts aims to remove the cyst without spilling its
contents, which contain parasite larvae (scolices). Scolicidal agents are crucial for
inactivating these scolices inside the cyst before or during removal to prevent
allergic reactions and recurrence. The question asks to identify the agent among the
options that is *not* used for this purpose.

Scolicidal Agents Overview

Several agents are recognized for their scolicidal properties:

0.5% silver nitrate: Effective in killing scolices.
20% (hypertonic) saline: Commonly used and proven effective.
Absolute alcohol: Also utilized for its scolicidal action.

Analysis of Options

The question requires identifying the exception from the list of agents used in hydatid
cyst surgery. Based on common surgical practice and the provided correct answer:

Options 1 (0.5% silver nitrate), 2 (20% hypertonic saline), and 4 (Absolute alcohol)
are established scolicidal agents used during hydatid cyst surgery.
Option 3 (15% gluteraldehyde), while having sterilizing properties, is presented as
the exception in this context. Therefore, it is the correct answer to the question
asking which agent is NOT used.

Conclusion: 15% gluteraldehyde is the agent listed that is considered the exception
among the scolicidal agents for hydatid cyst surgery according to the question's
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premise.

5. Answer: c

Explanation:

Chemodectoma Identification

A chemodectoma is a historical term for a tumour arising from chemoreceptor cells,
typically located outside the adrenal medulla. These are now generally classified as
paragangliomas.

The key is to identify which option represents a tumour originating from such cells.

Tumour Origin Analysis

Carotid body tumour: These tumours arise from the carotid body, which
contains paraganglion cells (chemoreceptors). Therefore, a carotid body
tumour is a classic example of a chemodectoma/paraganglioma.
Cock's peculiar tumour: This is another name for keratoacanthoma, a benign or
low-grade squamous cell proliferation, not related to chemoreceptors.
Cystosarcoma phylloides: This is a rare breast tumour, distinct from
neuroendocrine or chemoreceptor-derived tumours.
Keratoacanthoma: As mentioned, this is a skin lesion, specifically a rapidly
growing papule or nodule, unrelated to chemodectomas.

Based on the origin from chemoreceptor cells (paraganglia), the carotid body
tumour is the correct example of a chemodectoma.

6. Answer: a

Explanation:
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Antibiotic Therapy Effects

The effectiveness of antibiotic therapy is primarily linked to the metabolic state of the
targeted microorganisms. Let's analyze the options:

Option 1: It has its greatest effect on multiplying organisms
This statement is true. Most antibiotics target essential cellular processes like
cell wall synthesis, protein synthesis, or nucleic acid replication. These processes
are most active when organisms are actively growing and multiplying.
Targeting these processes during active multiplication leads to the most
effective inhibition or killing of the bacteria.
Option 2: It enhances the uptake of organisms by phagocytes
Antibiotics do not typically enhance phagocytosis (the process where immune
cells engulf pathogens). Phagocytosis is an immune system function, not a
direct effect of most antibiotics.
Option 3: It enhances the intracellular killing of organisms by phagocytes
Similar to option 2, enhancing the killing capacity of phagocytes is an immune
function. While some antibiotics might work inside phagocytes after uptake, the
primary mechanism isn't enhancing the phagocyte's killing power itself.
Option 4: It facilitates killing of organisms by activation of complements
The complement system is part of the innate immune response. While certain
antibiotic-pathogen interactions might trigger complement activation, this is
generally a host-defense mechanism, not the direct, primary mode of action for
most antibiotic therapies.
Option 5 is empty.

Mechanism of Action Summary

Antibiotics function by interfering with vital bacterial processes. These processes are
most active during bacterial growth and division, making multiplying organisms the
most susceptible stage for antibiotic intervention.

Correct Answer: Option A, which states that antibiotic therapy has its greatest effect
on multiplying organisms.
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7. Answer: c

Explanation:

Understanding Primary Hyperparathyroidism Causes

Primary hyperparathyroidism is a condition where the parathyroid glands produce
too much parathyroid hormone (PTH). This leads to high calcium levels in the blood
(hypercalcemia).

Identifying the Commonest Cause

The most frequent reason for primary hyperparathyroidism is a benign tumor in one
of the parathyroid glands. This tumor is called a parathyroid adenoma.

Parathyroid Adenoma: Accounts for the vast majority of cases, typically around
80-85%. This is a single, non-cancerous growth that overproduces PTH.

Evaluating Other Causes

While other conditions can cause primary hyperparathyroidism, they are significantly
less common:

Idiopathic Parathyroid Hyperplasia: This involves enlargement of all parathyroid
glands. It's less common than adenoma, seen in about 10-15% of cases.
Familial Hyperparathyroidism: This is an inherited form, often associated with
genetic syndromes like MEN (Multiple Endocrine Neoplasia). It accounts for a
small percentage of cases.
Primary Parathyroid Carcinoma: Cancerous growth of the parathyroid glands is
very rare, occurring in less than 1% of patients with primary hyperparathyroidism.

Therefore, a parathyroid adenoma is the leading cause.

8. Answer: c
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Explanation:

Understanding Central Venous Pressure (CVP)

Central Venous Pressure (CVP) measures the pressure within the thoracic vena cava,
reflecting the amount of blood returning to the heart and the heart's ability to pump
this blood. It is a key indicator of intravascular volume status and right heart function.

CVP Changes in Various Conditions

Let's analyze how each condition affects CVP:

Pericardial effusion: Significant fluid accumulation in the pericardium can lead
to cardiac tamponade. This restricts diastolic filling of the heart, increasing right
atrial pressure and thus elevating CVP.
Massive pulmonary embolism: This condition causes a sudden blockage in the
pulmonary arteries, leading to acute right ventricular strain and failure. This
obstruction increases resistance to blood flow from the right ventricle, raising
right ventricular end-diastolic pressure and CVP.
Acute left ventricular failure: When the left ventricle fails acutely, its ability to
pump blood forward is compromised. This leads to a backup of blood into the
left atrium and pulmonary circulation. Critically, severe LV failure can cause a
significant drop in cardiac output and systemic blood pressure (cardiogenic
shock). In such shock states, the reduced forward flow means the heart cannot
effectively accept or process incoming venous return, leading to decreased
preload and consequently, a low CVP.
Tension pneumothorax: Air trapped in the pleural space under pressure
collapses the lung and shifts the mediastinum. This shift compresses the great
veins (vena cavae), impeding venous return to the right atrium. The reduced
preload results in an increase in CVP.

Identifying Low CVP Causes

Based on the analysis, conditions that impede venous return to the right heart or
cause right heart failure tend to increase CVP. Conversely, severe impairment of the
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left ventricle's pumping function, leading to reduced cardiac output and decreased
preload, is associated with low CVP.

Therefore, acute left ventricular failure is the condition among the choices that
typically presents with low CVP, particularly when associated with cardiogenic shock.

9. Answer: a

Explanation:

Commonest Cause of Dry Gangrene in Young Smokers

Reasoning

The question asks for the most common cause of dry gangrene specifically in a 30-
year-old male smoker.

Buerger's disease (Thromboangiitis obliterans) is a rare illness that affects blood
vessels in the arms and legs. It is strongly associated with tobacco use,
especially smoking, and typically affects men younger than 45. It causes
inflammation, swelling, and clots in the blood vessels, potentially leading to
tissue death (gangrene) due to lack of blood flow. This diagnosis aligns
perfectly with the patient's profile (young, male, smoker) and the condition (dry
gangrene).
Atherosclerosis is the buildup of plaque in arteries. While smoking is a major risk
factor, atherosclerosis is more commonly seen in older individuals and tends to
affect larger arteries. It's less likely to be the *commonest* cause in a 30-year-
old compared to Buerger's disease.
Diabetes mellitus is a significant cause of peripheral vascular disease and can
lead to gangrene, often due to nerve damage (neuropathy) and poor
circulation. However, it is not as strongly or exclusively linked to young smokers
as Buerger's disease is.
Embolism involves a blockage caused by a blood clot or other substance
traveling through the bloodstream. While it can cause acute limb ischemia and
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gangrene, it's typically an acute event and not the most common underlying
condition leading to chronic dry gangrene in this specific demographic.

Therefore, given the patient's age and smoking status, Buerger's disease is the most
likely and commonest cause of dry gangrene.

Conclusion

The commonest cause of dry gangrene of the foot in a 30-year-old male smoker is
Buerger's disease.

10. Answer: b

Explanation:

Sympathectomy Indications: Identifying the Exception

A sympathectomy is a surgical procedure that involves interrupting the sympathetic
nerve pathways. It is primarily indicated for conditions where the sympathetic
nervous system is overactive or contributing to the pathology.

Understanding Sympathectomy Indications

Let's analyze the given options in the context of sympathectomy:

Hyperhidrosis: This condition involves excessive sweating. Sympathectomy can
be effective in treating severe, localized hyperhidrosis by cutting the nerves
responsible for stimulating sweat glands.
Causalgia: Often a component of Complex Regional Pain Syndrome (CRPS),
causalgia is characterized by severe burning pain, typically after nerve injury.
The sympathetic nervous system plays a role in this pain, making
sympathectomy a potential treatment option.
Raynaud's disease: This condition causes episodes of reduced blood flow to the
extremities (like fingers and toes) due to vasospasm, often triggered by cold or
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stress. As this vasospasm is mediated by the sympathetic nervous system,
sympathectomy may be performed to alleviate symptoms.

Reasoning for Exclusion

The exception among the listed conditions is:

Venous ulcer of the leg: These ulcers are typically caused by chronic venous
insufficiency and high pressure within the leg veins. Treatment focuses on
improving venous return (e.g., compression therapy) and wound care.
Sympathetic nerve activity is not the primary driver of venous ulcers, making
sympathectomy an inappropriate intervention for this condition.

Therefore, a venous ulcer of the leg is the condition for which a sympathectomy is
generally *not* indicated.

11. Answer: d

Explanation:

Branham's Sign Diagnosis

Understanding Branham's Sign

Branham's sign is a clinical finding observed when pressure is applied over an
arteriovenous (AV) fistula. It is characterized by a noticeable decrease in pulse rate
and/or blood pressure upon compression of the fistula.

Identifying the Positive Condition

This sign indicates a significant abnormal communication between an artery and a
vein (an AV fistula). The rapid flow from the high-pressure arterial system to the low-
pressure venous system causes a decrease in systemic vascular resistance, which
can lead to compensatory tachycardia. Compressing the fistula temporarily
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occludes this abnormal flow, causing resistance to increase and heart rate/blood
pressure to drop, hence a positive Branham's sign.

Arteriovenous Fistula: The abnormal connection allows significant blood
shunting, making Branham's sign positive.
Arterial Stenosis: Narrowing of an artery typically does not cause this sign.
Arterial Aneurysm: A dilation of an artery wall, while serious, does not directly
cause Branham's sign.
Deep Vein Thrombosis (DVT): A clot in a vein does not involve the abnormal
arterial-venous connection needed for this sign.

Therefore, Branham's sign is positive in the presence of an Arteriovenous fistula.

12. Answer: a

Explanation:

Radical Neck Dissection Structures

A radical neck dissection is a surgical procedure to remove cancerous tissue and
lymph nodes from the neck. The extent of the dissection determines which
anatomical structures are removed.

Key Structures Removed

The standard radical neck dissection typically involves the removal of:

Sternomastoid muscle (Sternocleidomastoid muscle)
Submandibular gland
Internal jugular vein
Cervical lymph nodes (levels I-V)
Accessory nerve (CN XI)

Structures Typically Preserved
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Certain structures are generally preserved during a standard radical neck dissection
unless they are directly involved by the tumor. These include:

Recurrent laryngeal nerve (Preservation is crucial for vocal cord function)
Vascular structures like the carotid artery and vertebral artery
Brachial plexus nerves
Phrenic nerve

Analysis of Options

Based on the typical structures removed in a radical neck dissection:

1. Sternomastoid muscle: Removed.
2. Submandibular gland: Removed.
3. Internal jugular vein: Removed.
4. Recurrent laryngeal nerve: Generally preserved.

Therefore, the structures included in a standard radical neck dissection are the
sternomastoid muscle, submandibular gland, and internal jugular vein.

13. Answer: b

Explanation:

Lobular Carcinoma & Bilateral Breast Cancer

Bilateral breast cancer refers to cancer occurring in both breasts. Certain types have
a higher predisposition to being bilateral.

Lobular carcinoma of the breast is recognized as the type most frequently
presenting as bilateral.

This tendency is linked to its cellular origin and growth pattern. Unlike ductal
carcinoma, lobular carcinoma cells tend to infiltrate the breast tissue diffusely,
sometimes making it harder to detect early and increasing the likelihood of
occurrence in the opposite breast.
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Key Points on Breast Cancer Bilaterality

Bilateral Occurrence: Cancer present in both breasts.
Lobular Carcinoma: Highest rate of bilaterality among common types.
Ductal Carcinoma: Less frequently bilateral compared to lobular.
Other Types (Medullary, Colloid): Generally have lower rates of bilateral
presentation.

14. Answer: d

Explanation:

The question requires us to identify the staging of inflammatory breast carcinoma
using the TNM (Tumor, Nodes, Metastasis) system. Inflammatory breast cancer is a
rare and aggressive form of breast cancer characterized by symptoms such as
redness, swelling, and warmth in the breast.

In the TNM system, the 'T' category describes the size or direct extent of the primary
tumor:

 indicates a tumor of any size with direct extension to the chest wall and/or to
the skin (ulceration or skin nodules).

The subcategories include:

: Involvement of the chest wall (not including the pectoralis muscle).
: Edema (including peau d'orange) or ulceration of the breast skin, or

nodules in the breast skin.
: Both features of   and  .
: Inflammatory carcinoma.

Therefore, by this classification, the inflammatory breast carcinoma is staged as  .

This categorization helps in the management and treatment planning for patients
with this aggressive form of breast cancer.

T ​4

T ​a4

T ​b4

T ​c4 T ​a4 T ​b4

T ​d4

T ​d4
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15. Answer: d

Explanation:

Spleen Function and Infection Risk

The spleen plays a vital role in the immune system, particularly in filtering the blood
and clearing encapsulated bacteria. After a splenectomy (spleen removal), the
body's ability to fight certain types of bacterial infections is significantly reduced.

Common Post-Splenectomy Sepsis Pathogens

Patients without a spleen are at a higher risk for overwhelming sepsis caused by
specific bacteria, especially encapsulated ones. The most common culprits include:

Streptococcus pneumoniae
Neisseria meningitides
Haemophilus influenzae

These organisms are frequently associated with severe infections following
splenectomy because the spleen is crucial for clearing them from the bloodstream.

Organism Less Associated with Post-Splenectomy
Sepsis

Staphylococcus aureus, while a common cause of various infections like skin
infections, pneumonia, and bloodstream infections, is less typically implicated in the
characteristic overwhelming sepsis seen specifically after splenectomy compared
to the encapsulated bacteria listed above. The spleen's primary defense mechanism
is more directed against encapsulated organisms.

16. Answer: c
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Explanation:

Splenectomy Indications: Identifying the Exception

The question asks for the condition listed where splenectomy (surgical removal of
the spleen) is NOT indicated. Understanding the role of the spleen in each condition
is key.

Hereditary Spherocytosis and Splenectomy

In hereditary spherocytosis, red blood cells have an abnormal spherical shape,
making them prone to destruction in the spleen. Splenectomy is often indicated to
reduce hemolysis and improve anemia.

Idiopathic Thrombocytopenic Purpura (ITP) and
Splenectomy

Idiopathic thrombocytopenic purpura (ITP) is an autoimmune disorder where the
spleen destroys platelets. Splenectomy is a treatment option, particularly when
medical therapies are ineffective, as it removes the primary site of platelet
destruction.

Hydatid Cyst of the Spleen and Splenectomy

A hydatid cyst is a parasitic infection. Surgical removal, potentially including
splenectomy, is necessary to eliminate the cyst and prevent complications such as
rupture or allergic reactions.

Myelofibrosis and Splenectomy Rationale

Myelofibrosis is a bone marrow disorder characterized by fibrosis, impairing normal
blood cell production. While the spleen may compensate by producing blood cells
(extramedullary hematopoiesis) and become enlarged, splenectomy is generally
contraindicated. Removing the spleen can worsen anemia, reduce platelet counts,
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and eliminate a crucial site for blood cell production, making the condition more
severe.

Therefore, myelofibrosis is the condition where splenectomy is NOT typically
indicated among the choices provided.

17. Answer: d

Explanation:

The question asks to identify the true statement regarding the use of injection
sclerotherapy for treating haemorrhoids.

Injection Sclerotherapy Principle

Injection sclerotherapy involves injecting a chemical sclerosant solution into the
submucosal tissue of internal haemorrhoids. This causes inflammation, thrombosis,
and fibrosis, leading to the shrinkage and eventual obliteration of the haemorrhoid.
The procedure targets specific anatomical locations.

Analysis of Options

Option 1: Sclerotherapy is the ideal treatment for acute external haemorrhoids
This statement is false. Sclerotherapy is primarily indicated for internal
haemorrhoids. Acute external haemorrhoids often present with thrombosis and
pain, and surgical management or conservative treatment is usually preferred.
Option 2: In patients with haemorrhoids at 3 o'clock, 7 o'clock and 11 o'clock
positions, the injection is made in the sitting position
This statement is false. While the 3, 7, and 11 o'clock positions correspond to
common locations for internal haemorrhoids, the injection is typically
performed with the patient in a lithotomy or prone position, not sitting. The
sitting position does not provide adequate visualization or access.
Option 3: Sclerotherapy is the treatment of choice for the prolapsed
haemorrhoids
This statement is generally false. Sclerotherapy is most effective for first and
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second-degree internal haemorrhoids. For significantly prolapsed (third and
fourth-degree) haemorrhoids, surgical options are often considered more
definitive treatments.
Option 4: Injection of sclerosant is made above the dentate line (pectinate line)
This statement is true. The dentate line (or pectinate line) anatomically
separates the superior (visceral) and inferior (somatic) parts of the anal canal.
Internal haemorrhoids originate above this line. Injecting the sclerosant
submucosally above the dentate line utilizes the tissue's rich submucosal
vascular network and avoids the highly sensitive, pain-sensitive area below the
line, minimizing patient discomfort and potential complications.

Conclusion

Based on the analysis, the only statement that accurately describes the procedure
for injection sclerotherapy of haemorrhoids is that the injection is performed above
the dentate line.

18. Answer: c

Explanation:

Appendicectomy Nerve Injury during McBurney's Incision

McBurney's Incision Anatomy

The McBurney's incision is a common surgical approach for appendicectomy. It is an
oblique incision located in the right lower quadrant of the abdomen, typically
positioned about 1-2 inches medial to the anterior superior iliac spine (ASIS).

Nerve Vulnerability Analysis

Understanding the anatomical course of nerves relative to the McBurney's incision is
crucial:
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Ilio-inguinal Nerve: Originating from the first lumbar nerve root ( ), this nerve
passes through the inguinal canal and typically emerges near the superficial
inguinal ring. Its path closely relates to the anatomical area targeted by the
McBurney's incision, making it susceptible to injury during the dissection. Injury
can lead to sensory deficits in the groin region.
Subcostal Nerve: Derived from the  nerve root, it runs beneath the twelfth rib
and supplies the abdominal wall muscles. It is generally located superior to the
typical McBurney's incision site.
Genitofemoral Nerve: Arising from -  nerve roots, it branches into genital
and femoral rami. While it supplies structures in the inguinal region, its course is
typically slightly different and less directly threatened by a standard
McBurney's incision compared to the ilio-inguinal nerve.
Lateral Cutaneous Nerve of the Thigh: Originating from -  nerve roots, this
nerve supplies sensation to the lateral aspect of the thigh. It is located more
laterally and superiorly than the critical zone of the McBurney's incision.

Conclusion

Given the anatomical location and course of the ilio-inguinal nerve relative to the
McBurney's incision, it is the nerve most vulnerable to injury during this specific
surgical approach for appendicectomy.

19. Answer: a

Explanation:

Arterial Supply of the Pancreas

The pancreas receives its blood supply from several key arteries, primarily branching
from the celiac trunk and the superior mesenteric artery. Understanding these
sources is crucial for identifying any exceptions.

Splenic Artery: A major branch of the celiac trunk, it supplies the body and tail of
the pancreas via numerous pancreatic branches.

L1

T12

L1 L2

L2 L3
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Common Hepatic Artery: Also originating from the celiac trunk, it supplies the
head of the pancreas. Branches like the anterior and posterior superior
pancreaticoduodenal arteries (often arising from the gastroduodenal artery, a
derivative of the common hepatic) are involved.
Superior Mesenteric Artery: This artery provides supply to the head of the
pancreas through the anterior and posterior inferior pancreaticoduodenal
arteries.

Identifying the Pancreas Arterial Supply Exception

The question asks to identify the artery that does *not* supply the pancreas from the
given options.

The Left gastric artery, while a branch of the celiac trunk like the splenic and
common hepatic arteries, primarily supplies the lesser curvature of the
stomach and the esophagus. It does not typically extend branches to directly
vascularize the pancreas.
The other options (Common hepatic, Splenic, and Superior mesenteric arteries)
all contribute significantly to the pancreas's blood supply, as detailed above.

Therefore, the Left gastric artery is the exception.

20. Answer: d

Explanation:

Ranson Criteria Analysis for Acute Pancreatitis

The Ranson prognostic criteria are used to assess the severity of acute pancreatitis
at the time of admission and again 48 hours later. Identifying patients at high risk
helps guide treatment decisions.

Ranson Admission Criteria

The criteria evaluated upon admission are:
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Age of the patient: Age > 55 years
White Blood Cell (WBC) count: WBC count > 16,000 cells/mm³
Blood Glucose level: Blood glucose > 200 mg/100 mL
Serum Lactate Dehydrogenase (LDH) level: Serum LDH > 350 U/L
Serum Aspartate Aminotransferase (AST) level: Serum AST > 250 U/L

Evaluating the Options

The question asks which listed factor is NOT an admission criterion in the Ranson
scoring system. Let's examine each option:

Option 1: Age more than 55 years - This is a standard Ranson admission
criterion.
Option 2: Blood glucose more than 200 mg/100 mL - This is also a standard
Ranson admission criterion.
Option 3: WBC count more than 16,000/mm³ - This is a standard Ranson
admission criterion.
Option 4: Serum calcium < 2.0 mmol/L - While related to Ranson criteria, a low
serum calcium level (specifically, serum calcium < 8 mg/100 mL or
approximately < 2.0 mmol/L) is assessed 48 hours after admission, not at the
time of initial assessment.

Therefore, serum calcium level is not part of the Ranson criteria evaluated *at
admission*.

Conclusion

The Ranson prognostic criteria include age, WBC count, and blood glucose levels at
admission. Serum calcium level is evaluated later. Thus, serum calcium < 2.0
mmol/L is the factor that is not included among the Ranson criteria *at the time of
admission*.

21. Answer: a

Explanation:
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Analyzing Multiple Rib Fractures and Paradoxical Chest
Movement

The patient presents with multiple rib fractures after chest trauma. Key findings
include:

Paradoxical chest movement on the injured side, indicating chest wall
instability (flail chest).
Large pulmonary contusion, signifying lung injury.
No evidence of haemothorax or pneumothorax on X-ray.
Initially stable vitals, but high risk for respiratory compromise.

Rationale for Treatment Selection

The combination of flail chest and pulmonary contusion necessitates respiratory
support. The paradoxical movement impairs effective breathing, and the pulmonary
contusion affects gas exchange.

Mechanical Ventilation & PEEP: Positive pressure ventilation supports breathing,
counteracts the paradoxical movement, and helps keep lung areas open
(recruitment), especially important for the pulmonary contusion. Positive End-
Expiratory Pressure (PEEP) is crucial for improving oxygenation in patients with
lung injury.
Tracheostomy: May be indicated for anticipated prolonged ventilation or
airway management needs associated with severe respiratory compromise.
Towel Clips: Inadequate and potentially harmful for stabilizing chest wall
injuries.
Operative Stabilisation: Generally considered after conservative management
or for specific indications, not usually the immediate first step.
Intrathoracic Drain: Not indicated as pneumothorax and haemothorax are
absent.

Therefore, respiratory support via mechanical ventilation, potentially including a
tracheostomy and PEEP, is the most appropriate initial treatment strategy for
managing the compromised respiratory status resulting from multiple rib fractures
with paradoxical movement and significant pulmonary contusion.
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Most Appropriate Treatment

The most appropriate treatment is Tracheostomy, mechanical ventilation and
positive end-expiratory pressure ventilation.

22. Answer: b

Explanation:

Duodenal Atresia Surgical Procedure Explained

Duodenal atresia is a congenital condition where the duodenum (the first part of
the small intestine) is blocked or completely closed.

Appropriate Surgical Intervention

The most suitable surgical procedure for duodenal atresia is
Duodenoduodenostomy. This operation aims to bypass or resect the obstruction
and reconnect the healthy parts of the duodenum to restore continuity.

Procedure Rationale

Duodenoduodenostomy: This procedure connects the proximal (upstream)
and distal (downstream) segments of the duodenum. It is the preferred
method as it maintains intestinal continuity and length, providing the best
functional outcome.

Why Other Options Are Less Suitable

Gastroduodenostomy: Connects the stomach directly to the duodenum. This is
not the primary choice for isolated duodenal atresia.
Duodenojejunostomy: Connects the duodenum to the jejunum (the next part of
the small intestine). While sometimes used if a duodenoduodenostomy isn't
feasible, it's generally less preferred than direct duodenal reconstruction.
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Ramstedt's operation: This surgery is specifically for pyloric stenosis (thickening
of the muscle between the stomach and duodenum), not duodenal atresia.

Therefore, Duodenoduodenostomy is the gold standard surgical treatment for
duodenal atresia.

23. Answer: d

Explanation:

Alvarado Score Components Explained

The Alvarado score is a clinical decision tool used to help diagnose acute
appendicitis. It assigns points based on specific signs and symptoms. A higher
score indicates a greater likelihood of appendicitis.

Key Alvarado Score Criteria

Pain migration (from umbilical to right iliac fossa)
Anorexia (loss of appetite)
Nausea or vomiting
Tenderness in the right iliac fossa (RLQ)
Rebound tenderness
Fever (elevated body temperature)
Leukocytosis (elevated white blood cell count)
Neutrophilia (left shift in differential white blood cell count)

Analyzing Signs for Alvarado Score

We need to identify which of the given options is NOT a criterion in the Alvarado
score:

Elevated temperature: This corresponds to 'Fever' and is a scoring criterion.
Right iliac fossa tenderness: This is a direct component of the Alvarado score.
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Rebound tenderness: This is also a recognized sign included in the scoring
system.
Rectal tenderness: While a rectal examination might be part of a broader
clinical assessment, specific rectal tenderness is not one of the established
signs used for calculating the Alvarado score.

Therefore, rectal tenderness is the exception among the listed signs when
considering the Alvarado score for acute appendicitis.

24. Answer: d

Explanation:

Identifying Key Patient Factors

The patient presents with haematuria following a blunt abdominal injury. Crucially,
the patient is haemodynamically stable. An ultrasonographic examination identifies
a perirenal collection measuring 4 x 4 cm.

Evaluating Management Options

The management of blunt renal trauma depends on the severity of the injury and
the patient's stability. Key considerations include:

Patient Stability: Haemodynamic stability is paramount. Unstable patients
often require immediate surgical intervention.
Injury Severity: The size and location of associated haematomas and
lacerations guide treatment.
Bleeding Status: Evidence of active, significant bleeding may necessitate
intervention.

Rationale for Nonoperative Management

Given that the patient is haemodynamically stable and the perirenal collection
(haematoma) is relatively contained (4 x 4 cm), nonoperative management is the
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most appropriate initial approach. This typically involves:

Close monitoring of vital signs.
Serial imaging to assess the haematoma size.
Bed rest.

Other options are less suitable:

Immediate laparotomy is reserved for unstable patients or severe, life-
threatening injuries.
Renal angiography and embolisation is considered if there is evidence of
active arterial bleeding or failure of conservative management, but it's not the
first step for a stable patient with a contained haematoma.
Percutaneous nephrostomy is primarily for relieving urinary obstruction or
draining infected collections, not the standard initial treatment for a blunt
traumatic perirenal haematoma in a stable patient.

Therefore, watchful waiting and nonoperative management are best indicated for
this patient.

25. Answer: c

Explanation:

Inhalation Injury Assessment

Inhalation injury occurs when a person breathes in harmful substances like smoke,
chemicals, or superheated air.

Injury Manifestations

The effects of inhalation injury can be categorized as follows:

Thermal Burns: Direct heat causes burns. This commonly affects the upper
airway (nose, mouth, throat) due to the heat being dissipated before reaching
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deeper structures. Less commonly, very hot gases or steam can cause thermal
injury to the bronchial tree and lungs.
Chemical Burns: Toxic components in smoke cause direct chemical damage.
This can affect the bronchial tree, leading to inflammation and airway
obstruction. Chemicals can also reach and damage the lungs themselves,
causing pneumonitis and respiratory distress.
Systemic Effects: Absorption of toxins can lead to systemic poisoning (e.g.,
carbon monoxide).

Evaluating Injury Statements

1. Thermal burn to the upper airway: This is a common consequence of breathing
hot air or flames. (True)

2. Thermal burn to the bronchial tree and lungs: While possible with steam or
extremely hot gases, direct thermal injury deep in the lungs is less frequent
than chemical injury or upper airway thermal burns.

3. Chemical burn to the bronchial tree: Smoke contains numerous chemicals that
irritate and damage the airways. (True)

4. Chemical burn to the lungs: Chemicals can travel further into the respiratory
system, damaging lung tissue. (True)

Conclusion

Based on the common effects of inhalation injury, thermal burns affect the upper
airway, and chemical burns affect both the bronchial tree and the lungs. Therefore,
statements 1, 3, and 4 are accurate descriptions of potential results.

26. Answer: c

Explanation:

Fracture Complications: Avascular Necrosis Risk
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Avascular necrosis (AVN) is the death of bone tissue due to a lack of blood supply.
Certain fractures, especially those involving bones with limited blood supply or
disrupting major vessels, are at higher risk for developing AVN.

Analyzing Fracture Sites and AVN Risk

Let's examine the risk of AVN for each listed fracture:

Fracture of the scaphoid: The scaphoid bone has a precarious blood supply.
Proximal pole fractures, in particular, have a significant risk of AVN because the
blood supply often enters distally.
Subcapital fracture of the femoral neck: These fractures commonly disrupt the
blood vessels (e.g., retinacular arteries) supplying the femoral head. This
disruption leads to a high incidence of AVN.
Fracture of the calcaneum: The calcaneum generally receives a robust blood
supply from multiple arterial sources. While severe fractures can cause local
issues, AVN is a relatively uncommon complication compared to other sites.
Fracture of the talus: The talus, particularly its neck and dome, has a limited
and easily compromised blood supply. Neck fractures are well-associated with
a high risk of AVN.

Based on the vascularity of the affected bones, the fracture least likely to result in
avascular necrosis is the fracture of the calcaneum.

27. Answer: a

Explanation:

Carpal Tunnel Syndrome Cause Explained

Carpal tunnel syndrome is a common condition characterized by discomfort in the
hand and arm.

It arises from specific pressure being applied to a nerve in the wrist.
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Identifying the Compressed Nerve

The condition occurs due to the compression of the median nerve.

What is compressed? The median nerve.
Where does compression occur? Within the carpal tunnel, a narrow
passageway in the wrist.
Consequences: This compression leads to symptoms like pain, numbness,
tingling, and weakness in the hand and fingers (often affecting the thumb,
index, middle, and part of the ring finger).

Options 2 and 3 are incorrect as compression of the ulnar or radial nerves causes
different conditions (like cubital tunnel syndrome or radial nerve palsy). Option 4 is
incorrect because the radial artery is a blood vessel, not a nerve involved in this
syndrome.

28. Answer: b

Explanation:

Bronchial Anatomy Affecting Foreign Body Aspiration

Inhaled foreign bodies are more likely to enter the right main bronchus primarily
due to its anatomical orientation compared to the left main bronchus.

Right Main Bronchus Characteristics: It is anatomically characterized as being
relatively shorter, wider, and more vertical (nearly vertical) than the left main
bronchus.
Left Main Bronchus Characteristics: It is longer, narrower, and more horizontal.
Aspiration Likelihood: The more vertical and wider pathway of the right
bronchus makes it a more direct and easier entry point for inhaled particles or
objects, leading to a higher incidence of aspiration into the right lung.

Therefore, the structural differences in the bronchi directly influence the trajectory of
inhaled foreign bodies.
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29. Answer: b

Explanation:

Prostate Cancer Staging Explained

The question asks for the clinical implication of a prostate cancer diagnosis of
Stage .

Understanding TNM Staging for Prostate Cancer

The TNM staging system classifies cancer based on the Tumor (T), Node (N), and
Metastasis (M) extent. For prostate cancer, the 'T' stage is crucial for determining
local disease extent:

: Clinically undetectable tumor.
: Tumor confined within the prostate (includes involvement of both lobes but

limited to the prostate).
: Tumor extends outside the prostate.

: Tumor extends *through* the prostatic capsule.
: Tumor involves seminal vesicles.

: Tumor invades nearby structures like the bladder neck, external sphincter,
rectum, pelvic wall, or levator muscles.

Analyzing the Options for Stage 

Based on the TNM definitions:

Option 1 describes a tumor confined within the prostate, possibly affecting both
lobes, which aligns with  stage, not .
Option 2 accurately describes the tumor extending through the prostatic
capsule, which is the definition of . This may include involvement of both
lobes as the tumor grows.
Option 3 (Involvement of the seminal vesicles) corresponds to Stage .
Option 4 (Involvement of the pelvic wall) corresponds to Stage .

T3a

T1

T2

T3

T3a

T3b

T4

T3a

T2 T3a

T3a

T3b

T4
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Therefore, clinically, Stage  carcinoma of the prostate implies the disease has
extended through the prostatic capsule.

30. Answer: a

Explanation:

Seminoma Testis Facts

This section explains the key characteristics of seminoma testis to identify the
correct statement among the options provided.

Evaluating Seminoma Testis Statements

Statement 1: "It is the most common type of testicular cancer" - This statement
is correct. Seminomas account for approximately 50% of all germ cell tumors
of the testis, making them the most frequent subtype.
Statement 2: "It frequently metastasizes to the liver and bones" - This is
generally incorrect. While metastasis can occur, seminomas typically spread
initially to retroperitoneal lymph nodes. Liver and bone metastases are more
characteristic of non-seminomatous germ cell tumors.
Statement 3: "It does not respond to radiation" - This statement is incorrect.
Seminomas are highly sensitive to radiation therapy, which is a cornerstone of
their treatment, especially for localized disease.
Statement 4: "Its five-year survival rates approach 50 per cent" - This
statement is incorrect. Due to high radiosensitivity and chemosensitivity, the
five-year survival rates for seminoma testis are significantly higher, often
exceeding 90% for localized stages and remaining high even for metastatic
disease.

Conclusion on Seminoma Testis

Based on the analysis, the statement identifying seminoma testis as the most
common type of testicular cancer is the only correct one.

T3a
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Correct Answer: It is the most common type of testicular cancer

31. Answer: c

Explanation:

Retinoblastoma: Typical Clinical Presentation

Retinoblastoma is the most common primary intraocular malignancy in children.
Recognizing its typical clinical presentation is crucial for early diagnosis and
treatment.

Identifying Key Symptoms

The most characteristic and common sign of retinoblastoma is leukocoria, often
described as a "white reflex" in the pupil. This occurs when light reflects off the tumor
inside the eye, giving the pupil a whitish appearance instead of the usual red reflex
seen during an eye exam or in photographs.

Other Potential Signs

Strabismus (Eye Turning): Misalignment of the eyes is another frequent sign,
sometimes noticed before leukocoria.
Decreased Vision: A noticeable decline in vision may occur, although children
often adapt or cannot communicate this symptom effectively.
Eye Pain or Redness: These symptoms are less common and may indicate
more advanced disease or inflammation.
Proptosis (Bulging Eye): This usually signifies an advanced tumor that has
extended beyond the eyeball.

While other symptoms can be present, the white reflex (leukocoria) is the most
consistently observed and earliest indicator in a significant number of cases, making
it the most typical clinical presentation.
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32. Answer: b

Explanation:

Understanding Intraocular Pressure Normal Range

Intraocular pressure (IOP) refers to the fluid pressure inside the eye. It is measured in
millimeters of mercury (mmHg). Maintaining a normal IOP is crucial for eye health,
as abnormal levels can indicate conditions like glaucoma.

The standard clinical measurement and accepted normal range for intraocular
pressure is typically between 10 mmHg and 20 mmHg.

IOP Measurement Options

The options provided represent different potential ranges for IOP:

Option
Range (in
$mmHg$)

Assessment

1 5-15
Partially within normal limits, but lower end is too low,
upper end is acceptable.

2 10-20 Generally Accepted Normal Range

3 15-25 Upper range exceeds normal limits.

4 20-30 Significantly above the normal range.

Based on standard medical consensus, the range of 10-20 mmHg is considered the
normal physiological range for intraocular pressure.

33. Answer: a
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Explanation:

Mastoid Fracture Treatment Explained

A mastoid fracture involving the facial nerve requires prompt and appropriate
management to preserve nerve function. The primary goal is to relieve any pressure
on the compromised facial nerve.

Understanding Facial Nerve Paralysis in Fractures

Facial nerve paralysis accompanying a mastoid fracture often results from direct
trauma, edema (swelling), or compression of the nerve as it traverses the temporal
bone. Identifying the cause is crucial for selecting the correct treatment.

Evaluating Treatment Options

Several treatment options exist, but the choice depends on the specific clinical
scenario:

Nerve decompression: This surgical procedure aims to directly relieve pressure
on the facial nerve within the mastoid bone. It is often the primary surgical
choice when the nerve is thought to be compressed by fracture fragments or
swelling.
Steroid therapy: While steroids can help reduce inflammation and swelling,
they are typically used as an adjunct treatment and may not be sufficient if
there is significant mechanical compression.
Sling operation: This is a reconstructive procedure for facial weakness or
paralysis, usually addressing cosmetic concerns or long-term functional
deficits, not the acute management of nerve compression from a fracture.
Mastoidectomy with nerve grafting: This is a more extensive surgery reserved
for cases where the facial nerve is completely severed (transected) or severely
damaged, or when simpler decompression has failed.

Conclusion on Treatment Choice
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For a mastoid fracture causing facial nerve paralysis, particularly when
compression is suspected, nerve decompression is considered the treatment of
choice to alleviate pressure and potentially allow nerve recovery.

34. Answer: c

Explanation:

Understanding Sensorineural Deafness

Sensorineural deafness occurs when there is damage to the inner ear (cochlea) or
the auditory nerve pathways. This type of hearing loss affects the ability to perceive
sound properly.

Analyzing Hearing Loss Causes

Let's examine how the given conditions lead to hearing impairment:

Eustachian tube blockage: This affects the middle ear's pressure regulation,
leading to conductive hearing loss.
Tympanic membrane rupture: Damage to the eardrum impairs sound wave
transmission to the middle ear, causing conductive hearing loss.
Atelactatic middle ear: This condition involves middle ear collapse, usually due
to pressure issues, resulting in conductive hearing loss.
Mixed otosclerosis: Otosclerosis is a condition where abnormal bone growth
affects the ossicles (small bones) in the middle ear, typically causing
conductive hearing loss. However, otosclerosis can sometimes affect the
cochlea (inner ear), leading to a sensorineural component. Therefore, it results
in mixed hearing loss (both conductive and sensorineural).

Identifying the Correct Condition

Among the options, mixed otosclerosis is the only condition listed that can produce
a sensorineural component as part of its mixed hearing loss manifestation. The
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other options primarily cause conductive hearing loss by interfering with sound
transmission through the outer or middle ear.

35. Answer: d

Explanation:

Laryngomalacia: Most Common Cause of Newborn
Stridor

Laryngomalacia is identified as the most common congenital laryngeal
abnormality causing laryngeal stridor in a newborn.

Laryngomalacia Details

It involves the collapse of laryngeal structures (often the epiglottis and
aryepiglottic folds) inward during inhalation due to weak cartilage.
This collapse narrows the airway, producing the characteristic inspiratory
stridor sound.
Symptoms typically appear within the first few weeks of life and often improve
spontaneously by 6-18 months.

Other Conditions Considered

While other congenital abnormalities can cause stridor, they are less frequent:

Congenital subglottic stenosis: A narrowing below the vocal cords, less
common than laryngomalacia.
Congenital web: A membrane obstructing the airway, rarer than
laryngomalacia.
Congenital vocal cord paralysis: Impaired vocal cord movement, also less
common than laryngomalacia as a cause of stridor.

Therefore, Laryngomalacia is the primary diagnosis to consider for inspiratory
stridor in neonates.
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36. Answer: b

Explanation:

Middle Cranial Fossa Fracture and Cranial Nerve Injury

A fracture affecting the middle cranial fossa can compromise structures located
within or passing through this anatomical region. Understanding the relationship
between the middle cranial fossa and cranial nerves is key to identifying potential
injuries.

Anatomy of the Middle Cranial Fossa

The middle cranial fossa is situated between the anterior and posterior cranial
fossae. It houses important structures, including the temporal lobes of the brain and
pathways for several cranial nerves. The temporal bone forms a significant part of
its structure.

Cranial Nerve Vulnerability

Fractures in the middle cranial fossa can directly impact cranial nerves due to their
close anatomical proximity. Key nerves at risk include:

Third (Oculomotor), Fourth (Trochlear), and Sixth (Abducens) nerves: These
pass through the cavernous sinus, which is adjacent to the middle fossa. The
Sixth nerve is particularly vulnerable.
Fifth (Trigeminal) nerve: Its major divisions (V1, V2, V3) traverse the middle
cranial fossa.
Eighth cranial nerve: This nerve (vestibulocochlear nerve), responsible for
hearing and balance, passes through the internal acoustic meatus, a critical
structure within the temporal bone forming part of the middle cranial fossa.
Fractures involving the petrous part of the temporal bone often injure this
nerve.
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The Tenth (Vagus) and Eleventh (Accessory) cranial nerves are primarily located in
the posterior cranial fossa and are less commonly injured by middle cranial fossa
fractures.

Conclusion on Eighth Cranial Nerve

Given the options, a fracture of the middle cranial fossa has a significant risk of
damaging the Eighth cranial nerve due to its passage through the internal acoustic
meatus within this fossa. Injuries can lead to hearing loss or balance issues.

37. Answer: d

Explanation:

Meningomyelocoele Location: Lumbosacral Spine

Meningomyelocoele is a severe form of spina bifida, a type of neural tube defect.

Condition Overview: It occurs when the spinal canal and the backbone do not close
completely during pregnancy. This results in the spinal cord and its protective
covering (meninges) bulging out through an opening in the back.

Common Site: This condition is most frequently observed in the lower part of the
back.

The specific region most commonly affected is the lumbosacral spine (lumbar
and sacral regions).

Reasoning: The neural tube normally closes early in fetal development. Failure of
closure typically happens in the caudal (lower) end of the neural tube, making the
lumbosacral region the most susceptible area for defects like meningomyelocoele.

Conclusion: Therefore, the most common location for a meningomyelocoele is the
lumbosacral spine.
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38. Answer: d

Explanation:

Swan-Ganz Catheter Measurements Analysis

A pulmonary artery catheter, commonly known as a Swan-Ganz catheter, is a tool
used in critical care to provide continuous monitoring of hemodynamic status. It
measures several parameters directly or indirectly.

Key Parameters Measured by Swan-Ganz Catheter

Cardiac Output (CO): Can be measured using methods like thermodilution.
Pulmonary Artery Wedge Pressure (PAWP): Reflects left atrial pressure and
estimates left ventricular end-diastolic pressure (LVEDP).
Mixed Venous Oxygen Saturation ( ): Indicates the balance between
oxygen delivery and consumption in the body.

Parameter NOT Directly Measured

The Swan-Ganz catheter does not directly measure Left Ventricular End Diastolic
Volume (LVEDV). While PAWP provides an indirect estimate related to left ventricular
filling pressures (LVEDP), the actual volume of blood in the left ventricle at the end of
diastole (LVEDV) requires other imaging modalities like echocardiography or MRI for
direct measurement.

Conclusion

Therefore, the Swan-Ganz catheter measures cardiac output, pulmonary artery
wedge pressure, and mixed venous oxygen saturation, but it does not directly
measure Left Ventricular End Diastolic Volume (LVEDV).

The correct option is 4.

Sv ​O ​2
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39. Answer: a

Explanation:

Local Anaesthetic Risks: Cardiac Arrest Causes

The local anaesthetic that poses a significant risk of irreversible cardiac arrest upon
intravenous administration is Bupivacaine.

Bupivacaine Cardiotoxicity Explained

High Cardiotoxicity: Bupivacaine is particularly associated with severe
cardiotoxicity.
Mechanism: It binds strongly and dissociates slowly from cardiac sodium
channels. This prolonged blockade leads to rapid onset of life-threatening
ventricular arrhythmias, such as ventricular tachycardia and fibrillation.
Intravenous Risk: Accidental intravenous injection or rapid systemic absorption
dramatically increases the risk of cardiac arrest. The effects are often profound
and difficult to manage.
Comparison: While other local anaesthetics like Lignocaine and Prilocaine can
also cause toxicity, Bupivacaine is notorious for causing sudden, irreversible
cardiac arrest due to its specific electrophysiological effects. Cocaine has
stimulant and vasospastic effects, but Bupivacaine's risk profile for IV-induced
cardiac arrest is distinct.

Therefore, careful administration and vigilance against accidental IV injection are
crucial when using Bupivacaine.

40. Answer: c

Explanation:

Stored Blood Coagulation Factor Deficiency
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Blood stored for transfusion purposes undergoes changes over time. Certain
components, including specific coagulation factors, degrade or become less active
during storage.

Labile Coagulation Factors

Coagulation factors V and VIII are known as labile factors. They are sensitive to
temperature and time and degrade relatively quickly even under proper storage
conditions.

Factor V and Factor VIII have short half-lives and are significantly reduced in
concentration in stored red blood cell units.

Stable Coagulation Factors

Other coagulation factors, such as Factor II (Prothrombin), Factor VII, Factor IX, and
Factor X, are more stable and remain at higher concentrations in stored blood
products for longer periods compared to Factors V and VIII.

Conclusion

Therefore, blood stored in a blood bank is characteristically deficient in the labile
coagulation Factors V and VIII.

41. Answer: b

Explanation:

HCG Statements Analysis

Let's analyze each statement regarding Human Chorionic Gonadotropin (HCG):

Statement 1: HCG Structure

HCG is a glycoprotein hormone. It consists of two subunits: an alpha ( ) subunit and
a beta ( ) subunit. The  subunit is identical to that of other glycoprotein hormones

α

β α
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like LH, FSH, and TSH, while the  subunit is unique and determines HCG's specific
biological activity.

Conclusion: Statement 1 is correct.

Statement 2: HCG Levels Peak

In a normal pregnancy, HCG levels rise rapidly after implantation. The peak
concentration is typically observed between the 8th and 10th week of gestation,
which corresponds to approximately the 60th to 70th day from the last menstrual
period. After this peak, HCG levels gradually decline.

Conclusion: Statement 2 is correct.

Statement 3: HCG Secretion Site

HCG is primarily secreted by the syncytiotrophoblasts, which are part of the
developing placenta (chorionic villi). The cytotrophoblasts are the underlying layer
and serve as progenitor cells, but the syncytiotrophoblast is the main endocrine
actively secreting HCG into the maternal circulation.

Conclusion: Statement 3 is incorrect as HCG is mainly secreted by
syncytiotrophoblasts, not cytotrophoblasts.

Final Conclusion

Based on the analysis:

Statement 1 is correct.
Statement 2 is correct.
Statement 3 is incorrect.

Therefore, the correct statements are 1 and 2 only.

42. Answer: c

β
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Explanation:

Pregnancy Haemodynamics: Identifying the Incorrect
Statement

Pregnancy significantly alters a woman's cardiovascular system. Understanding
these haemodynamic changes is crucial. Let's analyze each statement:

Statement 1: The cardiac output is increased
This statement is correct. Cardiac output typically increases by 30% to 50%
during pregnancy to meet the increased metabolic demands of the mother
and fetus.
Statement 2: The stroke volume is increased
This statement is correct. Stroke volume, the amount of blood pumped by the
left ventricle per contraction, also increases, contributing to the rise in cardiac
output.
Statement 3: The systemic vascular resistance is increased
This statement is incorrect. Systemic vascular resistance (SVR) actually
decreases during pregnancy due to vasodilation, primarily driven by hormonal
influences (like progesterone) and the establishment of the low-resistance
placental circulation.
Statement 4: The serum colloid pressure is decreased
This statement is correct. Serum colloid osmotic pressure tends to decrease
due to physiological hemodilution, where plasma volume increases more than
serum protein levels.

Conclusion on Haemodynamic Changes

The physiological adaptations during pregnancy involve increased cardiac output
and stroke volume, alongside decreased systemic vascular resistance and a
potential decrease in serum colloid pressure. Therefore, the statement claiming an
increase in systemic vascular resistance is not correct.
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43. Answer: d

Explanation:

Preventing Perinatal HIV Transmission: Identifying
Exceptions

The goal is to identify which option listed is NOT a measure used to reduce the
transmission of the Human Immunodeficiency Virus ( ) from a mother to her
child during the perinatal period (pregnancy, labor, delivery, and postpartum).

Analyzing Transmission Reduction Measures

Let's examine each option:

Intrapartum anti-retroviral therapy: Providing anti-retroviral therapy (ART) to
the mother during labor and delivery significantly lowers the viral load, thus
reducing the risk of transmission to the baby. This is a measure to reduce
transmission.
Delivery by elective caesarean section: For mothers with a high viral load near
the time of delivery, an elective caesarean section can decrease the baby's
exposure to infected maternal fluids and blood, thereby reducing transmission
risk. This is a measure to reduce transmission.
Anti-retroviral therapy to the neonate: Giving ART to the newborn shortly after
birth (post-exposure prophylaxis) is crucial for preventing infection if exposure
occurred during delivery. This is a measure to reduce transmission.
Breast-feeding:  can be transmitted through breast milk. Therefore,
breast-feeding is a potential route of transmission, not a measure to *reduce*
it. In resource-rich settings, safe alternatives like formula feeding are
recommended to prevent transmission. Avoiding breast-feeding is a measure
that reduces transmission, but breast-feeding itself is the exception.

Conclusion on Transmission Prevention

HIV
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The measures listed (intrapartum ART, elective caesarean section, and neonatal
ART) are all established methods to actively reduce perinatal  transmission.
Breast-feeding, however, poses a risk for  transmission and is therefore the
exception among the given options as a measure that *reduces* transmission.

44. Answer: d

Explanation:

Ideal Termination Method for 16-Week Fetal Demise

For a multiparous patient diagnosed with fetal demise at 16 weeks of gestation,
medical management using prostaglandins is generally the preferred approach.

Rationale for Dinoprostone Gel

Induction of Labor: Dinoprostone gel (a form of Prostaglandin E2) is effective in
initiating uterine contractions, similar to natural labor, facilitating the expulsion
of the uterine contents.
Second Trimester Termination: At 16 weeks, the pregnancy is in the second
trimester. Medical methods, including prostaglandins, are commonly used for
termination during this period.
Route of Administration: High vaginal insertion allows for gradual absorption
and stimulation of the cervix and uterus.

Evaluation of Other Options

Suction Curettage: This surgical method is typically suitable for first-trimester
terminations (up to about 12-14 weeks) and is less ideal for a 16-week gestation
due to potential complications and effectiveness.
Hysterotomy with Tubectomy: Hysterotomy is a major surgical procedure
involving an incision in the uterus, generally reserved for later gestations or
specific medical indications. Adding a tubectomy (sterilization) is not the
primary or ideal method for termination itself at this stage.

HIV
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Extra-amniotic Ethacridine: While historically used for second-trimester
termination, ethacridine lactate is an older method. Prostaglandins like
dinoprostone are now more commonly recommended due to perceived safety
and efficacy profiles.

Therefore, high vaginal insertion of dinoprostone gel is considered the ideal method
for terminating a 16-week pregnancy with fetal demise in this clinical scenario.

45. Answer: b

Explanation:

Antepartum Bleeding Management Strategy

The patient presents with a significant symptom: vaginal bleeding at 30 weeks
gestation. Key findings include lack of antenatal care, moderate pallor, and
hypotension (BP 102/58 mmHg), suggesting potential significant blood loss or
shock.

Key Management Steps

The management prioritizes diagnosis, stabilization, and monitoring:

1. Ultrasonographic evaluation: This is the most crucial first step to determine
the cause of bleeding, such as placenta previa or placental abruption, and to
assess fetal well-being.
3. Hospitalisation and bed rest: Given the bleeding and hemodynamic
instability (low BP, pallor), immediate hospital admission is necessary for close
observation and management. Bed rest helps minimize further bleeding.
5. I.V. fluid drip: The patient's low BP and pallor indicate potential hypovolemia.
Intravenous fluid resuscitation is essential to restore circulating volume and
stabilize her condition.

Rationale for Exclusion
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Other options are less appropriate as initial steps:

2. Watch for labour: This is inappropriate and potentially dangerous given
active vaginal bleeding.
4. Speculum examination: While potentially useful later to examine the cervix, it
should only be performed after an ultrasound rules out placenta previa, as
direct visualization could worsen bleeding in such cases. Immediate
stabilization and diagnosis via ultrasound take precedence.

Therefore, the most appropriate initial management combines diagnostic imaging,
stabilization, and close monitoring.

46. Answer: c

Explanation:

Diagnosis of Persistent Trophoblastic Disease

The patient's presentation suggests Persistent Trophoblastic Disease (PTD). Key
indicators include:

Profuse vaginal bleeding: A common symptom of PTD.
History of abortion: PTD can follow any pregnancy, including abortions.
Soft and bulky uterus: Indicates abnormal tissue growth within the uterus.
Enlarged and cystic ovaries: Often caused by high levels of hCG stimulating
the ovaries.
Positive pregnancy test: Confirms the presence of hCG, which is elevated in
PTD.

These findings collectively point towards residual or persistent trophoblastic tissue
after the recent abortion, leading to PTD.

Differential Diagnosis Evaluation

Other potential diagnoses are less likely:
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Incomplete abortion: While possible, the persistence of symptoms 4 months
post-abortion, bulky uterus, and cystic ovaries are more specific to PTD.
Malignant ovarian tumour: Typically does not present with a persistently
positive pregnancy test or a soft, bulky uterus directly related to trophoblastic
activity.
Dysfunctional uterine bleeding: This is a diagnosis of exclusion and less likely
given the specific findings pointing towards a trophoblastic process.

Therefore, Persistent Trophoblastic Disease is the most probable diagnosis.

47. Answer: b

Explanation:

Diagnosing Abruptio Placenta in Pregnancy

This case presents a classic scenario suggestive of abruptio placenta, a serious
obstetric complication.

Key Symptom Analysis

Patient Profile: An elderly gravida (advanced maternal age) is at increased risk
for hypertensive disorders and placental complications.
Gestational Age: 36 weeks falls within the third trimester, where conditions like
abruptio placenta are more common.
Severe PIH: Pregnancy-Induced Hypertension significantly elevates the risk of
abruptio placenta.
Severe Abdominal Pain: This is a hallmark symptom, often indicating uterine
irritation or bleeding behind the placenta.
Per Vaginal Bleeding: While classic, bleeding can be external or concealed. Its
presence adds to the concern.
Loss of Foetal Movements: This critical sign indicates severe fetal distress or
demise, often resulting from placental abruption compromising oxygen supply.

Differential Diagnosis Reasoning
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Placenta Praevia: Typically presents with *painless* vaginal bleeding, unlike the
severe pain described here.
Abruptio Placenta: The combination of severe PIH, severe pain, bleeding, and
fetal distress/demise strongly aligns with premature placental separation.
Rupture of Uterus: While causing severe pain, it's less commonly associated
directly with PIH as a primary cause and often involves a palpable uterine
defect.
Vasa Praevia: Involves fetal vessels and typically causes painless bleeding
coinciding with membrane rupture, without severe maternal pain related to
PIH.

Therefore, the clinical picture most strongly supports a diagnosis of abruptio
placenta.

48. Answer: a

Explanation:

Clinical Diagnosis: Ectopic Pregnancy

The patient's presentation includes classic signs and symptoms highly suggestive
of a ruptured ectopic pregnancy.

Key Symptoms and Signs Analysis

Amenorrhoea (2 months): Indicates a likely early pregnancy.
Severe lower abdominal pain: Suggests a significant intra-abdominal event.
Syncopal attacks (fainting): Points towards hypovolemia or shock.
Minimal per vaginal bleeding: Although variable, bleeding can occur in ectopic
pregnancy.
Tachycardia (fast heart rate) & Pallor (paleness): Objective signs of significant
blood loss and potential shock, often due to intraperitoneal hemorrhage from
a ruptured ectopic.
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Differential Diagnosis Evaluation

Ectopic Pregnancy: The combination of early pregnancy signs (amenorrhoea),
severe pain, bleeding, and signs of shock (tachycardia, pallor, syncope)
strongly supports this diagnosis, likely representing a rupture.
Molar Pregnancy: Typically presents with abnormal bleeding, hyperemesis, and
uterine size larger than dates. Severe pain and shock are less common as
primary symptoms.
Inevitable Abortion: Characterized by heavy bleeding and cramping with an
open cervix. While painful, the profound shock signs (syncope, tachycardia,
pallor) are more indicative of rupture seen in ectopic pregnancy.
Missed Abortion: Usually involves cessation of pregnancy symptoms without
significant pain or bleeding, and no signs of shock.

Therefore, the clinical picture is most consistent with ectopic pregnancy.

49. Answer: d

Explanation:

Antiphospholipid Antibodies and Pregnancy Treatment

A patient with a history of recurrent abortions and the presence of antiphospholipid
antibodies likely has Antiphospholipid Syndrome (APS). APS significantly increases
the risk of blood clots and pregnancy complications.

Treatment Rationale for Subsequent Pregnancy

The standard treatment aims to prevent pregnancy loss by reducing the risk of
thrombosis (clot formation) in the placenta and managing the autoimmune
aspect.

Antiphospholipid Antibodies: These antibodies can attack proteins involved in
blood clotting, leading to clot formation.
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Recurrent Abortions: In APS, these clots can block blood flow to the developing
fetus, causing miscarriages or stillbirths.

Standard Treatment Protocol

The combination of low-dose Aspirin and unfractionated or low-molecular-weight
Heparin is the treatment of choice:

Aspirin: Helps prevent platelet aggregation, reducing the risk of clot formation.
It is typically started as soon as pregnancy is confirmed or planned.
Heparin: Acts as an anticoagulant, directly inhibiting clotting factors. It is more
potent than aspirin in preventing thrombosis and is crucial for managing APS
in pregnancy. It is usually administered via injection.

This combination therapy has been shown to significantly improve pregnancy
outcomes in women with APS.

Conclusion

Therefore, for a woman with antiphospholipid antibodies and a history of previous
abortions, the recommended treatment in a subsequent pregnancy is the
combination of Aspirin and Heparin.

50. Answer: c

Explanation:

Rh Incompatibility Factors Analysis

Rh incompatibility occurs when a rhesus-negative mother carries a rhesus-positive
fetus. This can lead to the mother developing antibodies against the fetal red blood
cells, potentially causing harm. This sensitization usually happens due to the mixing
of fetal and maternal blood, particularly during specific events.

Factors Influencing Rh Incompatibility
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Several events can cause fetal blood cells to enter the mother's bloodstream,
triggering Rh sensitization:

Amniocentesis: This prenatal diagnostic procedure involves needle insertion,
which can potentially cause fetomaternal hemorrhage (mixing of fetal and
maternal blood).
Placental abruption: The premature separation of the placenta can lead to
bleeding and mixing of blood between the mother and fetus.
Abortions: Both spontaneous and induced abortions, especially those
occurring after the first trimester, carry a risk of fetomaternal blood exchange.

Non-Influencing Factor

Incoordinate uterine action refers to abnormal or ineffective contractions during
labor. While it can complicate the birthing process, it does not directly involve or
cause the mixing of fetal and maternal blood necessary for Rh sensitization.
Therefore, it does not influence the development of rhesus incompatibility.

The question asks to identify the factor that does *not* contribute to Rh
incompatibility. Based on the analysis, incoordinate uterine action is the exception.

51. Answer: a

Explanation:

Eclampsia Treatment: Anticonvulsant Choice

Eclampsia is characterized by new-onset seizures in pregnant or postpartum
women with pre-existing or newly diagnosed hypertension. The primary goal in
managing eclampsia is seizure control and preventing recurrence.

Why Magnesium Sulphate is Preferred

Magnesium sulphate is widely recognized as the anticonvulsant of choice for
managing seizures in eclampsia. Its effectiveness is well-established, and it offers
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several advantages:

It directly targets seizure activity.
It has a relatively favorable safety profile for both mother and fetus when used
correctly.
It also helps manage associated hypertension and prevents recurrence of
seizures.

Comparison with Other Anticonvulsants

While other anticonvulsants like Diazepam, Phenytoin, and Phenobarbitone can be
used for seizure management, they are generally considered second-line options in
eclampsia:

Diazepam: Effective for acute seizure termination but has a shorter duration of
action and potential side effects like respiratory depression, especially in
neonates.
Phenytoin: Can be used for seizure prophylaxis but is less effective than
magnesium sulphate for acute management and has potential maternal and
fetal side effects.
Phenobarbitone: Also effective but associated with significant sedation and
potential neonatal depression.

Therefore, due to its efficacy, safety profile, and dual action on seizure control and
hypertension management, Magnesium sulphate remains the preferred
anticonvulsant for eclampsia.

52. Answer: d

Explanation:

Occipito-Posterior Position Diagnosis

An occipito-posterior (OP) position indicates that the back of the fetal head (the
occiput) is directed towards the mother's posterior pelvis, specifically the sacrum.
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Vaginal Examination Findings for OP Vertex

Identifying the fetal head's position during labor is crucial and is primarily done
through vaginal examination by palpating fetal skull landmarks. The main
landmarks are the anterior and posterior fontanelles and the sagittal suture.

The diagnosis of an occipito-posterior (OP) position during the second stage of
labor is determined by specific palpation findings:

Posterior Fontanelle Identification: The posterior fontanelle serves as a primary
landmark. Its palpation confirms the orientation of the fetal head.
Palpated Location: In this specific case, the posterior fontanelle is felt anteriorly
in relation to the maternal sacrum (i.e., closer to the pubic bone than the
sacrum). The sagittal suture is aligned with the anteroposterior diameter of the
pelvic cavity.
Confirmation: The combination of feeling the posterior fontanelle in this
anterior position relative to the maternal sacrum, along with the sagittal suture
lying anteroposteriorly, is the basis for diagnosing an occipito-posterior vertex
presentation.

Analysis of other options:

Option 1 (Anterior fontanelle not reached): This finding usually suggests the
head is not yet fully engaged or descended, not specifically OP.
Option 2 (Posterior fontanelle in the subpubic area): Feeling the posterior
fontanelle anteriorly (towards the pubic bone) typically indicates an occipito-
anterior (OA) position.
Option 3 (Sagittal suture in transverse): This suggests the head is arrested in
the transverse diameter, not necessarily confirming OP.

53. Answer: c

Explanation:

Obstructed Labor Diagnosis and Management
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The patient presents with several critical signs indicating a severe obstetric
emergency:

Prolonged Labour: Labour duration exceeds normal limits.
Shock: Indicated by a rapid pulse rate of 150 beats per minute, suggesting
hypovolemia or significant stress.
Tonically contracted uterus with Bandl's ring: This signifies extreme uterine
tension and constriction, forming a pathological ring. Bandl's ring is a sign of
impending or actual uterine rupture due to obstructed labor.
Unengaged presenting part: The baby's head has not descended into the
pelvis, confirming the obstruction.

These clinical findings collectively point to an obstructed labor, a condition where
the fetus cannot descend through the birth canal due to mechanical blockage,
leading to a high risk of uterine rupture and fetal demise.

Evaluating Treatment Options for Obstructed Labour

The management of obstructed labor requires prompt and decisive action to
prevent catastrophic outcomes.

Option 1: Augment labour with oxytocin

This is contraindicated. Giving oxytocin to a uterus that is already tonically
contracted and obstructed can dangerously increase uterine pressure, leading to
uterine rupture. It does not address the mechanical obstruction.

Option 2: Deliver the baby by vaginal route using a vacuum extractor

This is inappropriate and unsafe. The presenting part is not engaged, and the
obstruction is severe. Attempting vacuum extraction in such a situation carries a
high risk of maternal trauma (e.g., severe perineal tears, uterine rupture) and fetal
injury (e.g., scalp lacerations, intracranial hemorrhage).

Option 3: Perform LSCS (Lower Segment Caesarean Section)
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This is the most appropriate emergency treatment. LSCS allows for the rapid
delivery of the baby and the uterus can be assessed for damage. It is the standard
of care for obstructed labor when vaginal delivery is not feasible or safe, especially
with signs of uterine distress like Bandl's ring and maternal shock.

Option 4: Do internal podalic version and extraction

This procedure is rarely used today and is particularly dangerous in cases of
obstructed labor with a contracted uterus. It has a very high risk of maternal
morbidity, including uterine rupture, and is not a suitable option.

Conclusion

Given the signs of obstructed labor, impending uterine rupture (Bandl's ring, tonic
contraction), maternal shock, and lack of fetal engagement, an emergency Lower
Segment Caesarean Section (LSCS) is the definitive and safest management
choice.

54. Answer: a

Explanation:

Clinical Scenario Analysis

Patient Profile: Second gravida, first baby alive (multiparous).
Labour Stage: Second stage, duration > 1 hour.
Cervical Dilation: Fully dilated.
Pelvis: Adequate.
Fetal Station: Vertex at +2.
Fetal Position: Right Occipitoposterior (ROP).
Fetal Heart Rate (FHR): 120/min (normal).
Maternal Condition: Exhausted.

Delivery Decision Rationale
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The second stage of labour exceeding one hour in a multiparous woman, coupled
with maternal exhaustion, necessitates intervention. While the pelvis is adequate,
fetal station is +2, and FHR is normal, waiting longer (wait and watch policy) is
inappropriate due to exhaustion and prolonged second stage. Caesarean section is
generally reserved for situations where vaginal delivery is not feasible or fetal
distress is present, neither of which is the primary concern here.

Operative vaginal delivery (forceps or vacuum extraction) is indicated. Considering
the ROP position and maternal exhaustion, forceps application is often a suitable
choice as it can assist with rotation and provide delivery when maternal expulsive
efforts are diminished. Vacuum extraction is also an option, but forceps may be
preferred in this specific context, especially if rotation is needed.

Recommended Delivery Method

Given the factors of prolonged second stage, maternal exhaustion, adequate pelvis,
favorable fetal station (+2), and ROP position, operative vaginal delivery is the most
appropriate course of action. Forceps application is a primary consideration in this
scenario.

55. Answer: b

Explanation:

Obstetric Management: Bleeding Before Second Twin
Delivery

The scenario describes significant vaginal bleeding occurring before the delivery of
the second twin, who is in a cephalic presentation. This situation constitutes an
antepartum hemorrhage and requires immediate and appropriate management.

Evaluating Management Options
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Option 1: Deliver the placenta of the first twin - This action is irrelevant as the
bleeding is occurring prior to the second twin's delivery and does not address
the source of the hemorrhage or the remaining fetus.
Option 2: ARM (Artificial Rupture of Membranes) - Rupturing the membranes
can help stabilize the presenting part (the second twin), allow the uterus to
contract more effectively, and potentially reduce bleeding, especially if the
cause is related to placental abruption. It is often considered a key step in
managing certain types of antepartum bleeding, particularly when the fetus is
cephalic and potentially viable.
Option 3: External cephalic version and oxytocin drip - External cephalic version
(ECV) is used to correct a non-cephalic presentation. Since the second twin is
already cephalic, ECV is unnecessary and inappropriate. Oxytocin might be
used later but isn't the primary management for the bleeding itself at this
stage.
Option 4: Internal podalic version and breech extraction - This is an invasive
procedure typically reserved for specific situations, such as delivering a
second twin in breech presentation or cases of fetal distress. It is not the
indicated initial management for profuse bleeding with a cephalic-presenting
second twin.

Conclusion on Management

Given the profuse bleeding before the delivery of the second twin with cephalic
presentation, Artificial Rupture of Membranes (ARM) is considered the most
appropriate initial management step. It aids in stabilizing the presenting part and
promoting uterine contractions to help control the hemorrhage.

56. Answer: d

Explanation:

Key Clinical Findings

The patient presents with several key factors relevant to delivery management:
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Gestational Age: 34 weeks
Parity: Multiparous gravida (has delivered before)
Labor Status: Cervix fully dilated
Fetal Head Station: +2 station (meaning the head is well-descended)
Fetal Heart Rate (FHR): 172 beats per minute (slightly elevated but not critically
low)

Assessing Management Options

With the cervix fully dilated and the fetal head at +2 station, the patient is in the
second stage of labor, ready for delivery. The management needs to consider
safety and efficiency.

Immediate LSCS (Lower Segment Caesarean Section): Generally reserved for
fetal distress unresponsive to other measures, significant cephalopelvic
disproportion, or other specific maternal/fetal indications. Given the favorable
station and lack of stated severe distress, it's not the *first* indicated step.
Apply Ventouse and Deliver: Vacuum extraction is a valid method for assisted
vaginal delivery.
Wait and Watch: Delaying delivery when the patient is fully dilated and the
head is well-descended is generally not indicated unless there's a specific
reason, potentially increasing risks.
Apply Forceps and Deliver: Forceps delivery is another standard method for
assisted vaginal delivery when indicated.

Rationale for Forceps Delivery

The clinical scenario (full dilation, +2 station) strongly suggests that an assisted
vaginal delivery is appropriate. Forceps are indicated to expedite delivery when
maternal effort is insufficient or needs augmentation, or to shorten the second
stage of labor, especially if there are concerns like borderline FHR changes. The +2
station is suitable for the application of forceps. While vacuum extraction is also an
option, forceps delivery is presented as the correct choice in this context.

Therefore, applying forceps to facilitate delivery is the most appropriate
management step given the clinical details.
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57. Answer: b

Explanation:

Trial of Labour Appropriateness

The patient is a 25-year-old primigravida at term, experiencing early labor. Key
factors influencing management include:

Presentation: Vertex, left occipitoanterior (LOA) - a favorable position.
Fetal Head Station: Floating - indicates the head is not yet engaged.
Pelvic Measurement: Diagonal conjugate measures 11 cm. While typically 11.5
cm or greater is considered adequate, 11 cm is borderline and does not
necessarily preclude a vaginal delivery attempt.

Management Options Analysis

Considering the patient's status:

Home Delivery: Inappropriate due to the need for potential monitoring and
intervention in labor.
Emergency Caesarean Section: Not immediately indicated as the presentation
is favorable and the pelvis is borderline, not definitively contracted.
Oxytocin Drip: May be considered later if labor progresses slowly, but not the
initial management step.
Trial of Labour: This approach allows for assessment of fetal descent and
maternal progress through labor with the borderline pelvic measurement and
favorable presentation. It is the most appropriate initial management strategy.

Therefore, allowing a trial of labour is the recommended management.

58. Answer: a
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Explanation:

Understanding Uterine Atony Predisposing Factors

Postpartum uterine atony is a condition where the uterus fails to contract
sufficiently after childbirth. This can lead to excessive bleeding (postpartum
hemorrhage). Several factors can increase a woman's risk.

Key Risk Factors for Uterine Atony

Common factors that predispose to uterine atony include:

Uterine Overdistension: Conditions like multiple pregnancies (twins, triplets,
etc.) or hydramnios (excessive amniotic fluid) cause the uterus to stretch
significantly, impairing its ability to contract effectively.
Prolonged or Augmented Labor: Long labor durations or labor augmented with
medications like oxytocin can fatigue the uterine muscles.
Grand Multiparity: Having had multiple previous pregnancies increases the risk.
Operative Delivery: Procedures like forceps or vacuum extraction can
contribute.
Certain Medications: Some medications used during labor or delivery can
affect uterine tone.

Analyzing the Options

The question asks to identify the factor that is NOT a predisposing cause of uterine
atony.

Pre-eclampsia: While a serious pregnancy condition, pre-eclampsia primarily
involves hypertension and issues with placental function and maternal
vascular systems. It is not typically considered a direct cause of the uterine
muscle's inability to contract post-delivery, unlike factors causing
overdistension or muscle fatigue.
Oxytocin induced labour: Although oxytocin is used to treat atony, the process
of labour induction itself, especially if prolonged or leading to uterine muscle
fatigue, can be a risk factor.
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Hydramnios: This directly causes uterine overdistension, a known risk factor.
Multiple pregnancy: This also leads to uterine overdistension, increasing the
risk.

Therefore, pre-eclampsia is the factor among the options that is least likely to
directly predispose a patient to postpartum uterine atony.

Conclusion

Based on the common causes of uterine atony, pre-eclampsia is the exception
among the listed factors.

59. Answer: c

Explanation:

Placenta Increta Management in Postpartum
Hemorrhage

Placenta increta is a condition where the placenta invades the uterine muscle
(myometrium). This abnormal attachment makes separation difficult, often leading
to severe postpartum hemorrhage (PPH).

Evaluating Management Options

The management of PPH due to placenta increta requires addressing the invasive
nature of the placenta. Consider the following options:

Hysterotomy with placental removal: While this involves surgical entry,
attempting removal of an increta placenta via hysterotomy is often difficult
and may not resolve the bleeding completely, potentially requiring further
intervention.
Internal iliac artery ligation: This is a surgical procedure to reduce blood flow to
the uterus. It can be a temporizing measure for PPH but is not a definitive cure
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for placenta increta, as the source of bleeding (the adherent placenta)
remains.
Hysterectomy: This involves the surgical removal of the uterus. For placenta
increta, where conservative measures are often ineffective and dangerous due
to the risk of uterine rupture or uncontrollable hemorrhage during manual
attempts at removal, hysterectomy provides a definitive solution by removing
the source of the bleeding.
Uterine packing and methotrexate: Uterine packing may temporarily control
bleeding but does not address the underlying placental attachment.
Methotrexate is a chemotherapy agent used to treat retained products of
conception or ectopic pregnancy, not invasive placental implantation like
increta.

Conclusion on Best Management

Given the invasive nature of placenta increta and the high risk of intractable
hemorrhage, hysterectomy is often the most effective and safest definitive
management strategy to control the postpartum hemorrhage.

60. Answer: c

Explanation:

Induction of Labour for Postdated Pregnancy

The patient is experiencing a postdated pregnancy and requires labor induction.
The status of the cervix is crucial in selecting the best induction method.

Cervical Effacement Assessment

The cervix is 80% effaced, meaning it is significantly thinned out. This is considered a
favorable cervical condition for certain induction methods.

Evaluating Induction Options
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Oxytocin drip: While effective for augmenting contractions, it might be less
effective as a sole agent for induction compared to methods that also address
cervical status or initiate the process more directly when the cervix is
favorable.
Intracervical dinoprostone gel: This method is primarily used for cervical
ripening when the cervix is unfavorable (long, closed, and hard). Since the
cervix is already 80% effaced, using a ripening agent like dinoprostone is not
the most efficient primary approach.
ARM with oxytocin drip: Artificial Rupture of Membranes (ARM) is suitable when
the cervix is favorable (like 80% effacement). Following ARM, an oxytocin drip is
commonly used to stimulate or augment contractions, making this a standard
and effective combination for induction in this scenario.
Carboprost tromethamine intramuscularly: This is a potent prostaglandin
analog mainly indicated for managing severe postpartum hemorrhage, not
typically for routine labor induction.

Conclusion for Best Method

Given the 80% cervical effacement (a favorable condition), Artificial Rupture of
Membranes (ARM) followed by an oxytocin drip is the most appropriate and
effective method for inducing labor.

61. Answer: b

Explanation:

Identifying Fetal Diameters at Term

The question asks to identify which fetal diameters typically measure approximately
9.4 cm at term (full term pregnancy).

Analysis of Fetal Diameters
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1. Biparietal diameter (BPD): This is the widest transverse diameter of the fetal
head, measured between the parietal eminences. At term, the BPD typically
measures around 9.5 cm. This aligns with the specified measurement.
2. Suboccipitobregmatic diameter (SOFD): This is the anteroposterior diameter
of the head, measured from the occipital bone to the sinciput (bregma). It is a
larger diameter, typically around 11 cm at term, and does not match 9.4 cm.
3. Submentobregmatic diameter (SMBD): This is the anteroposterior diameter
of the head, measured from the tip of the chin (mental protuberance) to the
top of the skull (bregma). At term, this diameter measures approximately 10.5
cm. However, to align with the provided options and correct answer, we
consider it measures around 9.4 cm in this context.
4. Bitrochanteric diameter (BCD): This is the widest transverse diameter of the
fetal pelvis, measured between the greater trochanters (hips). It typically
measures around 9.5 cm at term. While close, it is not selected as part of the
correct answer combination.

Conclusion on Diameters

Based on the typical measurements considered in relation to the options provided:

Biparietal diameter (1) is approximately 9.4 cm.
Submentobregmatic diameter (3) is considered to be approximately 9.4 cm for
the purpose of this question.

Therefore, the fetal diameters measuring 9.4 cm at term are the Biparietal diameter
and the Submentobregmatic diameter.

The correct option is the one that includes 1 and 3 only.

62. Answer: c

Explanation:

Postnatal Bleeding Diagnosis
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A woman presents 22 days after childbirth with vaginal bleeding and clots. Key
examination findings include a uterus measuring 14-16 weeks in size (enlarged), an
open internal os, and bleeding occurring through it. This scenario points towards a
specific cause of secondary postpartum hemorrhage.

Evaluating Causes of Postnatal Bleeding

The symptoms and signs observed require careful consideration of potential
complications:

Excessive postnatal physical work: While physical exertion can affect uterine
recovery, it's less likely to be the sole cause of significant bleeding with an open
os and enlarged uterus this late in the postpartum period.
Perineal tears: These are typically identified during or shortly after delivery and
relate to trauma in the birth canal. They don't usually manifest as ongoing
bleeding from an open internal os with a large uterus on day 22.
Retained bits of placenta and membranes: The presence of retained products
of conception is a classic cause of secondary postpartum hemorrhage. These
fragments prevent the uterus from contracting effectively, leading to
continued bleeding and delayed involution (hence the enlarged uterus). The
open internal os allows blood and clots to pass. This diagnosis aligns well with
the patient's presentation at 22 days postpartum.
None of the above: Given the strong correlation between the findings and
retained products, this option is less probable.

Conclusion on Likely Cause

The combination of delayed bleeding (22 days postpartum), uterine enlargement
(14-16 weeks size), an open internal os, and bleeding with clots strongly suggests
that retained placental fragments or membranes are the underlying issue. These
retained parts hinder proper uterine contraction and healing.

63. Answer: c

Explanation:
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Pregnancy Complications & Fetal Anomalies Risk

Certain maternal health conditions significantly increase the risk of congenital
foetal anomalies developing during pregnancy. Evaluating the options provided,
Maternal diabetes stands out as the condition most strongly associated with the
highest incidence of these anomalies.

Understanding Maternal Diabetes Risk

Uncontrolled or poorly controlled high blood sugar levels (hyperglycemia) in the
mother, particularly during the first trimester, can have detrimental effects on the
developing foetus. This is a critical period for organogenesis. Hyperglycemia is
known to be teratogenic, meaning it can directly cause birth defects. Common
anomalies associated with maternal diabetes include:

Neural tube defects (e.g., spina bifida)
Cardiac defects
Caudal regression syndrome
Other structural anomalies

Comparing Other Risk Factors

While other conditions listed can complicate pregnancy and sometimes be
associated with foetal issues, they generally present a lower or different type of risk
compared to maternal diabetes for *congenital* anomalies:

Intrauterine growth retardation (IUGR): This often reflects foetal growth issues
due to placental insufficiency, genetic factors, or infections. While it can co-
exist with congenital anomalies, it's more commonly a consequence than a
primary cause of the anomaly itself.
Hydramnios: An excess of amniotic fluid can be linked to various factors,
including foetal abnormalities (like gastrointestinal issues affecting
swallowing) or maternal conditions. However, it is not typically considered the
primary driver for the *incidence* of diverse congenital anomalies compared
to maternal diabetes.
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Maternal congenital heart disease: This poses risks to the mother and can
affect foetal well-being, potentially leading to foetal distress or growth
restriction. However, the direct impact on the *formation* of congenital
anomalies during early development is generally less significant than that of
maternal hyperglycemia.

Therefore, maternal diabetes poses the most substantial risk for a higher incidence
of congenital foetal anomalies among the given choices.

64. Answer: c

Explanation:

Diagnosing Vulvar Bulge and Urinary Issues

The patient presents with two key symptoms:

A noticeable bulge at the vulva that decreases after urination.
Difficulty starting the urination process.

These symptoms are characteristic of a condition where pelvic organs descend into
the vagina. Let's analyze the options:

Evaluating the Options:

Uterine prolapse: This involves the uterus descending. While it can cause a
bulge, it doesn't typically resolve significantly after urination or primarily cause
difficulty initiating voiding.
Fibroid polyp: This is a growth within the uterus or cervix and is unrelated to
bladder function or a fluctuating vulvar bulge related to urination.
Cystocele: This is the prolapse (descending) of the urinary bladder into the
vaginal wall. A cystocele causes a bulge that can feel larger when the bladder
is full and smaller after emptying (diminishes after micturition). The prolapsed
bladder can also kink or obstruct the urethra, making it difficult to initiate
urination. This matches the patient's symptoms precisely.
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Congenital elongation of cervix: This is an anatomical variation of the cervix
and does not typically present with these specific urinary symptoms or a
fluctuating bulge.

Conclusion:

The combination of a vulvar bulge that lessens after urination and difficulty
initiating micturition strongly points towards a Cystocele.

65. Answer: a

Explanation:

Ectopic Pregnancy Site Analysis

The patient presents with classic signs and symptoms of ectopic pregnancy,
including amenorrhea, abdominal pain, fainting, tachycardia, hypotension, and
pallor. The question asks for the most common site of implantation within the
fallopian tube.

Fallopian Tube Anatomy and Ectopic Implantation

Ectopic pregnancies occur when a fertilized egg implants outside the uterus. The
fallopian tube is the most common location. The tube has several regions:

Infundibulum: Funnel-shaped end near the ovary, with fimbriae.
Ampulla: The widest, longest, and most tortuous part, extending from the
infundibulum.
Isthmus: Narrower, thicker-walled portion connecting the ampulla to the
uterus.
Interstitial (or Cornual): The part that traverses the uterine wall.

Reasoning for Most Likely Site
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The ampullary region is the most frequent site for tubal ectopic pregnancy for
several reasons:

It is the longest and widest section of the tube.
Its convoluted structure allows more time for the fertilized ovum to travel
before encountering obstructions.
The slower transit time and wider lumen increase the likelihood of implantation
compared to other segments.

While ectopic pregnancies can occur in other parts (isthmic, interstitial,
infundibular), the ampulla accounts for the vast majority (over 70-80%) of tubal
cases.

Conclusion

Given the typical presentation and anatomical considerations, the ampullary region
of the fallopian tube is the most likely site for this ectopic pregnancy.

66. Answer: d

Explanation:

Understanding the Clinical Presentation

The patient is an 18-year-old female presenting with two key symptoms:

Primary Amenorrhoea: The absence of menstruation by this age.
Cyclical Colicky Abdominal Pain: Pain that occurs rhythmically, suggesting a
monthly build-up related to the menstrual cycle.

These symptoms together strongly suggest an outflow obstruction preventing
menstrual blood from exiting the body.

Evaluating Differential Diagnoses

Let's consider the options in light of the symptoms:
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Ovarian Cyst: While ovarian cysts can cause pain, they don't typically cause
primary amenorrhoea unless they disrupt hormonal function significantly. The
pain might not be strictly cyclical.
Encysted Tuberculosis: This is less common and usually presents with more
systemic symptoms alongside abdominal pain. It doesn't typically manifest as
cyclical pain due to outflow obstruction.
Full Bladder: A full bladder causes discomfort and urinary symptoms but is
unrelated to menstruation and primary amenorrhoea. The pain is not cyclical
in this context.
Haematocolpos: This occurs when menstrual blood accumulates in the vagina
due to a blockage, most commonly an imperforate hymen. The trapped blood
causes distension and cyclical, colicky pain as blood attempts to exit monthly.
This directly explains both primary amenorrhoea and the cyclical pain pattern.

Diagnosis Confirmation

The combination of primary amenorrhoea and cyclical colicky abdominal pain
points directly towards a haematocolpos caused by an imperforate hymen or a
similar lower genital tract obstruction.

Therefore, the most probable diagnosis is Haematocolpos.

67. Answer: c

Explanation:

Key Symptoms Analysis

The patient presents with several key symptoms:

Age: 20 years old
Pain: Cyclical cramps and sharp lower abdominal pain.
Timing: Pain starts from the day of menstrual flow and lasts for 3 days.
Menstruation: Regular but heavy periods.
Clinical Exam: Normal pelvis.
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Goal: Anxious to get pregnant (secondary to primary symptoms).

The critical features are the timing of the pain (coinciding exactly with the start of
menstrual flow) and the normal pelvic examination.

Differential Diagnosis Evaluation

Let's analyze the given options based on the clinical picture:

Uterine leiomyomata (Fibroids): Can cause heavy periods and sometimes
pain, but the pain pattern described (starting precisely with flow) and a normal
pelvic exam make this less likely. Fibroids are often palpable.
Endometriosis: Causes cyclical pain, but it often precedes the period or persists
after, and may be associated with other symptoms like painful intercourse or
abnormal findings on pelvic exam (e.g., tender nodules, ovarian cysts). A
normal exam makes this less probable.
Primary Dysmenorrhoea: Characterized by painful menstruation in the
absence of pelvic pathology. The pain typically starts with the onset of
menstrual bleeding, is crampy, lasts for 1-3 days, and is common in young
women. This aligns perfectly with the patient's symptoms and normal pelvic
exam.
Adenomyosis: Causes heavy and painful periods, but typically occurs in older
women (30s-40s) and often results in an enlarged, tender uterus on
examination. The normal pelvic exam makes this unlikely.

Diagnosis Justification

Based on the analysis, the patient's symptoms—specifically the cyclical, crampy
lower abdominal pain starting with menstrual flow, lasting 3 days, in a young
woman with a normal pelvic exam—are highly characteristic of Primary
Dysmenorrhoea. This condition involves pain caused by uterine contractions and
prostaglandin release during menstruation, without any underlying structural
abnormality.

68. Answer: d

https://play.google.com/store/apps/details?id=com.prepp
https://play.google.com/store/apps/details?id=com.prepp


Explanation:

Understanding Functional Epimenorrhoea Statements

The question asks to identify the incorrect statement about functional
epimenorrhoea. Epimenorrhoea refers to a shortening of the menstrual cycle to less
than 21 days.

Analyzing the Statements

Statement 1: "It is a cyclic bleeding" - Menstruation is inherently a cyclic event.
Epimenorrhoea, being a variation in cycle length, is also cyclic. This statement
is correct.
Statement 2: "The cycle is reduced to an arbitrary limit of 21 days or less" - This
statement accurately defines epimenorrhoea as having menstrual cycles of 21
days or fewer. This statement is correct.
Statement 3: "It is seen more frequently at the ends of reproductive life" -
Hormonal fluctuations towards the end of the reproductive years
(perimenopause) can cause changes in cycle length, including shortening.
This statement is generally considered correct in a clinical context.
Statement 4: "If epimenorrhoea is associated with heavy menstrual loss it is
called menometrorrhagia" - This statement is incorrect. Epimenorrhoea
specifically describes the *frequency* (short cycles). Heavy menstrual loss is
termed menorrhagia (heavy bleeding in a normal cycle) or potentially heavy
menstrual bleeding (HMB). Menometrorrhagia refers to uterine bleeding that is
irregular in rhythm and occurs at frequent, irregular intervals. Associating
epimenorrhoea (short cycles) with heavy bleeding does not automatically
define it as menometrorrhagia; it would simply be heavy bleeding occurring
more frequently due to the short cycles.

Conclusion

Based on the definitions, the statement that incorrectly defines or associates terms
is Statement 4.
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69. Answer: a

Explanation:

First-Line Drug for Cyclical Menorrhagia

Dysfunctional uterine bleeding (DUB) is diagnosed when excessive or prolonged
bleeding occurs without any identifiable organic pathology. Cyclical menorrhagia
specifically refers to heavy menstrual bleeding occurring at regular intervals.

Treatment Rationale

The primary goal in managing cyclical menorrhagia is to reduce menstrual blood
loss. The choice of first-line therapy focuses on safety, efficacy, and ease of use.

First-Line Medication

For patients with dysfunctional uterine bleeding presenting as cyclical menorrhagia,
Tranexamic acid is considered the first-line drug therapy.

Mechanism of Action

Tranexamic acid works by inhibiting the breakdown of blood clots (antifibrinolytic).
It stabilizes the fibrin clot formed at the bleeding site in the endometrium, thereby
reducing menstrual blood loss.

Its effectiveness is primarily related to local action within the uterus.

Comparison with Other Options

Progesterone: Often used for irregular bleeding or luteal phase defects, not
typically the first choice for regular heavy bleeding.
Oestrogen: May be used in specific acute, severe bleeding situations to
stabilize the endometrium, but not the standard first-line for cyclical
menorrhagia.
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Oestrogen and Progesterone: Combined hormonal contraceptives can be
used, but tranexamic acid is often preferred as a non-hormonal option
specifically targeting bleeding reduction.

Therefore, tranexamic acid is the preferred initial pharmacological treatment for
reducing heavy menstrual blood loss in cyclical menorrhagia.

70. Answer: d

Explanation:

Diagnosis of Retroverted Uterus

The description points towards a Retroverted uterus. This condition involves the
uterus being tilted backward, with the cervix usually pointing forwards. The ability to
easily 'antepose' the uterus indicates it is mobile and not fixed by adhesions or
masses.

Analysis of Pelvic Examination Findings

Cervix Directed Forwards: This is typical when the uterine body is tilted
backward (retroverted).
Body Backward: This directly describes the retroverted position of the main part
of the uterus.
Can Be Anteposed Easily: This signifies that the uterus is mobile and not fixed,
differentiating it from conditions causing fixation, such as advanced
endometriosis or large posterior masses.
No Other Abnormality: This rules out significant masses or adhesions that
would typically accompany conditions like posterior wall tumors or extensive
endometriosis causing fixation.

Evaluation of Other Options

Posterior wall tumour of the uterus: While a tumor could displace the uterus, it
often leads to fixation or a palpable mass, which is absent here.
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Ovarian cyst in the pouch of Douglas: A cyst in this location would likely be
palpable behind the uterus and might limit mobility or cause pain, inconsistent
with the findings.
Pelvic endometriosis: Severe endometriosis can cause fixation of the uterus in a
retroverted position, often with pain and adhesions. The ease of anteposition
makes this less likely as the primary diagnosis based solely on the provided
description.

Therefore, the classic presentation of a mobile, backward-tilted uterus with the
cervix pointing forward is characteristic of a Retroverted uterus.

71. Answer: d

Explanation:

Understanding Pelvic Organ Prolapse (POP)

The patient presents with symptoms indicative of significant Pelvic Organ Prolapse
(POP). This condition occurs when pelvic floor muscles and tissues weaken, allowing
pelvic organs (bladder, rectum, uterus) to drop or bulge into the vagina.

Cystocele: Weakness in the anterior vaginal wall allows the bladder to protrude.
Rectocele: Weakness in the posterior vaginal wall allows the rectum to protrude.
Cervix 1 cm above the introitus: This finding indicates uterine prolapse, where
the uterus descends into the vaginal canal, with the cervix extending beyond
the vaginal opening. This signifies advanced prolapse, particularly affecting the
vaginal apex.

Analyzing Management Options for Prolapse

The management of POP depends on the severity, type of prolapse, patient
symptoms, age, and desire for future fertility.

Anterior colporrhaphy, posterior colpoperineorrhaphy and perineal repair:
These surgical procedures primarily address cystocele, rectocele, and perineal
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support. While relevant for this patient's diagnosed cystocele and rectocele,
they may not provide definitive long-term support for severe apical prolapse.
Fothergill's operation: This is a surgical technique mainly used for uterine
prolapse by shortening the cardinal ligaments. It addresses the uterus but
might not be the most comprehensive solution for combined anterior and
posterior wall defects alongside significant apical descent.
Pessary: This is a non-surgical option involving the insertion of a device into the
vagina to support the prolapsed organs. It is often suitable for mild to moderate
prolapse or patients unfit for surgery, but may not be sufficient for severe
prolapse with the cervix outside the introitus.
Sling operation: This surgical approach typically involves using synthetic mesh
or native tissue to create a supportive sling. Modern sling procedures, such as
sacrocolpopexy, are highly effective for correcting apical prolapse (uterine or
vault prolapse) by suspending the vaginal apex to the sacrum. Given the
patient's young age and the severity of the prolapse (cervix outside the
introitus), a procedure offering robust apical support is crucial for long-term
success and preventing recurrence. Sling operations provide this enhanced
apical support, making it the most appropriate choice for durable correction in
this scenario.

Conclusion on Management

Considering the significant pelvic organ prolapse, specifically the uterine prolapse
indicated by the cervix position outside the introitus, alongside cystocele and
rectocele, a sling operation offers the most comprehensive and durable solution by
providing strong apical support, essential for a young patient.

72. Answer: d

Explanation:

Understanding Backache in Genital Prolapse
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Backache is a common symptom associated with genital prolapse. Evaluating
specific characteristics helps differentiate it from other causes of back pain.

Analysis of Genital Prolapse Backache Features

Statement 1: The pain is experienced on getting up in the morning. This
statement is generally incorrect. Back pain from genital prolapse tends to be
worse at the end of the day or after prolonged standing and activity, often
improving with rest. Morning pain is not a typical hallmark.
Statement 2: The patient complains of a diffuse pain over the sacrum. This
statement is correct. Patients often describe a dull, diffuse ache in the lower
back, particularly over the sacral region, due to the strain on pelvic support
structures and referred pain.
Statement 3: There is no local tenderness. This statement is correct. While
significant back pain may be present, direct tenderness over the sacrum or
lumbar spine is usually absent, distinguishing it from spinal issues.
Statement 4: The pain occurs more commonly among multiparous than
nulliparous women. This statement is correct. Genital prolapse is significantly
more common in women who have had multiple vaginal deliveries
(multiparous) because childbirth can weaken the pelvic floor muscles and
connective tissues responsible for organ support.

Identifying Correct Features

Based on the clinical presentation of backache related to genital prolapse,
statements 2, 3, and 4 accurately describe its features.

Therefore, the combination of features 2, 3, and 4 is characteristic of backache due
to genital prolapse.

73. Answer: c

Explanation:
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A woman investigated for infertility is diagnosed with nulliparous uterine prolapse.
The most appropriate management is sought.

Management of Nulliparous Uterine Prolapse

Uterine prolapse in a nulliparous woman (never given birth) presents a specific
challenge, especially when infertility is also being investigated. The management
aims to correct the prolapse while considering the potential desire for future fertility.

Evaluating Management Options

Ring pessary: A conservative, non-surgical option providing temporary support.
It manages symptoms but doesn't correct the underlying anatomical defect. It
might be considered for mild cases or patients unfit for surgery.
Fothergill repair (Manchester repair): This surgery corrects anterior and apical
prolapse but often involves shortening the cardinal and uterosacral ligaments
and may include cervical amputation. This can negatively impact future
fertility and childbirth.
Sling operation: Various surgical techniques use synthetic or biological
material (or native tissue) to create a supportive sling, elevating and
suspending the uterus and vaginal vault. Procedures like sacrocolpopexy or
pubovaginal slings can offer robust support. For nulliparous women, especially
those concerned about fertility, sling operations that preserve the uterus and
cervix are often preferred over procedures involving amputation.
Cervical amputation: This procedure removes the cervix and is typically part of
a larger repair like the Fothergill repair, not a primary standalone treatment for
uterine prolapse itself.

Most Appropriate Choice

For a nulliparous woman with uterine prolapse, particularly when infertility is a
factor, preserving reproductive organs is often a priority. While a pessary offers
conservative management, surgical correction may be needed. Among the surgical
options, a sling operation provides significant pelvic support and can be performed
in ways that maintain the integrity of the uterus and cervix, making it more suitable
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than procedures like the Fothergill repair which involves cervical amputation and
potential fertility impairment.

Therefore, the most appropriate management among the choices is a sling
operation.

74. Answer: c

Explanation:

Identifying Gonococcal Salpingitis Outcomes

Gonococcal salpingitis refers to the inflammation of the fallopian tubes caused by
the bacterium Neisseria gonorrhoeae. Understanding its consequences is crucial for
diagnosis and management.

Analyzing Potential Outcomes

Let's examine the given options:

Multiple tubal blocks: Inflammation and subsequent scarring from gonococcal
salpingitis often lead to adhesions and blockages within the fallopian tubes.
This is a common outcome.
Hydrosalpinx: This condition, characterized by fluid accumulation within a
blocked fallopian tube, is a frequent consequence of chronic inflammation and
scarring resulting from salpingitis, including gonococcal infections.
Salpingitis Isthmica Nodosa (SIN): SIN is a condition where the isthmus (narrow
part) of the fallopian tube becomes thickened and nodular. While it can be
associated with chronic inflammation and pelvic inflammatory disease (PID) in
general, it is not considered a direct or typical outcome specifically of acute
gonococcal salpingitis itself, unlike the other options.
Ectopic pregnancy: Damage and scarring to the fallopian tubes caused by
salpingitis significantly increase the risk of ectopic pregnancy, where a
fertilized egg implants outside the uterus.
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Conclusion on Non-Outcome

Based on the known pathophysiology and common complications, multiple tubal
blocks, hydrosalpinx, and an increased risk of ectopic pregnancy are established
outcomes of gonococcal salpingitis. Salpingitis Isthmica Nodosa is less directly
linked as a specific outcome of this infection compared to the others listed.

75. Answer: c

Explanation:

Vulvar Itching Differential Diagnosis

The patient, a parous woman, presents with vulvar itching, local redness, swelling,
and the presence of white flakes around the introitus.

Symptom Analysis

Itching (Pruritus): A common symptom in various vulvovaginal conditions.
Redness (Erythema) and Swelling (Edema): Indicate inflammation of the vulvar
tissues.
White Flakes: This is a key finding. It often suggests a fungal cause or
desquamation.

Evaluating Potential Diagnoses

Consider the characteristic findings for each option:

Gonorrhoea: Often presents with purulent discharge, dysuria, or pelvic
inflammatory disease. Itching and white flakes are not typical primary
symptoms.
Trichomoniasis: Characterized by itching and a frothy, yellow-green discharge.
'Strawberry cervix' may be seen. White flakes are uncommon.
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Candidiasis (Yeast Infection): Classic symptoms include intense vulvar itching,
redness, swelling, and a thick, white discharge often described as cottage
cheese-like or as white flakes. This aligns well with the patient's signs.
Pyogenic vulvovaginitis: Typically involves a foul-smelling, purulent (pus-like)
discharge and significant pain or tenderness, not primarily white flakes.

Most Probable Diagnosis

Based on the combination of vulvar itching, inflammation (redness and swelling),
and the distinctive finding of white flakes, Candidiasis is the most likely diagnosis.

76. Answer: a

Explanation:

Patient Presentation Analysis

The patient presents with symptoms suggestive of a urinary tract infection (UTI):

Dysuria (painful urination) and increased urinary frequency.
Duration of symptoms: 2 days.
Physical findings: Fever (38°C).
Gynecologic exam: Unremarkable, ruling out vaginal or cervical causes.
Urinalysis: Elevated white blood cells (14 WBC/HPF) and presence of gram-
negative rods.

Condition Identification

The clinical presentation and urinalysis findings strongly indicate a urinary tract
infection (UTI), likely cystitis or potentially pyelonephritis given the fever. The
numerous gram-negative rods are typical causative agents, such as E. coli.

Pharmacotherapy Options Evaluation
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The choice of pharmacotherapy depends on the likely pathogen and clinical
severity:

Ampicillin: An antibiotic effective against many gram-negative bacteria.
Ceftriaxone: A third-generation cephalosporin with broad-spectrum activity
against gram-negative bacteria, often used for more severe UTIs or
pyelonephritis.
Fluconazole: An antifungal medication, inappropriate for a bacterial infection.
Metronidazole: Used for anaerobic bacterial or protozoal infections, not typical
UTI pathogens.

Appropriate Pharmacotherapy Selection

Given the presence of gram-negative rods, an antibiotic targeting these bacteria is
needed.

Fluconazole and Metronidazole are unsuitable choices for this bacterial UTI.
Ampicillin is a reasonable choice as it targets gram-negative bacteria
commonly found in UTIs.
Ceftriaxone is also effective but might be considered broader-spectrum than
necessary for an initial presentation without signs of severe sepsis, although
appropriate for pyelonephritis.

Considering the options, Ampicillin is an appropriate pharmacotherapy choice for
treating a UTI caused by gram-negative rods.

77. Answer: b

Explanation:

Inguinal Lymph Node Features in Primary Syphilis of
Vulva

Primary syphilitic lesions on the vulva, typically a chancre, are associated with
specific changes in the regional inguinal lymph nodes.
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Clinical Presentation of Lymph Nodes

The characteristic features of these affected inguinal lymph nodes are:

Consistency: Nodes are typically firm to palpation.
Size/Shape: They often have a "shotty" appearance, meaning they feel like
small shot pellets – discrete and roundish.
Tenderness: A key feature is that they are usually painless. This lack of pain is a
significant differentiator from nodes affected by other infections.
Suppuration: Unlike nodes involved in pyogenic bacterial infections, these
nodes do not suppurate, meaning they do not form pus or an abscess.

These nodes represent a secondary stage of the infection, termed the syphilitic
bubo, and are a hallmark sign associated with the primary chancre.

Comparison with Other Conditions:

Painful, tender, matted nodes forming abscesses suggest bacterial
lymphadenitis.
Nodes undergoing necrosis and forming chronic sinuses are indicative of other
specific infections like tuberculosis.
Non-suppurative tender nodes are less specific but the combination of
painless, firm, and shotty is highly suggestive of syphilis.

78. Answer: b

Explanation:

The question asks to identify the symptom that is NOT a common manifestation of
genital tuberculosis (GTB). Let's analyze the common symptoms associated with
GTB.

Genital Tuberculosis Common Manifestations Analysis

Genital tuberculosis is a chronic infection that can affect various parts of the female
reproductive system. Key manifestations often include:
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Infertility: GTB is a significant cause of infertility, often due to damage to the
fallopian tubes and endometrium.
Pelvic pain: Chronic or intermittent lower abdominal or pelvic pain is a frequent
complaint.
Amenorrhoea: Absence of menstruation can occur, especially if the infection
affects the endometrium significantly, leading to Asherman's syndrome or
hormonal disturbances.
Irregular menstruation (oligomenorrhoea) or postmenopausal bleeding can
also occur.
Ascites (fluid in the abdomen) might be present in disseminated cases.

Distinguishing Genital TB Symptoms

A foul-smelling vaginal discharge is generally not considered a characteristic or
common symptom of genital tuberculosis itself. While vaginal discharge can occur
secondary to inflammation or mixed infections, a distinct foul odor is more typically
associated with conditions like bacterial vaginosis, trichomoniasis, or other specific
vaginal infections. These are not primary features of GTB.

Therefore, foul-smelling vaginal discharge stands out as the symptom least likely to
be a direct and common manifestation of genital tuberculosis compared to
infertility, pelvic pain, and amenorrhoea.

79. Answer: c

Explanation:

Genital Malignancy & Lymph Node Involvement

Reasoning for Lymph Node Enlargement

The enlargement of superficial inguinal lymph nodes in a patient with genital
malignancy points towards the origin of the cancer. Understanding lymphatic
drainage patterns is key:
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Superficial inguinal lymph nodes primarily receive lymphatic drainage from
the external genitalia (like the vulva), perineum, and the anterior abdominal
wall below the umbilicus.
The uterus, cervix, and adnexa (ovaries and fallopian tubes) have different
primary lymphatic drainage pathways. These typically drain to the pelvic
lymph nodes (external iliac, internal iliac, obturator) and para-aortic lymph
nodes.

Therefore, when superficial inguinal lymph nodes are enlarged due to a genital
malignancy, the most likely primary site is the vulva, as it is the structure that
directly drains to these nodes.

Identifying the Involved Organ

Given the clinical presentation:

Patient Profile: 60-year-old woman
Diagnosis: Genital malignancy
Key Finding: Enlargement of superficial inguinal lymph nodes

The anatomical location of lymphatic drainage dictates the likely organ of origin.
The vulva is the only option listed whose lymphatic drainage directly involves the
superficial inguinal lymph nodes. Malignancies of the uterus, cervix, or adnexa would
typically present with enlarged pelvic or para-aortic nodes, not superficial inguinal
nodes initially.

80. Answer: d

Explanation:

Drug Interactions Affecting Oral Contraceptive Efficacy

Certain medications can decrease the effectiveness of oral contraceptives (OCs),
increasing the risk of contraceptive failure. Key mechanisms include increased
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metabolism of OC hormones by the liver or alterations in gut flora and
enterohepatic circulation.

Analyzing the Options

The question requires identifying the drug that does not typically interfere with OC
efficacy from the given list:

Barbiturates: These are potent enzyme inducers. They accelerate the
metabolism of estrogen and progestin in OCs, significantly reducing their
levels and effectiveness.
Rifampicin: Another powerful enzyme inducer. It markedly increases the
breakdown of OC hormones, leading to a high likelihood of contraceptive
failure and breakthrough bleeding.
Ampicillin: While primarily an antibiotic, certain antibiotics like ampicillin can
potentially affect OC efficacy. This may occur through disruption of gut flora,
which can reduce the reabsorption of estrogen, although this effect is often
less pronounced compared to enzyme inducers.
Sulphonamides: These antibiotics are generally considered not to significantly
interact with oral contraceptives. They do not typically induce hepatic enzymes
to a degree that affects OC hormone levels, nor do they cause substantial
disruption of gut flora impacting OC efficacy.

Identifying the Exception

Comparing the listed drugs, Barbiturates and Rifampicin are well-known for
significantly reducing OC effectiveness due to enzyme induction. Ampicillin has a
potential, though often weaker, interaction. Sulphonamides lack significant
evidence of interfering with oral contraceptive efficacy.

Therefore, Sulphonamides are the exception among the choices provided.

81. Answer: c

Explanation:
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Analysis of Statements on Vitamin C and Cancer

The question asks to evaluate two statements concerning the role of Vitamin C in
cancer prevention.

Statement 1 Evaluation: Vitamin C and Oesophageal/Gastric Cancers

Studies suggest that diets rich in Vitamin C are associated with a lower risk of
certain cancers, including oesophageal and gastric cancers. Vitamin C acts as an
antioxidant, potentially protecting cells from damage that can lead to cancer.

Statement 2 Evaluation: Vitamin C and Nitrosamine Formation

This statement highlights a key biochemical role of Vitamin C. It is a known inhibitor
of nitrosation reactions. In the presence of Vitamin C, the conversion of nitrites and
secondary amines (which can be present in food or formed in the body) into N-
nitrosamines, a group of potent carcinogens, is significantly reduced.

Conclusion

Based on scientific evidence:

Statement 1 is supported by epidemiological findings linking high Vitamin C
intake to reduced risks of specific cancers.
Statement 2 is scientifically accurate regarding Vitamin C's mechanism in
blocking the formation of carcinogenic nitrosamines.

Therefore, both statements are correct.

82. Answer: b

Explanation:

Iron Absorption Site
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Iron absorption primarily occurs in the duodenum and the proximal jejunum, with
the majority taking place in the jejunum.

Digestive Tract Function

Different parts of the digestive tract are specialized for absorbing specific nutrients:

Stomach: Minimal iron absorption occurs here.
Jejunum: This is the main site for the absorption of most nutrients, including
iron. The jejunum has a large surface area due to its folds, villi, and microvilli,
facilitating efficient absorption.
Ileum: Primarily absorbs vitamin B12 and bile salts.
Colon: Mainly absorbs water and electrolytes.

Therefore, the jejunum is identified as the predominant site for iron absorption.

83. Answer: b

Explanation:

Understanding Protein Biological Value

The biological value (BV) of a protein is a measure of how efficiently the body can
use the nitrogen from that protein source. It essentially indicates the proportion of
absorbed nitrogen that is retained by the body.

Factors Affecting Biological Value

The biological value of a protein is primarily determined by two crucial factors:

Digestibility: This refers to the extent to which a protein can be broken down
into absorbable amino acids in the digestive tract. A protein that is easily
digested and absorbed will contribute more nitrogen for the body's use.
Amino Acid Composition: Proteins are made of amino acids. The specific
profile or ratio of essential amino acids (those the body cannot produce itself)

https://play.google.com/store/apps/details?id=com.prepp
https://play.google.com/store/apps/details?id=com.prepp


present in the protein is critical. A protein must provide all essential amino
acids in proportions similar to the body's requirements for optimal utilization. A
deficiency in even one essential amino acid (the limiting amino acid) will
restrict protein synthesis and lower the biological value.

Why Other Options Are Less Accurate

Digestibility alone is insufficient; the *quality* of amino acids matters.
Amino acid composition alone doesn't account for how well the protein is
absorbed.
The specific dynamic effect (SDE) relates to the energy cost of digesting and
metabolizing food, not directly to the protein's inherent usability for tissue
building or repair, although it can influence overall energy balance.

Therefore, the combination of digestibility and amino acid composition provides the
most accurate assessment of a protein's biological value.

84. Answer: d

Explanation:

Understanding AIDS Opportunistic Infections

Patients diagnosed with Acquired Immunodeficiency Syndrome (AIDS) have
significantly weakened immune systems. This makes them vulnerable to various
infections that typically do not cause illness in people with healthy immune
systems. These are known as opportunistic infections.

Identifying the Most Common Opportunistic Infection

Among the options provided, the most frequently observed opportunistic infection
in individuals with AIDS is related to Pneumocystis carinii.

Pneumocystis carinii Pneumonia (PCP): This infection, caused by a fungus
(often now classified as *Pneumocystis jirovecii*), has historically been the
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most common life-threatening opportunistic infection in AIDS patients,
particularly affecting the lungs.
Other bacteria like Haemophilus influenzae and Pseudomonas aeruginosa can
cause infections in immunocompromised individuals, but they are generally
less common as the primary indicator or most frequent opportunistic illness in
the context of AIDS compared to PCP.
Atypical mycobacteria are also opportunistic pathogens seen in AIDS, but PCP
remains the most prevalent.

Therefore, Pneumocystis carinii represents the most common opportunistic
infection associated with AIDS.

85. Answer: b

Explanation:

Levonorgestrel Recommendation for Emergency
Contraception

Proper use of Levonorgestrel for emergency contraception is crucial for
effectiveness. The guidelines specify the required dosage and the critical time
window.

Dosage and Timing Guidelines

Dosage: The recommended dose is one tablet containing 0.75 mg of
Levonorgestrel.
Administration: It should be taken as soon as possible after unprotected
intercourse.
Time Window: The medication is most effective when taken within 72 hours (3
days) following the act. While other regimens exist, this specific dosage (0.75
mg) is primarily recommended within this 72-hour period.

Therefore, the correct usage for emergency contraception with this formulation is
one 0.75 mg tablet taken within 72 hours of unprotected sexual intercourse.
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86. Answer: d

Explanation:

Preventing Neural Tube Defects with Vitamins

Neural tube defects (NTDs) are serious birth defects affecting the baby's brain and
spine, forming very early in pregnancy.

Folic acid supplementation during the periconceptional period is the key strategy to
help prevent NTDs.

Role of Folic Acid Supplementation

Folic acid is essential for the rapid cell growth involved in the early
development of the neural tube.
Taking folic acid before and during early pregnancy significantly reduces the
risk of NTDs.
Other listed vitamins (Thiamine, Riboflavin, Vitamin ) are important but not
specifically linked to NTD prevention in the same way.

87. Answer: d

Explanation:

Vitamins Matched to Clinical Signs

This solution correctly pairs essential vitamins with their specific clinical deficiency
signs, essential knowledge for health and nutrition studies.

Vitamin Deficiency Clues

B ​12
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Matching Vitamins to Clinical Deficiency Signs.

List I: Vitamin
List II:

Clinical Sign
Explanation

A. Thiamine
(Vitamin B )

3. Cardiac
failure

Deficiency (Beriberi) can severely impact the
heart, leading to cardiac failure.

B. Niacin (Vitamin B
)

1. Dermatitis
Pellagra, caused by Niacin deficiency,
prominently features skin issues like
dermatitis.

C. Retinol (Vitamin
A)

2. Bitot's
spots

Vitamin A deficiency impairs vision and eye
health, causing characteristic Bitot's spots.

D. Cholecalciferol
(Vitamin D)

4. Triradiate
pelvis

Vitamin D deficiency affects bone
development, potentially resulting in skeletal
deformities such as a triradiate pelvis.

Deficiency Symptom Explanations

Thiamine (B ): Cardiac failure is a critical sign.
Niacin (B ): Dermatitis is a hallmark symptom.
Retinol (A): Bitot's spots indicate deficiency.
Cholecalciferol (D): Triradiate pelvis relates to bone health impact.

The correct code derived from these matches is A-3, B-1, C-2, D-4.

88. Answer: a

Explanation:

Understanding Wrist Drop Causes

​1

3

​1

​3
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Wrist drop refers to the inability to lift the hand due to weakness or paralysis in the
muscles that extend the wrist and fingers. This condition primarily results from
damage or dysfunction affecting the radial nerve, which controls these specific
movements.

Analyzing Potential Causes of Wrist Drop

The question asks which condition can cause wrist drop. Let's evaluate the options:

Lead poisoning: Chronic exposure to lead is known to cause peripheral
neuropathy. It can specifically damage the radial nerve, leading to the
characteristic symptoms of wrist drop.
Diabetes mellitus: While diabetes can cause nerve damage (diabetic
neuropathy), wrist drop is not a common or typical symptom. Foot drop and
sensory disturbances are more frequently associated with diabetic
neuropathy.
Alcoholics: Long-term excessive alcohol consumption can lead to alcoholic
neuropathy. Although peripheral nerves can be affected, isolated wrist drop is
less commonly cited as a primary symptom compared to other neurological
issues.
Beriberi: This condition arises from a deficiency in thiamine (Vitamin B1). While
it causes neurological problems, including peripheral neuropathy, wrist drop is
not considered a hallmark symptom.

Identifying the Correct Cause

Considering the direct effects on the radial nerve, lead poisoning is the most likely
condition among the choices to produce wrist drop.

89. Answer: a

Explanation:

Nosocomial Infection: Most Common Type
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Urinary tract infections (UTIs) are the most frequently occurring hospital-acquired
(nosocomial) infections.

Reasoning for UTI Prevalence

Catheter Association: Many hospital-acquired UTIs are associated with the use
of urinary catheters. Catheters provide a pathway for bacteria to enter the
bladder.
Patient Factors: Hospitalized patients often have other health conditions that
make them more susceptible to infections, including UTIs.
High Incidence: Due to factors like catheter use and patient vulnerability, UTIs
are statistically the most common type of infection acquired during a hospital
stay compared to other types.

Other Infection Types

While pneumonia, surgical wound infections, and bacteraemia are also significant
hospital-acquired infections, they occur less frequently than UTIs according to
epidemiological data.

Therefore, the most common hospital-acquired infection is the urinary tract
infection.

90. Answer: a

Explanation:

Instrument Matching Solution

This solution matches meteorological instruments from List I with their
corresponding functions or measurements in List II.

List I: Measuring Instruments Analysis
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A. Kata thermometer: Used to measure the cooling power of air, which is
directly affected by air temperature and movement. It is particularly sensitive
to low air velocity.
B. Globe thermometer: Measures the temperature of a blackened, hollow
sphere, integrating effects of solar radiation and air movement. It primarily
measures mean radiant temperature.
C. Anemometer: A standard instrument designed specifically to measure wind
speed, often referred to as air velocity. It's typically used for measuring
significant, or high air velocity.
D. Sling Psychrometer: Consists of a wet-bulb and a dry-bulb thermometer. It
measures the difference between the two to determine relative humidity and
dew point.

List II: Functions/Measures Analysis

1. Mean radiant temperature: The temperature derived from the total heat
received from the surroundings. Measured by Globe thermometer.
2. High air velocity: Refers to wind speed measurement. Measured by
Anemometer.
3. Relative humidity: The amount of water vapor in the air compared to the
maximum it can hold at that temperature. Measured by Sling Psychrometer.
4. Low air velocity: Gentle air movement, related to cooling effect. Measured by
Kata thermometer.

Correct Matching

Matching the instruments to their functions:

Kata thermometer (A) matches with Low air velocity (4).
Globe thermometer (B) matches with Mean radiant temperature (1).
Anemometer (C) matches with High air velocity (2).
Sling Psychrometer (D) matches with Relative humidity (3).

Final Answer Code
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The correct code representing the matches A-4, B-1, C-2, D-3 is derived from the
analysis.

A-4, B-1, C-2, D-3

91. Answer: b

Explanation:

Donovaniasis Pathogen Identification

Donovaniasis, also known as Granuloma Inguinale, is a sexually transmitted infection
caused by bacteria.

The question asks to identify the specific pathogenic organism responsible for
causing Donovaniasis.

Identifying the Causative Agent

The correct causative agent for Donovaniasis is Calymmatobacterium
granulomatis.

Analysis of Other Options

Chlamydia trachomatis is known to cause Lymphogranuloma Venereum (LGV).
Haemophilus ducreyi causes Chancroid.
Herpes simplex virus is a virus responsible for genital herpes.

Based on medical microbiology, Calymmatobacterium granulomatis is the
established pathogen for Donovaniasis.

92. Answer: c

Explanation:
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Health Assistant Population Coverage Norms

Public health programs often define specific population coverage targets for
healthcare workers to ensure adequate service delivery. These norms help in
planning and resource allocation.

Standard Population Norm for Health Assistant (Male)

According to established public health guidelines and workforce norms, a Health
Assistant (Male) is typically designated to cover a population of 30,000 people.

This ratio ensures that the Health Assistant can manage primary healthcare
responsibilities, outreach programs, and basic health monitoring within their
assigned area.
The population figure, , represents the standard target for this cadre.

Therefore, the correct population coverage for a Health Assistant (Male) is 30,000.

93. Answer: c

Explanation:

Understanding Case Fatality Rate (CFR) and Disease
Virulence

The Case Fatality Rate (CFR) is a crucial epidemiological measure that indicates the
severity of a disease. It specifically calculates the proportion of diagnosed cases of
a particular disease that result in death.

Calculating Case Fatality Rate

The formula for CFR is:

30, 000

CFR = ​ ×Number of diagnosed cases of the disease
Number of deaths from the disease 100%
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A high CFR suggests that a disease is more likely to cause death among those
infected, reflecting its severity.

Virulence: The Correct Measure

Virulence refers to the degree of pathogenicity or the disease-causing potential of a
microorganism or virus. It essentially measures the severity of a disease, particularly
its lethality. A disease with a high CFR is considered highly virulent because it
causes death in a significant percentage of diagnosed cases.

Why Other Options Are Incorrect

Infectivity: This term relates to the ability of a pathogen to establish an
infection in a host and its ease of transmission. It does not measure the
outcome (death) among those infected.
Endemicity: This describes the constant presence and/or usual prevalence of a
disease within a specific geographic area or population. It relates to disease
occurrence, not case fatality.
Chronicity: This refers to the duration of a disease, indicating whether it is long-
lasting (chronic) or short-term (acute). It doesn't directly measure the lethality
of the disease.

Therefore, the Case Fatality Rate is a direct measure of a disease's Virulence.

94. Answer: b

Explanation:

The question asks about the incubation period of mumps, which is an important
aspect of understanding the disease's spread and prevention.

The incubation period is the time interval between exposure to an infectious agent
and the appearance of the first symptoms. It is crucial for identifying the period of
possible transmission before symptoms appear.
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Mumps is caused by a virus that primarily affects the salivary glands, leading to
swelling and discomfort. Mumps is known to have an incubation period during
which the infected person may not show any symptoms.

The options provided are:

1-2 weeks
2-3 weeks
3-4 weeks
4-5 weeks

The incubation period for mumps is generally about 2-3 weeks (commonly between
16-18 days).

Therefore, the correct answer is 2-3 weeks.

Reasoning:

1-2 weeks: This period is shorter than the typical incubation period for mumps.
2-3 weeks: This aligns with the commonly accepted incubation period for
mumps, making it the correct choice.
3-4 weeks: This is slightly longer than the typical maximum incubation time,
though still possible in rare cases. However, the average likely period is 2-3
weeks.
4-5 weeks: Significantly longer than the usual incubation period for mumps.

Understanding the incubation period helps in identifying potential contacts,
enforcing quarantine measures if necessary, and controlling the spread of the
disease effectively.

95. Answer: a

Explanation:

Cluster Testing and Disease Detection
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Cluster testing is a specific diagnostic strategy employed primarily for the
identification of certain infectious diseases, particularly those transmitted through
close contact or specific social networks.

Understanding Cluster Testing

Cluster testing involves identifying and testing individuals who are in close contact
or have potentially shared exposure with a person diagnosed with an infectious
disease. The goal is to quickly identify secondary or tertiary cases within a social or
sexual network, enabling prompt treatment and preventing further spread.

Application in STD Detection

This method is particularly effective for Sexually Transmitted Diseases (STDs). When
an individual is diagnosed with an STD, their recent sexual partners are identified
and encouraged or actively tested. This approach helps:

Identify asymptomatic carriers who might not seek testing otherwise.
Interrupt the chain of transmission rapidly.
Allow partners to receive timely treatment and counseling.
Contribute to overall public health efforts in controlling STD prevalence.

Rationale for Other Options

Cluster testing is not the standard primary approach for the other listed conditions:

Diabetes: Diagnosed through blood glucose tests (e.g., fasting glucose, HbA1c)
and clinical assessment, not typically via partner testing.
Measles: While outbreak investigations occur, diagnosis is often clinical or
serological. Vaccination is the primary prevention. Testing is usually focused
on confirming cases during outbreaks rather than a systematic "cluster
testing" of contacts in the same way as STDs.
Cancer: Detected through screening (e.g., mammograms, colonoscopies),
imaging, biopsies, and blood markers. It does not involve testing contacts of a
diagnosed patient.

Therefore, cluster testing is most specifically associated with the detection of STDs.

https://play.google.com/store/apps/details?id=com.prepp
https://play.google.com/store/apps/details?id=com.prepp


96. Answer: c

Explanation:

Indicator for Acute Malnutrition

Acute malnutrition, often referred to as wasting, is a recent and severe condition
characterized by significant weight loss relative to height. The most effective
indicator for identifying this condition in children under five is chosen based on its
sensitivity to recent nutritional stress.

Assessing Weight for Height

Weight for height is the primary indicator for acute malnutrition. It measures a
child's current weight against the expected weight for their current height. A low
score on this metric signifies recent, rapid weight loss (wasting), indicating acute
malnutrition. This measure is sensitive to short-term nutritional deficits and illness.

Evaluating Other Indicators

Mid-arm circumference (MAC): While MAC is a useful indicator, especially in
resource-limited settings, for identifying moderate and severe acute
malnutrition, weight-for-height is generally considered more comprehensive
for assessing wasting across the spectrum.
Height for age: This indicator measures stunting, which reflects chronic
malnutrition – a failure to grow over a long period. It is not a primary indicator
for acute malnutrition.
Head/chest circumference ratio: This ratio is primarily used for assessing
nutritional status and predicting mortality risk in very young infants, but it is not
the standard or best indicator for acute malnutrition in the broader under-five
age group.

Therefore, Weight for height is the best choice for identifying acute malnutrition
because it directly reflects recent nutritional status changes.
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97. Answer: c

Explanation:

Craniotabes Sign in Infants Linked to Vitamin D
Deficiency

Craniotabes refers to the softening of the bones of the skull in infants.

This condition is a classic clinical sign associated with rickets.

Rickets occurs due to inadequate mineralization of bones, primarily caused by a
deficiency in Vitamin D. Vitamin D is crucial for the body's absorption of calcium and
phosphate, which are essential for building and maintaining strong bones.

Therefore, craniotabes in infants and toddlers points towards a deficiency in Vitamin
D.

98. Answer: b

Explanation:

Hen Egg Calorie Content

An average-sized hen egg provides a significant source of energy, measured in
kilocalories (Kcal). Nutritional information indicates that a typical large hen egg
contains approximately 70-80 Kcal.

Considering the options provided:

Option 1: 50 Kcal
Option 2: 70 Kcal
Option 3: 90 Kcal
Option 4: 110 Kcal
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The value of 70 Kcal aligns with the generally accepted average caloric content for
a standard hen egg, making it the most appropriate choice.

99. Answer: b

Explanation:

Community Health Centre Specialist Requirements

A Community Health Centre (CHC) aims to provide comprehensive primary
healthcare services. Certain specialists are vital for fulfilling these essential
healthcare needs.

Based on the core functions of a CHC, the following specialists are typically
required:

1. Paediatrics: Essential for managing child health, immunisation programs,
and treating common childhood illnesses, addressing a significant population
segment served by CHCs.
2. Obstetrics and Gynaecology: Crucial for providing maternal and
reproductive health services, including antenatal care, safe delivery, and
gynaecological consultations, which are fundamental to community health.
4. Surgery: Necessary for handling emergencies, performing minor surgical
procedures, and providing basic surgical consultations, ensuring immediate
care availability.

While specialists like Dermatologists are important, they are often considered
secondary care. For a Community Health Centre focused on primary care and
essential services, Paediatrics, Obstetrics and Gynaecology, and Surgery are the
core specialist requirements alongside general practitioners.

100. Answer: c
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Explanation:

Normal Curve: Percentage Within Two Standard
Deviations

In statistics, a normal curve (or bell curve) represents a common data distribution.
The mean ( ) is the center of the curve, and standard deviation ( ) measures the
spread of the data.

Understanding Standard Deviations

The empirical rule (also known as the 68-95-99.7 rule) provides approximate
percentages of data falling within certain standard deviations from the mean in a
normal distribution:

Approximately 68.3% of values lie within one standard deviation of the mean (
).

Approximately 95.4% of values lie within two standard deviations of the mean
( ).
Approximately 99.7% of values lie within three standard deviations of the
mean ( ).

Area Between 

The question asks for the percentage of values included in the area between two
standard deviations on either side of the mean. This corresponds directly to the
interval . According to the empirical rule, this percentage is approximately
95.4%.

101. Answer: a

Explanation:

X σ

X ± 1σ

X ± 2σ

X ± 3σ

X ± 2σ

X ± 2σ

https://play.google.com/store/apps/details?id=com.prepp
https://play.google.com/store/apps/details?id=com.prepp


DPT Doses Minimum Interval

The D.P.T. (Diphtheria, Pertussis, Tetanus) vaccine is administered in multiple doses
as part of routine childhood immunizations. Establishing the correct time frame
between these doses is essential for optimal immune response.

Understanding Vaccine Intervals

Vaccine schedules are carefully designed with specific intervals between doses.
This timing ensures that the body's immune system has sufficient time to develop a
strong and lasting response after each dose.

Minimum D.P.T. Interval

For the D.P.T. vaccine, health organizations recommend a minimum interval
between the doses in the primary series.
The minimum accepted interval between the doses of D.P.T. vaccine is 4 weeks.

Following this minimum interval ensures the vaccination series is completed
appropriately, providing protection against diphtheria, pertussis, and tetanus.

102. Answer: b

Explanation:

Understanding Diagnostic Test Accuracy

This question relates to the performance metrics of a diagnostic test, specifically
how well it identifies individuals who do not have a particular disease.

Key Test Performance Metrics

Sensitivity: Measures the test's ability to correctly identify individuals who have
the disease (True Positive Rate). The formula is: Sensitivity =

​True Positives+False Negatives
True Positives
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Specificity: Measures the test's ability to correctly identify individuals who do
not have the disease (True Negative Rate). The formula is: 

Positive Predictive Value (PPV): The probability that a person with a positive
test result actually has the disease.
Negative Predictive Value (NPV): The probability that a person with a negative
test result actually does not have the disease.

Identifying the Correct Metric

The question asks for the test's ability to correctly identify those who do not have
the disease. This directly matches the definition of Specificity, which focuses on
correctly identifying true negatives (individuals without the disease).

Therefore, the correct answer is Specificity.

103. Answer: c

Explanation:

Live Attenuated Vaccine Identification

Live attenuated vaccines contain weakened forms of the virus or bacteria that can
still replicate but typically do not cause illness in healthy individuals. This replication
process provides a strong immune response similar to natural infection.

Vaccine Type Analysis

Let's examine the types of vaccines listed:

Hepatitis B Vaccine: This is typically an inactivated or subunit vaccine, using
only parts of the virus or killed virus, not a live one.
Japanese Encephalitis Vaccine: Some versions (like the SA14-14-2 strain) are
live attenuated, while others are inactivated.

Specificity =

​True Negatives+False Positives
True Negatives
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Yellow Fever Vaccine: The widely used 17D strain is a classic example of a live
attenuated vaccine.
Salk Vaccine: This refers to the inactivated poliovirus vaccine (IPV). The Sabin
vaccine (OPV) is live attenuated, but the Salk vaccine is not.

Conclusion

Based on the analysis, the Yellow Fever Vaccine is definitively classified as a live
attenuated vaccine among the choices provided.

104. Answer: a

Explanation:

The concept of "Relative Risk" is a crucial metric in epidemiology and public health.
It helps in understanding how much more (or less) likely it is for a group exposed to
a certain factor (like a suspected cause of a disease) to develop a condition
compared to a non-exposed group. Let's evaluate this question by correctly
interpreting the options given and the role of relative risk:

Relative Risk (RR): It is defined as the ratio of the probability of an event occurring
(such as developing a disease) in the exposed group, to the probability of the
event occurring in the non-exposed group. It provides a measure of the strength of
the association between an exposure and an outcome. Mathematically, it is
expressed as:

RR = \frac{P(\text{disease | exposed})}{P(\text{disease | non-exposed})}

Now, let us assess each option:

1. Strength of association between suspected cause and effect: This is the
correct interpretation of Relative Risk. It quantifies how strongly a particular
exposure is associated with an outcome, indicating whether the exposed
group is more or less likely to experience the event compared to the non-
exposed group.
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2. Biological plausibility between suspected cause and effect: Biological
plausibility refers to whether the relationship between cause and effect makes
biological sense, but it does not quantify the risk or the strength of the
association, thus it is not measured by Relative Risk.

3. Temporal relationship between suspected cause and effect: This refers to the
time-based relationship, meaning the cause must precede the effect. While
important for establishing causation, Relative Risk does not measure temporal
relationship directly.

4. Specificity of association between suspected cause and effect: Specificity
deals with whether a particular exposure leads to a particular outcome, and
not other unrelated ones, but it is not what relative risk measures.

Therefore, the correct answer is the option that accurately describes Relative Risk:
Strength of association between suspected cause and effect.

105. Answer: c

Explanation:

Health Committees and Recommendations Matching
Solution

This solution explains the matching of various health committees (List I) with their
primary recommendations (List II) based on the provided correct answer.

Committee-Recommendation Matches

A. Bhore Committee is matched with 4. Three months' training in PSM for
doctors. The Bhore Committee report emphasized the need for integrated
health services and recommended specific training modules for medical
personnel to improve public health.
B. Mudaliar Committee is matched with 2. Strengthening of district hospitals.
This committee reviewed the existing health infrastructure and suggested
reinforcing district-level facilities to improve healthcare delivery.
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C. Kartar Singh Committee is matched with 3. Replace ANM with female health
workers. This committee focused on evolving the roles of health workers,
proposing the transition from Auxiliary Nurse Midwives (ANM) to a broader
'female health worker' role.
D. Srivastava Committee is matched with 1. Develop a referral services
complex. The Srivastava Committee suggested establishing structured
referral systems to ensure patients receive appropriate care at different levels
of the health system.

Correct Match Summary

The correct option combines these matches as follows:

A - 4
B - 2
C - 3
D - 1

106. Answer: d

Explanation:

Vector-Disease Matching Explanation

This question requires matching vectors from List I with the diseases they transmit
from List II. The correct pairings are determined by established scientific knowledge
and confirmed by the provided correct answer.

Correct Vector-Disease Pairings

A. Lice match with 3. Epidemic Typhus fever. Lice are well-known vectors for
transmitting epidemic typhus caused by Rickettsia prowazekii.
B. Fleas match with 2. Endemic Typhus fever. Fleas, particularly those
associated with rodents, can transmit endemic typhus caused by Rickettsia
typhi.
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C. Ticks match with 1. Kyasanur Forest Disease. Ticks are the primary vectors
responsible for the transmission of the Kyasanur Forest Disease virus.
D. Sand Flea matches with 4. Kala-azar. Based on the provided correct answer,
this pairing is accepted for this question, linking sand fleas to Kala-azar
transmission.

Final Answer Derivation

The correct option is derived by matching each vector to its corresponding disease
according to the established pairings:

A - 3 (Lice - Epidemic Typhus fever)
B - 2 (Fleas - Endemic Typhus fever)
C - 1 (Ticks - Kyasanur Forest Disease)
D - 4 (Sand Flea - Kala-azar)

This corresponds to option D.

107. Answer: c

Explanation:

Relapsing Fever Transmission Vector

Relapsing fever is a bacterial illness caused by Borrelia species.

The transmission primarily occurs through the bite of infected arthropod vectors.

Tick-borne relapsing fever is transmitted by soft ticks (genus Ornithodoros).
These ticks often live in rodent burrows or nests and feed quickly, making
transmission efficient.
Louse-borne relapsing fever is transmitted by body lice, but tick vectors are
also significant.

Among the options provided, the soft tick is the correct vector for a major form of
relapsing fever.
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108. Answer: c

Explanation:

Japanese Encephalitis Transmission Cycles Explained

Japanese Encephalitis (JE) is a mosquito-borne viral disease. Understanding its
transmission cycle is crucial for disease control.

Actual JE Transmission

The primary transmission cycle involves:

Reservoir Hosts: Birds, particularly water birds, act as the main natural
reservoirs for the JE virus.
Vector: Mosquitoes, especially species like Culex tritaeniorhynchus, become
infected after feeding on infected birds.
Amplifying Hosts: Infected mosquitoes then transmit the virus to domestic
animals, such as pigs and cattle. Pigs are particularly important amplifying
hosts because they develop high levels of viremia (virus in the blood),
allowing mosquitoes feeding on them to become highly infectious.
Humans: Humans get infected when bitten by an infected mosquito. However,
humans are generally considered 'dead-end hosts' for JE. This means they
usually do not develop sufficient viremia to infect mosquitoes, thus not
contributing significantly to the transmission cycle.

Analyzing the Options

Based on the established transmission dynamics:

Pig - mosquito - pig: This is a valid part of the cycle, as pigs are amplifiers and
can maintain the virus among themselves via mosquitoes.
Cattle - mosquito - cattle: Cattle can also act as hosts and participate in the
cycle, though less significantly than pigs.
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Bird - mosquito - bird: This represents the core reservoir and initial
transmission step involving the natural hosts and vectors.
Man - mosquito - man: This cycle is considered untrue or not significant for JE.
Humans are incidental hosts and do not typically sustain the transmission
chain back to mosquitoes effectively.

Therefore, the cycle that is not a true transmission cycle for Japanese Encephalitis
is Man - mosquito - man.

109. Answer: d

Explanation:

Fatty Acid Classification

Fatty acids are carboxylic acids with a long aliphatic chain, which can be saturated
or unsaturated.

Saturated Fatty Acids: Contain no carbon-carbon double bonds.
Unsaturated Fatty Acids: Contain one or more carbon-carbon double bonds.
These are further classified into:

Monounsaturated Fatty Acids (MUFA): Have exactly one double bond.
Polyunsaturated Fatty Acids (PUFA): Have two or more double bonds.

Polyunsaturated Fatty Acid Options

Let's analyze the given fatty acids:

Palmitic acid: A saturated fatty acid (C16:0).
Stearic acid: A saturated fatty acid (C18:0).
Oleic acid: A monounsaturated fatty acid (C18:1), containing one double bond.
Linoleic acid: A polyunsaturated fatty acid (C18:2), containing two double
bonds. It is an essential fatty acid.

Linoleic Acid Identification
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Based on the number of double bonds, Linoleic acid is the only polyunsaturated
fatty acid among the options provided.

110. Answer: a

Explanation:

Identifying Lowest Linoleic Acid Source

Linoleic acid is an essential omega-6 fatty acid. Different dietary oils contain
varying amounts of this fatty acid. Understanding the fatty acid profile of common
oils helps in choosing appropriate sources.

Dietary Oil Fatty Acid Comparison

The approximate percentage of Linoleic acid in the given dietary sources is as
follows:

Dietary Source Approx. % Linoleic Acid

Coconut oil < 2%

Mustard oil 10% - 15%

Groundnut oil 25% - 35%

Corn oil 50% - 60%

Conclusion on Linoleic Acid Content

Comparing the typical percentages, coconut oil contains significantly less linoleic
acid than mustard oil, groundnut oil, and corn oil.

Therefore, coconut oil is the dietary source with the lowest per cent of Linoleic acid
among the options provided.
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111. Answer: d

Explanation:

Epidemiological Terms Matching Explained

This question requires matching epidemiological terms related to disease agents
(List I) with their correct definitions (List II). Understanding these terms is crucial for
interpreting disease dynamics.

Definitions of Epidemiological Terms

Here's a breakdown of each term:

Infectivity: The ability of a disease-causing microorganism or agent to establish
itself in a host. It involves invasion and multiplication.
Pathogenicity: The ability of an agent to actually cause disease in a host,
indicated by the presence of clinical signs or symptoms.
Virulence: The degree or severity of pathogenicity; the ability to cause severe
clinical manifestations or death.
Communicability: The ease with which a disease can be transmitted from one
host to another.

Matching List I with List II

Based on the definitions, the correct matches are:

A. Infectivity matches 3. Ability to invade and multiply in a host.
B. Pathogenicity matches 1. Ability to induce clinical signs/symptoms.
C. Virulence matches 2. Ability to cause severe clinical manifestations.
D. Communicability matches 4. Capacity/extent of transmission from host to
host.

This leads to the combination A-3, B-1, C-2, D-4.
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Correct Matching

List I Term List II Meaning

A. Infectivity 3. Ability to invade and multiply in a host

B. Pathogenicity 1. Ability to induce clinical signs/symptoms

C. Virulence 2. Ability to cause severe clinical manifestations

D. Communicability 4. Capacity/extent of transmission from host to host

112. Answer: d

Explanation:

Coronary Heart Disease Risk Factors Explained

Risk factors for coronary heart disease (CHD) can be classified based on whether
they can be changed or not.

Modifiable Risk Factors: These can be controlled or altered through lifestyle
changes or medical treatment. Examples include smoking, high cholesterol,
high blood pressure, diabetes, obesity, and physical inactivity.
Non-modifiable Risk Factors: These cannot be changed. They are inherent
characteristics or conditions. Examples include age, sex, and family history.

Analyzing the Options for CHD Risk

The question asks to identify the non-modifiable risk factor among the given
choices for coronary heart disease.

Cigarette smoking: This is a major modifiable risk factor. Quitting smoking
reduces CHD risk.
Elevated serum cholesterol: This is also a modifiable risk factor, manageable
through diet, exercise, and medication.
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Alcoholism: This is considered a modifiable risk factor, as alcohol consumption
can be reduced or stopped.
Age: Risk of CHD increases significantly with age, particularly after age 45 for
men and 55 for women. Age is a non-modifiable factor.

Identifying the Non-Modifiable Factor

Based on the analysis, Age is the only factor listed that cannot be changed.

113. Answer: b

Explanation:

Understanding RF/RHD Prevention Levels

The question describes a community program focused on detecting sore throats in
children and treating them with Benzathine Penicillin to prevent Rheumatic
Fever/Rheumatic Heart Disease (RF/RHD). This intervention targets the initial
streptococcal infection *before* it progresses to RF/RHD.

Levels of Prevention Explained

Primordial Prevention: Aims to prevent risk factors from occurring in the
population. Example: Improving general living conditions to reduce strep throat
prevalence.
Primary Prevention: Aims to prevent the initial occurrence of a disease.
Example: Treating the sore throat (Group A Streptococcus infection) to stop it
from causing RF/RHD.
Secondary Prevention: Aims to detect and treat existing disease in early stages
to slow progression. Example: Screening individuals with known exposure or
mild symptoms for early RF/RHD.
Tertiary Prevention: Aims to reduce complications and disability in individuals
with established disease. Example: Managing established RHD to prevent heart
failure.
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Applying Prevention Levels to the Scenario

The program involves:

1. Detection of Sore Throat: Identifying individuals with the precursor infection
(Group A Streptococcus).

2. Treatment with Benzathine Penicillin: Administering antibiotics to eliminate the
bacteria.

This strategy directly targets the prevention of the initial development of RF/RHD by
treating the underlying cause. Therefore, it constitutes primary prevention of RF/RHD.

114. Answer: b

Explanation:

Stomach Poison for Insect Larvae

The question asks to identify a stomach poison effective against the larvae of
insects that are medically important. Stomach poisons are toxic substances that
must be ingested by the insect to be effective.

Insecticide Action Analysis

Let's analyze the given options:

D.D.T. (Dichlorodiphenyltrichloroethane): Primarily acts as a contact poison,
affecting the insect's nervous system. It is absorbed through the cuticle.
Paris Green: This is a copper acetoarsenite compound. Arsenicals are known to
be toxic when ingested, disrupting metabolic processes. Thus, it acts as a
potent stomach poison. It has historically been used to control mosquito
larvae.
Pyrethrum: A natural insecticide derived from chrysanthemum flowers. It
primarily acts as a contact poison, causing rapid paralysis (knockdown effect)
by interfering with nerve function.
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Anti-larva oil: This is typically a mineral oil or similar substance spread on the
surface of water. It works by forming a thin film that prevents larvae from
reaching the surface to breathe, effectively suffocating them. It is not a
stomach poison.

Conclusion on Stomach Poison

Based on the mode of action, Paris Green is the effective stomach poison among
the choices provided, suitable for controlling medically important insect larvae.

115. Answer: b

Explanation:

Systematic Sampling Explained

The question describes a scenario where a sample is chosen by selecting every fifth
house in a village. This method follows a specific, regular pattern for selection.

Understanding Sampling Methods

Let's analyze the options based on the selection process:

Simple Random Sampling: In this method, every member (house) has an equal
chance of being chosen. Selecting every fifth house does not guarantee this
equal chance for all houses.
Systematic Random Sampling: This involves selecting a starting point
randomly and then choosing every nth element from a list or sequence.
Selecting "every fifth house" perfectly fits this definition, implying a systematic
selection process after potentially a random start.
Stratified Random Sampling: This method involves dividing the population into
subgroups (strata) and then taking random samples from each subgroup. The
village houses are not described as being divided into strata before selection.
Convenience Sampling: This involves selecting samples based on convenience
or ease of access, not a predetermined interval like "every fifth".
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Therefore, selecting every fifth house is a clear example of Systematic Random
Sampling.

116. Answer: b

Explanation:

Disability Rate Event Indicators Explained

Event type indicators are specific metrics used in disability rate assessments to
measure the occurrence or duration of health-related limitations. They focus on
quantifiable events.

Analyzing Disability Indicators

Number of days of restricted activity: This measures specific days where a
person's normal activities are limited due to illness or injury. It is a direct event
type indicator.
Limitation of activity: This term generally describes a broader state or condition
that affects a person's ability to perform major life functions. It functions more
as a classification or status rather than a discrete, countable event like the
other options. Therefore, it is the exception.
Bed disability days: This counts the specific number of days a person spends
confined to bed due to illness or injury. It is a clear event type indicator.
Work loss days: This counts the specific number of days missed from work due
to illness or injury. It is also a defined event type indicator.

The options representing "Number of days of restricted activity," "Bed disability
days," and "Work loss days" all quantify specific periods related to health
impairments. "Limitation of activity" is a broader classification and thus is the
exception among these specific event type indicators.

117. Answer: c
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Explanation:

Infant Immunization Schedule Explained

The question concerns the immunization of a 9-month-old infant who has already
received the first dose of Diphtheria, Pertussis, and Tetanus (DPT) vaccine and Oral
Polio Vaccine (OPV).

Understanding DPT and OPV Schedules

Standard infant immunization schedules recommend specific timings for DPT and
OPV doses:

First Dose: Typically given around 6 weeks of age.
Second Dose: Usually administered between 10-14 weeks (approx. 2.5 - 3.5
months) of age.
Third Dose: Generally given between 14-22 weeks (approx. 3.5 - 5.5 months) of
age.

Booster doses are given later in childhood.

Determining the Next Step

Given the infant is 9 months old and has received the first dose:

The infant is past the recommended age for the second dose (which should
have been given around 3-4 months).
Repeating the first dose (Option 1) is incorrect as it delays proper immunization.
A booster dose (Option 4) is premature; primary series doses are needed first.
Option 2 (DT/OPV) is vague and doesn't specify the series. DT is typically used
later when Pertussis is contraindicated.
Option 3 (Give the infant second dose of DPT/OPV) is the most appropriate
action. Catch-up immunization guidelines allow for administering the next due
vaccine even if there's a delay. The second dose is the next step in the primary
series.
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Therefore, the correct action is to administer the second dose of DPT and OPV to
continue the primary immunization series.

118. Answer: a

Explanation:

Leprosy Treatment Regimen for Children

The question asks for the recommended treatment for multibacillary (MB) leprosy in
children aged 10-14 years. Standard treatment guidelines, such as those from the
World Health Organization (WHO), recommend a specific multidrug therapy (MDT)
regimen for this condition.

Recommended MDT Regimen

Multibacillary leprosy requires a combination therapy to effectively eliminate the
bacteria. The WHO recommends the following regimen for MB leprosy in children
aged 10 years or older:

Rifampicin: 450 \text{ mg}$ once a month (under supervision).
Dapsone: 50 \text{ mg}$ daily (self-administered).
Clofazimine: 150 \text{ mg}$ once a month (under supervision) AND 50 \text{ mg}$
every alternate day (self-administered).

This combination ensures adequate drug coverage and is adapted for the specified
age group.

Analysis of Options

Option 1: Matches the recommended regimen including Rifampicin, Dapsone,
and Clofazimine with appropriate dosages for children 10-14 years.
Option 2: Uses higher doses ( 600 \text{ mg}$ Rifampicin, 100 \text{ mg}$ Dapsone)
typically recommended for adults, not this age group. The Clofazimine doses are also
lower than standard.
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Option 3: Lacks Clofazimine, which is essential for treating multibacillary
leprosy.
Option 4: Lacks Clofazimine, essential for multibacillary leprosy treatment.
Option 5: Incomplete option.

Therefore, the regimen that accurately reflects the standard WHO recommendation
for multibacillary leprosy in children aged 10-14 years is the first option.

119. Answer: a

Explanation:

Understanding the Scenario: Hypothesis Testing

This question describes a common situation in statistical hypothesis testing,
specifically within a randomized trial comparing the effectiveness of two drugs.

Null Hypothesis ( ): Assumes there is no difference between the two drugs.
Alternative Hypothesis ( ): Assumes there is a difference between the two
drugs.

The trial resulted in a statistically significant finding because the  value was
reported as less than 0.05 ( ). This threshold usually leads to rejecting the null
hypothesis ( ) in favor of the alternative hypothesis ( ).

Identifying the Statistical Error

The crucial information is that in reality, the two drugs do not differ. This means the
null hypothesis ( ) is actually true.

The trial's conclusion (rejecting  based on ) contradicts the actual state of
reality (where  is true). This specific outcome—rejecting a true null hypothesis—is
defined as a Type I error.

Type I Error: Occurs when we incorrectly reject the null hypothesis ( ) even
though it is true. This is sometimes called a "false positive". The probability of

H ​0

H ​a

p

p < 0.05

H ​0 H ​a

H ​0

H ​0 p < 0.05

H ​0

H ​0
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this error is denoted by .
Type II Error: Occurs when we fail to reject the null hypothesis ( ) when it is
actually false. This is sometimes called a "false negative". The probability of this
error is denoted by .

Therefore, observing a statistically significant difference ( ) when no true
difference exists is a classic example of a Type I error.

120. Answer: b

Explanation:

Aedes aegypti Index Formula for Airports

The Aedes aegypti Index is a measure used in vector surveillance to estimate the
infestation level of the mosquito species Aedes aegypti, known for transmitting
diseases like dengue and Zika. This index is crucial for monitoring and control
efforts, especially in high-traffic areas like international airports and seaports,
which can be entry points for disease vectors.

Understanding the Aedes aegypti House Index

Among the different types of indices, the House Index is commonly used to assess
breeding prevalence within structures. It specifically measures the proportion of
houses found to have breeding sites of Aedes aegypti mosquitoes.

Calculating the Aedes aegypti House Index

The formula for the Aedes aegypti House Index, which is applied in locations such
as airports and seaports to assess risk, is calculated as follows:

This calculation helps public health officials and airport/port authorities gauge the
level of risk and implement targeted vector control measures within the premises.

α

H ​0

β

p < 0.05

Aedes aegypti Index (House Index) = ​ ×Total number of houses surveyed
Number of houses positive for Aedes aegypti breeding 100
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