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International 
Infection 
Prevention 
Week (IIPW) 
is celebrated 
between October 
20-26. It is a 
timely reminder 
of the deadly 
and dangerous 
bacteria and 
viruses lurking 
in our hospitals.  
In India, hospital 
infection rate 
is almost 25 
percent.  Here 
hospital acquired 
infections kill 
more people than 
any other form 
of accidental 
death. Stay 
informed with 
ShahidAkhter, 
ENN

The Unwanted  
Fury of Infections

•	 80	percent	of	infectious	diseases	are	transferred	by	touch

•	 Globally,	hospital	acquired	infections	affect	more	than	1.4	million	patients	in	a	
year	

•	 Bloodstream	infections	related	to	Central	Venous	catheterisation	are	the	most	
common	device-associated	infections

•	 45-50	percent	of	stopcocks	are	contaminated	and	could	allow	potential	entry	of	
micro-organisms

•		 One	out	of	every	four	catheter	may	be	occluded

Quick Facts

special focus     Hospital acquired infections
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Hospital acquired infec-
tions, until recently, were 
considered as side ef-
fects or inevitable risks of 

healthcare and hospitals were woeful-
ly underprepared to tackle them. To-
day there is no second thought about 
the possibility of prevention for nearly 
all types of hospital infections.  We all 
are aware of the science behind infec-
tions and prevention. Despite this, 
hospitals have failed to comply with 
norms and this allows the infection 
rates to percolate alarmingly to over 
60 percent. 

On the other end of the spectrum 
lie countries like Finland and  Den-
mark, that  have been successful in 
keeping HAI rates below one percent. 
No scientific breakthrough knowledge 
is required to achieve this target.  
The marvel behind the miracle lies 
in rigorous hand hygiene, cleaning 
of equipments and other preventive 
measures.

Poor Hygiene
Patients’ room are often contaminat-
ed with MRSA (methicillin-resistant 
S aureus) and VRE (vancomycin-re-
sistant enterococci). These bacteria 
are known to linger on environmen-
tal surfaces of the bed rails, bedside 
tables or any similar surface. One 
touch by the patient or the doctor 
or any other health provider makes 
them prone to victims and vectors for 
disease. The solution lies in hygiene.

Besides the unsuspecting surfac-
es, the other sources of bacteria are 
the patients entering the hospital. Do 
we test the incoming patients? Abso-
lutely not.

Do the doctors bother to clean 
their stethoscopes, pulse oximeters, 
blood pressure cuffs and similar ar-
ray of gadgets? Possibly not.

Routine interaction with the infect-
ed patients may result in picking up 
the bacteria through the white coats 
and uniforms and these may be passed 
on to other patients or may harm the 

caregivers themselves. Do we take 
steps to prevent this spread of bacteria 
through clothing? Certainly not.

How frequently and properly 
do the healthcare givers wash their 
hands and ensure cleanliness? This 
little issue has garnered the most 
attention today.  Hospitals have in-
stalled secret observers to monitor 
their doctors; wrist bands have been 
developed to warn healthcare works 
if they have washed their hands prop-
erly. Have you?

The simple solution lies in good 
housekeeping and the will to take lit-
tle, life-saving precautions.  

Transmission Routes
The chief  transmission avenues 
of hospital-acquired infections are 
through contact, droplet, airborne and 
common-vehicle.

The most common is the contact 
transmission which is most prevent-
able. Direct contact involves body to 
body surface contact that facilitates 
the transfer of microorganisms. In-
direct contact involves body surface 
contact with contaminated objects. 
This usually happens when person 
gives the patient a bath or other pa-
tient care activities that involves di-
rect personal contact. These trans-
missions can be substantially reduced 
by hand hygiene, ie washing.

Droplet transmission takes affect 
when droplets containing infected mi-
croorganisms travel through the air 
and reach the mouth, eyes or nose of 
another person. This usually happens 
during coughing, sneezing or talking. 
When these droplets evaporate and 
remain in the air for long it leads to 
airborne transmission which occurs 
with dust particles containing infec-
tious agents. Covering the face or at 
least the nose, mouth and eyes is the 
only solution. 

Besides these, some common ve-
hicles of transmission include food, 
water, medications and devices that 
have been contaminated.   

•	 Healthcare-associated	infections,	
or	infections	acquired	in	healthcare	
settings	are	the	most	frequent	adverse	
event	in	healthcare	delivery	worldwide.

•		 Hundreds	of	millions	of	patients	are	
affected	by	health	care-associated	
infections	worldwide	each	year,	
leading	to	significant	mortality	and	
financial	losses	for	health	systems.

•		 Of	every	100	hospitalised	patients	at	
any	given	time,	7	in	developed	and	
10	in	developing	countries	will	acquire	
at	least	one	healthcare-associated	
infection.

•		 The	endemic	burden	of	healthcare-
associated	infection	is	also	
significantly	higher	in	low-	and	middle-
income	than	in	high-income	countries,	
in	particular	in	patients	admitted	to	
intensive	care	units	and	in	neonates.

•			 While	urinary	tract	infection	is	the	
most	frequent		healthcare-associated	
infection	in	high-income	countries,	
surgical	site	infection	is	the	leading	
infection	in	settings	with	limited	
resources,	affecting	up	to	one-third	
of	operated	patients;	this	is	up	to	
nine	times	higher	than	in	developed	
countries.

•		 In	high-income	countries,	
approximately	30	pecent	of	patients	in	
intensive	care	units	(ICU)	are	affected	
by	at	least	one	healthcare-associated	
infection.

•		 In	low-	and	middle-income	countries	
the	frequency	of	ICU-acquired	
infection	is	at	least	2/3	fold	higher	
than	in	high-income	countries;	device	
–associated	infection	densities	are	up	
to	13	times	higher	than	in	the	USA.

•		 Newborns	are	at	higher	risk	of	
acquiring	healthcare-associated	
infection	in	developing	countries,	with	
infection	rates	three	to	20	times	higher	
than	in	high-income	countries.

Hospital Acquired 
Infections Fact Sheet
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NABH Accreditation 
Standards

What are the accreditation 
standards in India for infection 
control in hospitals?
For accreditation in India, hospitals 
are required to follow certain stand-
ards for infection control and preven-
tion. NABH accreditation Standards 
for Hospitals has an entire Chap-
ter- Hospital Infection Control (HIC) 
enumerating requirements for infec-
tion control and prevention. The first 
thing hospitals must have is a docu-
mented Infection Control Program 
which requires hospitals to measure 
and act appropriately to prevent/ re-
duce Healthcare Associated Infection 
(HAI). No program can be made ef-
fective unless supported by adequate 
facilities and resources and the same 

hold true for an Infec-
tion Control Program. 
This program aims for 
patients, visitors and 
healthcare workers, 
and includes surveil-
lance activities to cap-
ture and monitor data 
related to infection pre-
vention and control.   

Summary of 
Standards
HIC 1 – The organi-
sation has a well-de-
signed, comprehensive 
and coordinated Hos-
pital Infection Preven-
tion and Control (HIC) 
programme aimed at 
reducing/ eliminating 
risks to patients, visi-
tors and providers of 
care.

HIC 2 – The organisation imple-
ments the policies and procedures laid 
down in the Infection Control Manual.

HIC 3 – The organisation per-
forms surveillance activities to cap-
ture and monitor infection prevention 
and control data.

HIC 4 – The organisation takes 
actions to prevent and control Health-
care Associated Infections (HAI) in 
patients.

HIC 5 – The organisation pro-
vides adequate and appropriate re-
sources for prevention and control 
of Healthcare Associated Infections 
(HAI).

HIC 6 – The organisation identi-
fies and takes appropriate actions to 
control outbreaks of infections.

HIC 7 – There are documented 
policies and procedures for sterilisa-
tion activities in the organisation.

HIC 8 –  Bio-medical waste (BMW) 
is handled in an appropriate and safe 
manner.

HIC 9 – The infection control pro-
gramme is supported by the manage-
ment and includes training of staff 
and employee health.

Should hospitals be asked to 
furnish or display their infection 
record?
A far as NABH accreditation is con-
cerned, hospitals are required to fur-
nish records of infection rates and 
associated activities during on-site 
assessment. Further, NABH has de-
fined eleven mandatory indicators 
including surgical site infection rate, 
intra-vascular device infection rate, 
respiratory infection rate, urinary 
tract infection rate for which data 
must be submitted to NABH every 
quarter.

As a best practice, hospitals 
should display their infection rates, 
however there is a risk to the repu-
tation of hospitals. Moreover, in India 
we do not have any such policy on 
that and hospitals displaying their 
rates might be frowned upon.

Further, there is lack of aware-
ness and the patient/public is not 
educated for that matter in order to 
comprehend infection rates, worse 
still compare them. In current cir-
cumstances, hospitals should be en-
couraged to follow best practices to 
prevent/ control infections to not only 
provide ‘Safe Care’ but also make the 
hospital a ‘Safe Place’.

Dr B K Rana,
Joint Director, NABH

special focus     Hospital acquired infections
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Addressing  the question: ‘Can the 
use of copper help prevent infection?’ 
Professor Tom Elliott, Consultant Mi-
crobiologist at University Hospitals 
Birmingham, said in a presentation 
at the  Infection Prevention 2013 con-
ference that copper and copper alloy 
touch surfaces (collectively termed  
‘antimicrobial copper’) may indeed 
have a role in providing patients with 
a safer, more hygienic environment.

 In the first clinical trial – carried 
out at Selly Oak Hospital in Birming-
ham in 2007–2008 – it was shown that 
microbial load on frequently-touched 
surfaces such as taps, light switches, 
grab rails, bedside tables and toilet 
seats could be reduced by greater than 
90 percent by replacing these items 
with antimicrobial copper equivalents. 
These observations have subsequently 
been supported by similar studies in 
healthcare facilities across the world. 
Clinical trial shows copper continu-

ously reduces bacterial burden by 83 
percent and reduces the risk of infec-
tion by 58 percent.

Most recently, a preliminary re-
port on the effect of  antimicrobial 
copper touch surfaces on the inci-
dence of healthcare-associated infec-
tions (HCAIs) in an ICU environment 
showed a patient’s risk of acquiring 
an HCAI is reduced when just six key 
touch surfaces in their vicinity are 
made from antimicrobial copper. This 
supports the use of antimicrobial cop-
per touch surfaces as an adjunct to 
existing infection control procedures, 
in conjunction with continued regular 
surface cleaning and disinfection.

 ‘These trial results raise a simple 
question,’ explains Professor Elliott, 
‘why select a material other than an-
timicrobial copper when specifying 
surfaces that may be vehicles for the 
spread of infection? With the advent 
of multiple antibiotic-resistant bacte-
ria causing HCAIs, some of which are 
very difficult to treat, such an approach 
– with the continuous antimicrobial 
activity of copper – is potentially even 
more relevant and important in today’s 
healthcare setting than ever before.’

World’s First Antimicrobial 
Copper Train
Antimicrobial Copper touch surfaces 
are becoming increasingly common in 
hospitals, but a train on the Valparaiso 
Metro in Chile is the first of its kind to 
be equipped with Antimicrobial Copper 
hand rails and poles.  The move is in-
tended to help reduce the risk of infec-
tions spreading between the Metro’s 18 
million annual users and improve the 
public transport experience.

Can the Use of Copper 
Help Prevent Infection?

Prof Tom Elliott,
Consultant Microbiologist 
at University Hospitals 
Birmingham

•	 Make	sure	that	the	hospital	staff	
clean	their	hands	before	and	after	
patient	care.	Hand	washing	alone	
accounts	for	prevention	of	70	percent	
infections

•		 If	you	have	an	intravenous	catheter,	
keep	the	skin	around	the	dressing	
clean	and	dry.	One	out	of	every	four	
catheter	may	become	occluded

•	 Ensure	that	the	diaphragm	of	the	
stethoscope	is	wiped	with	alcohol.	
It	could	be	contaminated	with	
Staphylococcus	aureus	and	other	
dangerous	bacteria

•	 Make	use	of	Personal	Protective	
Equipments	(PPEs)	and	ensure	that	
gloves	are	used	correctly

•	 Get	your	shots,	and	ensure	those	
close	to	you	also	get	vaccinated

•	 Think	and	look	in	terms	of	
environmental	cleanliness	and	
hygiene	and	follow	the	rules	of	
isolation

•	 Ensure	safe	injection	practices	

•	 Don’t	overlook	or	ignore	disposal	of	
sharps	and	bio	medical	waste

•	 Be	particular	about	processing,	
disinfection	and	sterilization	and	
storage	of	equipments

•	 Think	twice	about	antibiotics	usage	
and	be	aware	when	it	is	inappropriate

•	 Ensure	that	your	clothing	does	not	
become	a	source	of	infection

•	 Keep	handy	the	contact	details	
of	infection	preventionists	in	your	
hospital

•	 Advise	patients	to	take	shower	with	
chlorhexidine	soap	before	a	surgery

Patients’ Watch Out
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Mission HAI Elimination
Dr Victor Rosenthal, 
Founder and Chairman, 
International 
Nosocomial Infection 
Control Consortium 
(INICC) interacts with 
Shahid Akhter, ENN, on 
the measures that can 
help combat HAIs 

Infectious diseases in India 
account for the maximum 
number of deaths. Could you 
outline primary reasons for them?
Mortality rate of hospital acquired 
infections (HAI) is between 30-60 
percent. The number of patients ac-
quiring HAIs is more than those with 
cardiac problems, cancer and AIDS.  
India is one of the countries with the 
lowest HAI rates in the South Asian 
Region. The known HAI rate of In-
dia is from the private sector. For 
instance, Central Line Associated 
Bloodstream (CLAB) Infections from 

the private sector is around 5 CLAB 
per 1000 CL days; meanwhile in USA 
the CLAB rate is 1 CLAB per 1000 CL 
days. The HAI rate from public sector 
is unknown and probably is 3-4 times 
higher than the private sector.

In India such infections are on 
the rise because of various reasons, 
such as – lack of microbiology de-
partments, limited awareness among 
health workers and unavailability 
of specialised courses in infectious 
diseases. Overworked staff and over-
crowded wards also have contributed 
to the problem. For patients, it will 

mean getting readmitted to hospitals 
and enduring medical costs.    

Which HAIs are the most 
common?
The most prevalent HAIs, which are 
also known as nosocomial infections, 
worldwide in limited resources coun-
tries are CLABs, Ventilator Associated 
Pneumonia (VAP), Urinary Catheter 
Associated Urinary Tract Infections 
(CAUTI), and Surgical Site Infections 
(SSI). There are no significant differ-
ences when comparing HAIs in dif-
ferent regions. UTIs and SSIs are the 
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The Intensive 
Care Unit and the 
operating theatre 
are the two 
biggest sources 
of HAIs in any 
hospital

most prevalent among these. The in-
fections are mostly bacterial or fungal. 
They can cause severe pneumonia and 
infections of the urinary tract, blood-
stream and other parts of the body. 

Which part of the hospital is most 
prone to infections and the most 
common transmission route? 
The Intensive Care Unit and the operat-
ing theatre are the two biggest sources 
of HAIs in any hospital. This is because 
these include settings where patients 
are exposed to invasive devices. Infec-
tion rates are higher among patients 
with increased susceptibility because of 
old age, underlying or chronic disease 
or those undergoing chemotherapy. 

How does India compare 
with the rest of the world in 
combating HAIs?
India is one of the countries with the 
lowest HAIs rate among all limited re-
sources countries. HAI rate of India is 
higher than USA and Germany, but is 
one of the lowest in the rest of the world. 

In India we have a dearth of 
qualified infectious disease 
physicians or specialists? How 
would you address this problem, 
given the spate of deaths 
related to the disease?
India has a small group of great experts 
in infection control. The International 
Nosocomial Infection Control Consorti-
um (INICC) has been collaborating with 
them for more than ten years, provid-
ing tools and methods to measure HAI 
rates, consequences, compliance with 
guidelines to prevent HAIs. The reduc-
tion of HAIs in India was very signifi-
cant during the last decade.

How much of HAIs can 
be attributed to antibiotic 
resistance?  
HAI rates are not related to antibiotic 
resistance. Rather they are related 
with lack of compliance with infec-
tion control guidelines, such as low 

compliance with hand hygiene, lack of 
antisepsis with chlorhexidine, use of 
femoral vascular central line, high use 
of three-ways stop cock, etc.

A point to note is that antibiotics 
are not responsible for higher HAI 
rates, but for higher bacterial resist-
ance. HAI rates and bacterial resist-
ance are independent and almost 
unrelated. By changing policies for 
antibiotics, we would reduce only 
bacterial resistance, but this will nev-
er reduce CLAB rates, PNEU rates 
or UTI rates. Better antibiotics use 
could help only when used correctly 
for surgical prophylaxis.

What are the challenges that 
you find in combating HAIs in 
India? 
As in the rest of the limited resources 
countries, major cities and private hos-
pitals have great results. But, smaller 
cities and public sector need more 
training and support. In general the 
“outdated technology” is a very sig-
nificant risk factor for HAIs, such as 
three-ways stop cocks, IV admixture 
at the pharmacy, semi rigid IV contain-
ers among many others; instead of split 
septum, single use prefilled flushing 
device, and collapsible IV containers.

Tell us about the surveillance 
tool that you are developing. 
How could it change the way 
HAIs are treated?
The New INICC Online System was 
designed to keep the effective meth-
odology. INICC has been applying suc-
cessfully from 1998 to 2013 in 50 coun-
tries of Latin America, Middle East, 
Asia, Africa, and Europe, and through 
which INICC has published more than 
300 scientific papers, book chapters, 
and collaborated with edition and 
review of bundles to prevent health-
care-associated infections (HAIs) of 
WHO, JCI, Argentina, Brazil, Peru, Co-
lombia, Mexico, China, Taiwan, Hong 
Kong and many other countries and 
international organizations. 

INICC methods are responsible 
for the fast, effective and significant 
reduction of HAI and mortality rates 
worldwide, as documented, published, 
and expressed in papers published by 
different authors and organisations 
including WHO. INICC methods and 
definitions are those of CDC-NHSN 
(USA), plus some extra advantages, 
such as validation, accuracy, identi-
fication of risk factors, measurement 
of extra mortality, extra length of stay 
and extra cost, measurement of com-
pliance of bundles to prevent HAIs, 
and much more.

Can you suggest remedial 
measures to ward off the 
nosocomial infections in India? 
In the absence of any health 
policy or mandatory rules, how 
do you collect the data on 
hospital infections when the 
authorities may not be willing to 
share or provide inputs?
Spreading awareness or education; 
outcome surveillance of HAI rates and 
consequences with accurate defini-
tions and methodology; process sur-
veillance of compliance with bundles 
to prevent CLAB, VAP, CAUTI and 
SSI; feedback of HAI rates and con-
sequences; performance feedback of 
compliance are some ways that can 
be implemented. 

The passion of doctors and nurses 
is what stimulate them to measure and 
reduce HAIs. 
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Silent Sentinels in Infection 
Prevention and Control
A nurse plays a critical role in preventing and controlling infectious disease.  
Dr Manju Chhugani, Principal, Rufaida College of Nursing, Jamia Hamdard, New 
Delhi, shares her thoughts with Shahid Akhter, ENN, on infection control from a 
nursing perspective 

Where do we stand today 
in Healthcare Associated 
Infections (HAI)?
In spite of the exhaustive amount of lit-
erature and research evidences avail-
able on various aspects of infection – its 
causes, factors, preventive strategies, 
control and much more – infection pre-
vention and control continues to an area 
of great concern in healthcare. Even 
after decades of various programmes, 
guidelines, etc having been invented 
and adopted for combating infection, 
both developed and resource-poor coun-
tries are still faced with the burden of 
healthcare associated infections.

“Infection prevention saves lives”. 
In developing countries, the WHO 
reports hospital wide infection rates 
are usually higher than 15 percent. 
Maintaining a sterile, well-organised 
health facility can help protect both 
the health worker and a patient from 
risk infection.

How do you define HAI?
As a better reflection to the diverse 
healthcare settings and health related 
aspects, the terms nosocomial, hospi-
tal-acquired or hospital-onset infec-
tions have been replaced by health-
care associated infections. HAIs are 
defined as infections not present and 
without evidence of incubation at the 
time of admission to a healthcare 
setting. HAI may be caused by viral. 
Bacterial, fungal pathogens, the most 
common types being Blood Stream 
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Dr Manju Chhugani
Principal, Rufaida 
College of Nursing, 
Jamia Hamdard
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Infections (BSI), Ventilator Acquired 
Pneumonias (VAP), Urinary Tract 
Infections (UTIs), Surgical Site Infec-
tions (SSI). All such infections result 
in longer hospital stay, increased 
mortality and morbidity while also 
enhancing healthcare costs. On the 
other hand a decrease in the HAIs will 
lead to better utilisation of resources 
and improving upon the quality and 
satisfaction of client care.

What role does the nurse play in 
preventing HAI? 
Because of the proximity to the pa-
tients and the pivotal role in health-
care delivery, nurses are in a unique 
position to make efforts in breaking 
the chain of infection. Being frontline 
workers, it is essential to educate 
and train them in various methods, 
norms, strategies, etc for preven-
tion and control of HAIs.

How do nurses or other 
healthcare workers protect 
themselves?
We need to understand the impor-
tance of protecting ourselves and 
thus helping in the control of infec-
tions. Immunisation also has a role 
to play in this. For example Hepatitis 
B vaccine can prevent blood-born in-
fection Hepatitis. In hospitals there 
should be clear display and avail-
ability of Post Exposure Prophylaxis 
in case of needle stick injury to pro-
tect the staff from blood-born infec-
tion (such as HIV). There should be 
refresher training programme for 
all levels of workers in healthcare 
setting to update them with best 
practices. Infection prevention and 
control is a team work and every one 
and every action counts and thus in 
training and monitoring even sweep-
ers and ward boys need to be taught 
and monitored adequately to break 
the cycle of infection.  

An important aspect in preparing 
for clinical nursing practice 

is an understanding of the 
infection process and prevention 
techniques? How far do you 
think this objective is fulfilled?
The Nursing curriculum, infection 
control has always been a subject of 
utmost importance. Right from the 
first year of the entry of students in the 
Nursing profession, they are taught 
and trained about various spheres of 
infection and its prevention like study 
of microbes,  procedure for hand wash-
ing, gowning, gloving, etc, methods of 
disinfection, sterilization, so on in sub-
jects like microbiology, fundamentals 
of Nursing, etc. If you ask students or 
fresh recruited staff theoretical ques-
tions related to infection prevention 
they usually answer but if you ask 
them to really do it they partially do 
it. When I was interacting with one of 

my hospital nurse about this, she said, 
“madam they need to do it during their 
training with close supervision and 
monitoring by clinical instructors so 
that they really do drill.”

Do you find anything amiss in 
the curriculum? 
There are loopholes in the implementa-
tion aspect. Hence it is recommended to 
have more of practice in clinical area, 
synchronization of practices taught and 
implemented in health care setting and 
then plan repeated trainings and more 
focus on this area.

The major problem in relation to 
nursing is that they are taught as per 
syllabus, but when they are exposed 
to clinical setting they do not find in 
India the protocols being followed as 
per their teaching so they land up 
into confusion between what is being 

“Researchers found that nurses 
had highest compliance rates, 
71 percent across all pilot sites 
and doctors compliance rate 
was 60 percent”

taught and practiced. In developed 
countries, the protocols are so strictly 
followed and remain same in teaching 
as well as in practice.

Who is more responsible for 
infection prevention? Doctors 
or nurses?
Infection prevention and control can-
not be successfully achieved only by 
nurses. Microbes cannot identify Doc-
tor, nurse, patient and sweeper thus 
to achieve infection prevention every 
personnel working in the hospital has 
to know the sources of infection and 
basic guidelines to prevent it, because 
its team work.

It has been evident from the re-
search that Nurses wash hands more 
and doctors neglect this aspect. In 
250 bedded hospital in a infection 

prevention team, a nurse in an im-
portant member and is actually a 
functionally active member around 
whom most of the activities revolve. 
She takes round, takes culture and 
strictly stops people entering Critical 
areas without following protocols for 
example in my own hospital at HAHC, 
Jamia Hmadard my  nurse will not let 
even VC to enter ICU without wearing 
shoe cover and using hands rub. Thus 
nurses are gatekeeper of checking 
others also so that they do not break 
the protocols. In short, clinical care 
nurses directly prevent infections 
by performing, monitoring, and as-
suring compliance with aseptic work 
practices; providing knowledgeable 
collaborative oversight on environ-
mental decontamination to prevent 
transmission of microorganisms from 
patient to patient. 
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Pathways to Excellence in   
Cancer Genetic Profiling
David McCallen,  Director & Chief of Marketing and Strategy, Star Health 
Network  shares his  vision of high quality precision medicine that is 
personalised through DNA Sequencing  and delivered across the globe. He 
shares the revolutionary  module with Shahid Akhter, ENN  

Star Health Network (SHN) seems 
to be a unique health company. 
Can you please outline the 
basic features, services and the 
modus operandi?
Star is a unique  global health network 
that connects  the centres of excel-
lence in the United States to centres of 
need around the world. Star’s integrat-
ed healthcare network, wherein more 
than 50 American, European and Indi-
an Hospitals work together in science, 
technology and patient treatment 
methodologies, is revolutionizing the 
delivery of healthcare globally.  Star’s 
Connected Health Programs promote 
advanced care around the world.

Connected Health Program Ser-
vices include: World-Renowned Ex-
perts Come Together: Star’s network 
enables physicians and their patients to 
participate in “two-way” second opin-
ion consultations with specialists at 
network hospitals, facilitating a global 
collaboration in patient care. 

Personalized Medicine For Eve-
ry Patient: From genetics to stem 
cells, from cancer to neuroscience, 
Star network partner doctors are in 
the vanguard of their fields. These doc-
tors work as a team to provide person-
alized treatment for every patient. 

Discoveries Move Quickly To 
The Bedside: Generations of re-
searchers at U.S. University hospitals 
have worked tirelessly to unravel the 
mysteries of disease, push the bounda-
ries of medicine and develop break-
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through treatments that change lives. 
Today, Star’s network hospitals are ac-
tively working to bring advanced care 
and technologies to their patients.

Global Collaboration In Treat-
ments Of The Future:  Star’s inter-
institutional clinical and basic science 
research programs foster collabora-
tions in new treatments and new drug 
development. 

Creating A True Global Medical 
Fraternity: Physicians, nurses, and 
medical technologists are benefiting 

Sick patients don’t have the stress of having 
to travel, while saving time and money, and 
there is a much larger pool of expertise that 
can be accessed on a virtual basis

David McCallen,
Director, Marketing Chief, 
Star Health Network

by visiting Star’s US partner hospi-
tals to gain advanced training and 
nurture exchange of ideas, knowledge 
and expertise.  

Clinical Program Development:  
Star’s U.S. partner hospitals, with their 
large reservoir of medical intelligence, 
assist in upgrading or establishing ad-
vanced care capabilities at partner hos-
pitals outside the United States. 

Is it akin to consultancy via 
telemedicine?
Star has put together all the pieces 
– medical expertise, technology and 
patients - so that our US institutional 
partners and their top-notch physicians 
are capable, for example, of providing a 

second opinion to a cancer patient in In-
dia with a particularly difficult case. So 
it is a telemedicine consult, a way that 
the patient and their physician can get 
another opinion about their case from 
an expert, remotely. This is a normal, 
typical process for any primary care 
doctor, to refer his patient to an expert; 
we are providing that expert remotely, 
through technology, so that the patient 
doesn’t have to go to the expert, which 
is significant. 

 We are getting the primary physi-
cian, who has the relationship and trust 
of the patient, to tap into Star’s global 
medical intelligence pool.  This is quite 
the opposite of most telemedicine pro-
jects that we look at, which are attempt-
ing to provide a patient with access to 
basic medical services, information, 
and a remote doctor, as the case may 
be.  All are needed, but it is a different 
segment of the telemedicine market.

What is your bandwidth? The 
spread of doctors and hospitals 
associated with you?
Before we can talk about the bandwidth 
of the system, let’s take a step back and 
figure out what a system that works 
may look like. This is the process we 
went through. First, we needed to de-
termine the specific areas in healthcare 
where the disparity in expertise cre-
ated an opportunity. Then we had to 
identify the right partners in those ar-
eas and establish those relationships, 
and figure out how to provide their ex-
pertise in services that would meet the 
needs we saw in the marketplace. Next 
was creating the structure, financial 
model and process to create the agree-
ments with all the participants, so that 
this made sense to them. Once that was 
done, we figured out the tools required 
to provide the service so that the busi-
ness will scale. None of these are trivial 
matters, so it has taken some time.  

Today, our US hospital partners in-
clude and Thomas Jefferson Universi-
ty-Kimmel Cancer Center, Yale Univer-
sity Genomics and Pathology through 
Precipio Diagnostics, Fox Chase Cancer 
Center at Temple University, DuPont 
Children’s Hospital, Willis Eye Centre, 
and Magee Rehabilitation Hospital; our 
most notable Indian hospital partner is 
Rajiv Gandhi Cancer Institute and Re-
search Centre - one of the top cancer 
treatment and research centres in In-
dia; we also have established relation-
ships with Healthcare Global group, a 
commercial cancer treatment group 
with 28 hospitals, and RG Stone, a 
Nephrology/Urology institution with 16 
hospitals; we are beginning to integrate 
them into the global community. 

How do you decide upon a 
particular doctor or a hospital 
from a massive pool of 4000 
doctors?
There are areas of specialization that 
exists within each of these institutions; 
depending on the patient, their condition 
is matched to the appropriate specialist 
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zoon in

by a coordinator; we are now developing 
tools to electronically match the exper-
tise to the patient’s condition, which will 
become part of the system and allow us 
to scale up as volume grows.  

Is Star confined to oncology and 
tumor profiling (Cancer DNA 
sequencing) or does it incorporate 
other faculties as well? 
All our Institutional partners in the 
United States are centres of excel-
lence in all areas of medicine. We are 
not confined to any area; our original 
concept was to bridge the gaps in ex-
pertise, and provide access to the su-
per-specialty areas of medicine.  Can-
cer happened to be the best example of 
a huge disparity, so we chose to deploy 
our business model in oncology first, 
which is where we are today.  While 
we have other opportunities today to 
expand into other areas, we remain 
focused on building out our oncology 
footprint while exploring the next best 
super-specialty area to branch out 
into, which we will do in time.

To participate in a Star consult, is 
it important to have a standby, 
local, treating physician?
Having a local, treating physician is a 
requirement.  We see this relationship 
between the physician and the patient 
to be a fundamental part of how medi-
cal care is dispensed; we are looking 
for participation from the physician, 
as opposed to trying to replace him.

Can any physician function as an 
intermediary support or has it to 
be in alignment with a hospital?  
Yes, it is no different than how any 
physician operates now, which is vital; 
they can seek a referral through the 
network.  Today, we are doing these 
consults between the US and India; 
soon, the consults will be done within 
India, between any physician and an 
expert, for example, at RGCI&RC; if 
their expert can’t handle the case, 
it will be referred to an expert in the 

US.  As the consults occur, each phy-
sician benefits – they learn from the 
interaction, and collaboratively make 
decisions about the nature of the care 
that needs to be provided; most impor-
tantly, patient care is improved.

Is Rajiv Gandhi Cancer Centre 
the first hospital to avail your 
services?
Yes, RGCI&RC is the first hospital to of-
fer these services.  RGCI&RC is a can-
cer-specific hospital with high volumes 
of patients and many difficult cases.  
RGCI&RC understood both the practi-
cal nature of our services for their pa-
tients, as well as the value of a relation-
ship with leading academic institutions 
that Star has in the US.  So RGCI&RC 
understood the importance in providing 
their patients access to genetic testing 

today, making them among the first to 
do so and a true leader in the field, and 
they also understood that to eventually 
provide such a service in India, it made 
sense to learn about it, to become fa-
miliar with genomics and understand it 
more deeply so that they would be able 
to establish their own genomics capa-
bilities along with partners with the ex-
pertise to do so.  

Please give some idea about 
the fee that you charge for 
connecting patients to world-
class experts who are leaders in 
their area of medicine?
There is no charge to the institutions 
joining the network; each service has a 
fee, which is shared among all partici-
pants. This is an important element of 
our model; it ensures that each partici-
pant has the appropriate economic, as 
well as medical, incentives to provide 

their expertise.  Star’s goal is to advance 
the delivery of healthcare and improve 
the lives of as many patients as possible; 
to do so, we created an economic busi-
ness model where everyone wins.

Your future plans and potentials 
that you envision for your global 
network?
The last 50 years have witnessed 
tremendous growth in medical infra-
structure and the incorporation of 
new technologies to detect and moni-
tor disease; however, the medical ex-
pertise to serve humanity has lagged 
behind. Medical intelligence, as we all 
know, has taken centuries to develop; 
now we have the tools to deploy this 
knowledge and expertise. 

The disparity in the availability 
and access to medical intelligence can, 

however, be overcome by employing 
information technology that fosters a 
global collaboration between hospitals 
and physicians. This in my mind is the 
way to leapfrog the current situation 
to one where advanced medical exper-
tise is made available to anyone with 
an Internet connection; an inflection 
point that changes medicine funda-
mentally and is a tremendous win for 
all participants, including the patient.

The potential of Star’s model is 
enormous - it’s a game changer: medi-
cal expertise will be shared anywhere, 
anytime. It is now possible for physi-
cians and hospitals within Star’s net-
work to tap into a collective medical 
intelligence pool which facilitates col-
laboration in science, technology and 
patient care. There are approximately 
5000 hospitals in India; Star intends to 
invite them all to join the global com-
munity of hospitals.  

The world of genomics and personalized 
medicine has evolved and advanced to the 
point that cancer experts understand it is the 
future of oncology
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You have visited the Star 
Health partner institutions in 
the US, including Yale and 
Thomas Jefferson? What’s your 
impression about their foray 
into medical research and 
technology?
Star Health has built a Medical Gate-
way that provides medical expertise 
and best practices in healthcare 
delivery from various hospitals in 
the United States to patients and 
hospitals internationally. Both Yale 
and Thomas Jefferson are top notch 
hospitals. US News & World Report 
this year named Jefferson University 
Hospital as among the best in the na-
tion in several specialties.

Smilow Cancer Centre, a Yale 
University affiliate, is reckoned as 
a national leader in cancer research 
and treatment. Here, the best minds 
in medicine develop new therapies 
and detection strategies. These insti-
tutions are recognised for excellence 
in both, research and clinical care. 

In the US, the diagnostic approach 
is laudable. There is concretisation 
of the process of molecular diagnos-
tics through extensive validation and 
quality assurance programmes. In 
addition, what I found throughout 
was multi-gene tumour profiling be-
ing used more and more often. This is 
being used for prognosis, predicting 
response to therapy and most impor-
tantly for identifying the targets for 
precision medicine. 

Zoom In

Dr Anurag Mehta, Director, Laboratory Services, Rajiv Gandhi Cancer 
Institute and Research Centre, recently visited the US to get a glimpse of the 
oncology revolution.  He shares his account with Shahid Akhter, ENN 

Molecular Profiling  
Wheels the Onco Revolution

Dr Anurag Mehta,
Director, Laboratory Services, 
Rajiv Gandhi Cancer Institute 
and Research Centre
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What exactly is molecular 
tumour profiling (TP) technology 
and how does it impact cancer 
diagnosis and treatment?
Cancer is a characterised by cells 
that have genes gone awry. These 
cancer cells, originating within tis-
sues are immortalised and proliferate 
uncontrollably. They simply refuse to 
respond to signals that command nor-
mal cell growth and death. Over time 
they acquire attributes which allow 
them to breach anatomical barriers 
and spread (metastasize) to other 
sites of the body.

The current strategy to treat can-
cer is to morphologically type it using 
features elucidated under the micro-
scope assisted by some auxiliary test-
ing. This organ and morphological 
based tumour typing, lumps together 
a wide variety of genetically hetero-
geneous tumours. This is the reason 
why different people respond differ-

entially to chemotherapy. The best 
way of course will be to type tumours 
based upon their genetic alteration(s). 
This is where the tumour gene profil-
ing steps in. It is a test that checks 
all possible genes that can go amiss 
in a particular cancer type and pre-
pares a profile of genetic signatures 
and hence the name “Tumour Gene 
Profiling.”

These molecular differences with-
in one cancer type allows better de-
termination of prognosis, predicting 
response to treatment and for ther-
apy specific to the identified genetic 
lesion, the form of treatment we now 
call personalized / precision medicine 
and is the newest strategy to treat 
cancers. This test has been available 
in the US for past three years but, 
has been introduced in India just five 
months back.

Given the cancer burden 
of India and our existing 
healthcare resource and 
response, how fruitful do you 
think our partnership with Star 
Health will be?
Cancer burden is on the increase and 
so is cancer research and treatment.  
In days to come cancer treatment may 
become easier and doctors will have 
greater confidence in dealing with the 
deadly cells. 

In India, besides traditional test-
ing, we do carry out single gene analy-
sis, ie sequential testing for possible 
mutated genes starting from the one 
most likely to alter to the lesser ones. 
This method though contemporary is 
time consuming, sample inefficient 
and in many cases costly when a rare 
genetic alteration happens. Com-
paratively, multiple gene analysis is 
a high-end profiling platform where 
all relevant genes are explored in one 

go (single analysis). It saves time, is 
tissue efficient and tissue does not 
become a limiting factor to success-
ful diagnosis and hence to the most 
appropriate treatment. Soon it will 
be the elemental strategy to diagnose 
and treat cancer using best evidence 
based practices.

Partnership with Star Health 
paves the way to get the state of 
art available today. In India, we are 
good at managing cancer but when 
it comes to advanced diagnostics, we 
need to catch up especially in field 
of next generation sequencing and 
bioinformatics. Even if we import 
the technology overnight, we need to 
train the manpower in these aspects 
of molecular diagnostics. Addition-
ally, a string of issues like valida-
tions, quality assurances, accuracy 
of results, etc are also concerns at 

present. Most importantly, if you 
have a result that is falsely negative, 
then the patient is deprived of poten-
tial benefits of a very useful targeted 
therapy. On the other hand, if the 
outcome is falsely positive then the 
patient pays unnecessarily for drugs 
that may harm him. 

Once these mutations are 
precisely exposed, do we have 
the relevant drugs to target 
them? Can we call this precise 
and personal medicine?
Yes; this is the concept of targeted or 
personalised medicine. The concept 
invokes identifying the prime genetic 
change and using drugs to nullify its 
harmful effects. Today there exists 
more than a dozen of drugs to take 
care of possible genetic targets like 
erlotinib, gefitinib for EGFR muta-
tions; herceptin and lapatinib foe 
Her2 amplification and , crizotinib for 
ALk rearrangement.  There are more 
and they are changing the landscape 
of treatment in these situations. Near-
ly 200 or more molecules are in vari-
ous stages of development. Some are 
in clinical trials.  

Are there any successful case 
study that has been initiated 
at RGCC via Star Health 
collaboration and how about 
the expense factor?
So far we have taken up seven cases 
in collaboration with Star Heath and 
they are all doing well. More cases are 
lined up.

As of today it may be a bit worri-
some to pay 3750 USD but again you 
are getting the state of art without 
travelling to the US. Even if you go to 
US, you will end up paying more for 
the same tests. Molecular profiling is 
not just a sure and better way of di-
agnostics but there are so many oth-
er benefits too. It leads to improved 
quality of life, less cost on supportive 
treatment, hospitalisation is reduced 
or not required at all.  

Cancer burden is on the increase and so is 
cancer research and treatment  
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expert speak

Some of the world’s toughest measures to curb smoking emanate from 
Finland. Pekka Puska, D G, National Institute for Health and Welfare, 
Finland in conversation with Shahid Akhter, ENN discusses the endgame 
of tobacco in Suomiland

Finland firm on  
stubbing out cigarettes

In 2010, Finland became the 
first country in the world to 
completely ban smoking. Is it an 
outright ban ? Can you please 
tell us more about this new 
tobacco act ?
In 2010, the Parliament  outlined that 
the law subjects to a “smokefree Fin-
land”.  Passing of this Act was chal-
lenged by the tobacco industry as un-
constitutional, since tobacco business 
is still recognized as a legal industry 
– although domestic  tobacco factories 
were shut long ago because of shrink-
ing markets. 
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This Act prescribes measures to 
prevent people from taking up the to-
bacco products, it promotes quitting 
their use and to protect the population 
against exposure to tobacco smoke. 
The Act tends to stop the use of tobac-
co products containing compounds 
that are toxic to humans and create 
addiction. The intention of legislation 
is to create conditions in which smok-
ing and tobacco use would gradually 
became very rare.

When was ‘Smoke Free Finland’ 
initiated and how did it evolve ?
Its backed by a long process of tobac-
co control in Finland since 1970’s. The 
first tobacco act in 1976 was already 
very comprehensive with total ban 
of advertising and smokefree public 
places. Since then the law has repeat-
edly been amended and strengthened, 
together with many other tobacco con-
trol activities – and great reduction 
in smoking rates, leading to environ-
mental smoking control.

Major amendments in the tobacco 
law were in 1995, when worksites 
were made practically smokefree and 
the age limit for sale ban to minors 
was increased to 18 years, and in 
2006 when restaurants and bars were 
made smokefree. Already in the origi-
nal tobacco law in 1976, all advertis-
ing and sales promotion were prohib-
ited also the Health related warnings 
were made.

In the latest amendment, among 
other things; display of tobacco prod-
ucts in shops was also prohibited – i.e. 

they must be under the counter. For 
instance even at Helsinki airport tax 
free area, no tobacco products are 
seen. Finnish government has pro-
posed to EU to move towards plain 
cigarette packaging. Sale of smoke-
less tobacco (snus) was prohibited 
in Finland since 1995, while now its 
across EU, except in Sweden.

Tobacco taxation is regarded as 
an effective measure towards tobac-
co control. Taxes add up to an enor-
mous figure of 81 per cent of ciga-
rette prices in Finland, also recently 
the government again increased the 
tax effective from the beginning of 
next year.

The Government of  Finland is 
undertaking policies to make 
Finland tobacco-free (  Savuton 
Suomi) by 2040 ? What have you 
achieved so far and the road 
ahead ?
The endgame target “smokefree Fin-
land” seems possible only because 
the tobacco use has reduced consider-
ably. Currently the prevalence of daily 
smoking has reduced to 16% of adult 
population. Attitudes among people 
have greatly changed towards smoke-
free direction, smoking is no more re-
garded as a “normal behavior”, places 
such as restaurants, worksites etc 
have become smokefree.  

The road ahead is to continue 
with the process and also to outline 
final endgame measures. Intially, the 
experts thought that the smokefree 
target can only be achieved by 2040, 
while with the current developments 
it seems a reality by 2030. The road 
to smokefree Finland is continuous-
ly assessed by a core group of Finn-
ish experts, representing research, 
NGOs and government officials. 
Monitoring and evaluation data by 
the National Institute for Health and 
Welfare (THL) is a major tool in this. 
The aim is to strengthen existing to-
bacco control measures, as well as to 
look for new endgame instruments.

Legislation and laws apart, how 
good is public awareness and 
participation ?
As indicated above, the prevalence 
of smoking among adults is 16% of 
the adult population. This rate is 
declining considerably among all 
age groups. Remaining smokers are 
worried about their smoking habit 
and would likely to stop smoking. 
While among the youth, smoking is 
no more “cool”. 

National surveys show that out 
of the remaining daily smokers,  
80% are worried about the impact 
of their smoking on their health, 
60% say that they would like to stop 
smoking, and as many as 40% say 
that during the last year they have 
made at least one serious effort to 
stop smoking.

Thus the issue for the national 
tobacco control is not to motivate or 
persuade smokers to quit but to help 
them in their smoking cessation ef-
forts. That means both individual 
supports to smoking cessation and 
policies that make smoking cessation 
easier.

Please tell us about anti  
smoking laws in your 
neighbouring Nordic countries 
Like in most “Western countries”, the 
legislation in the Nordic countries has 
now pretty advanced. All the Nordic 
countries have ratified the FCTC. As 
per EUs directive, Finland and Den-
mark have banned sale of smokeless 
tobacco. Sweden is an exception in 
EU – there sale of smokeless tobacco 
is still allowed.

To sum up, EU tobacco policy 
has developed quite favourably. The 
EU tobacco directive gives reason-
ably good basis, upon which many 
countries like Finland have built 
even more strict policies. Strength-
ening of EU tobacco policy is being 
planned and will take place, in spite 
of the lobbying against the tobacco 
industry.  

   The intention of 
legislation is to create 
conditions in which 
smoking and tobacco 
use would gradually 
became very rare
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