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I. Project Objectives and Description
1. The Overall Objective of the project is to reduce environmental releases of dioxins and mercury by demonstrating and promoting best techniques and practices for reducing and managing health care waste in a number of countries and regions. 
2. The Project will develop very specific health care waste management models through working with at least one large hospital and several smaller clinics and/or rural health or injection programs in each participating country. The focus will be on education, training, establishing management systems, and the careful selection of instruments, products and technologies that can be applied in a wide variety of settings. These will take on many different forms, but all will derive similar, replicable results in virtually eliminating dioxin and mercury releases from participating facilities and institutions. The Project will help staff at participating facilities develop and implement best techniques and practices. The Project will establish national programs to train experts who can then replicate the dioxin and mercury reduction/elimination program at other hospitals and facilities. Awareness of problems and solutions will be heightened on a national level through informational material, a national conference on health care waste management, and by promoting an informed national dialogue that can contribute to the development of appropriate health care waste management components of each country’s Stockholm Convention National Implementation Plan (NIP). . In close consultation and coordination with national authorities responsible for Stockholm Convention National Implementation Plan preparation, the Project will promote national reform of laws, regulations, policies and practices governing the appropriate management of healthcare wastes.

3. The Project will have a strong regional component for the purpose of disseminating Project outcomes through participation of health care facilities and organizations from other countries in the region in the training programs and/or in regional conferences. Additionally, the Project envisions regional distribution of reports to selected governments, Intergovernmental Organizations (IGOs) and NGOs in the region, and visits by representatives of selected governments, IGOs and NGOs in the region to the model facilities in order to promote best practices throughout the region.

4. The Project will be carried out under the guidance of a Global Project Steering Committee whose members will include representatives from: UNDP, as Project Implementing Agency; UNOPS as Project Executing Agency; a senior level official from each participating Government; and both WHO and HCWH as major donors and Principle Cooperating Agencies. Other GEF implementing agencies and the Stockholm Convention and Basel Convention Secretariats will also be invited to participate in the Steering Committee. There will additionally be a National Project Steering Committee in each participating country. A Project management and consulting team will provide project management, technical assistance and coordination. An important aspect of the project is broad stakeholder participation. The seven countries were selected to incorporate a range of differing circumstances of human development. Consideration was also given to assuring regional distribution (all 5 UNDP regions are represented) and language distribution (four of the six UN Languages are represented).

II. Global Significance

5. In a large number of developing countries, new, dedicated medical waste incinerators are being promoted, sold and built while the use of dedicated medical waste incinerators is rapidly declining in most highly industrial countries. In 1988, for example, the number of medical waste incinerators in the United States was estimated at 6,200; by 2003, the number dropped dramatically to 115 medical waste incinerators nationwide. Trends in most other OECD countries are similar. Exported incinerators lack a market in their home country because of the prohibitive cost of complying with regulatory requirements that limit emissions of dioxins and other toxic pollutants, such as those prevailing in the EU and North America. The lack of a strong regulatory infrastructure in many developing countries makes them an attractive market for vendors of dedicated medical waste incinerators (MWIs). New MWIs are being proposed and built in many of these countries, very often incinerators with small waste charging capacities and with little or no pollution control. These facilities, especially given their normal conditions of use in many developing countries, release significant amounts of dioxins and other undesired pollutants into the environment.
6. The perceived need for dedicated medical waste incinerators in developing countries is in response to several trends: the welcome expansion in health care systems and services resulting in more waste generated, the increased use of disposable (single-use) items with an attendant increase in the amount of packaging of health care products, and the concern that biomedical wastes — especially sharps — when improperly handled and treated are a significant vector for infectious disease transmission. In some countries contaminated health care waste scavenged from waste areas and dumpsites are diverted from the waste stream and packaged for reuse. According to a 1999 study, it is estimated that injections with non-sterile syringes may cause 8 to 16 million Hepatitis B infections, 2.3 to 4.7 million Hepatitis C infections, and 80,000 to 160,000 HIV infections per year. Without this Project, both the amount of health care waste generated and also the amount of health care waste combusted in dedicated medical waste incinerators (or in some cases, in uncontrolled combustion devices such as pits and drum “incinerators”) will rapidly increase in participating countries. 

7. Developing countries do not have and will not likely soon acquire the infrastructure that is needed to regularly monitor, test and regulate emissions and other releases from MWIs sufficient to assure compliance with protective regulations that include stringent release limit values for dioxins, mercury, and other persistent toxic substances (PTS). In the absence of effective regulation based on regular monitoring and testing, one can reasonably assume that substantial increases in the amount of health care waste combusted will translate into increases in the corresponding amount of dioxins, mercury, polynuclear aromatic hydrocarbons (PAHs) and some other PTS that will be released to the environment.

8. Some argue that a requirement of strict dioxin emission limit values for MWIs in developing countries comparable to those in force in the EU and North America is a luxury developing countries cannot afford. However, if this argument wins out, its impact will be to suggest that the Stockholm Convention itself is a luxury developing countries can not afford, especially Convention provisions that aim to reduce, minimize and ultimately eliminate total releases of dioxins and furans. Fortunately, fully satisfactory alternatives exist that allow for efficient and cost-effective health care waste management avoiding any further transmission of HIV, Hepatitis and other infectious diseases. The goal of this Project is to demonstrate these alternatives in different national circumstances and different regions.

9. In the baseline case, with an expansion of health care services in developing countries, the tendency is to increase the total amount of mercury-containing instruments in health care practice. Since many health care institutions in highly industrial countries are phasing out and retiring their own mercury-containing instruments, some manufacturers of these instruments tend to redirect marketing of these instruments to health institutions in developing countries. Additionally, in some cases, when health care institutions in highly industrial countries phase-out their old mercury-containing instruments, they donate some of them to health care institutions in developing countries. In the absence of programs that promote the use of appropriate medical instruments that do not contain mercury; and in the absence of programs to assure proper cleanup and disposal of mercury in the case of breakages and spills; the total amount of mercury released by health care institutions in developing countries will greatly expand.

10. The Project will create models and approaches to demonstrate that expanding health care services can take place while minimizing health care waste and avoiding the releases of dioxins and mercury. The premise of this Project is that the practices that regularly emit dioxins and mercury from health care can be changed through the focused application of new management, training, and technology options, all of which are available today for operations on the scale of large tertiary urban hospitals as well as rural clinics and temporary mass immunization campaigns. How these are applied will vary from country to country— based on access to resources, current practices, strength of the regulatory infrastructure and cultural practices. Global guidelines and principles however can be established to guide further developments in health care waste management even as health systems evolve and rapidly expand through other development initiatives. As a global objective, it is intended that lessons learned during Project implementation might be relevant to policies and approaches under consideration by the World Health Organization and by the Stockholm and Basel Conventions. Therefore, Project final reports will be prepared in forms appropriate for submission to the World Health Assembly, the Stockholm Convention Conference of the Parties, and the Basel Convention Conference of the Parties. 

11. In May 2001, the Stockholm Convention on Persistent Organic Pollutants (POPs) was adopted with the aim of protecting human health and the environment from POPs. The GEF was named as the Convention’s interim financial mechanism pending the Convention’s entry into force and further decisions of its Conference of Parties (COP). In October 2002, the GEF Assembly approved addition of POPs as a new GEF focal area, and in November 2003, the GEF Council approved a GEF Operational Program on POPs – OP 14. As called for in OP 14, this Project proposal has strong country commitment and ownership on the part of all seven participating governments; it seeks to demonstrate and mainstream environmentally sound management practices that can reduce and eliminate POPs releases; and it incorporates broad stakeholder consultation at all stages of its development and implementation. The Project joins capacity building with specific, on-the-ground interventions. It is a global demonstration Project in that it will provide a base of experience and information upon which Parties to the Stockholm Convention will be able to draw when the Convention enters into force and when they are designing and implementing national programs and measures to comply with the Stockholm Convention and its provisions. This Project additionally provides synergies with the GEF International Waters focal area and its OP 10 in that it demonstrates and implements measures to reduce and eliminate substantial mercury releases to the environment, recognizing mercury as an important contaminant impacting international waters.
III. Background
12. Persistent organic pollutants (POPs) and other persistent toxic substances (PTS) enter the environment in quantities of significant concern as a result of the activities of health care delivery facilities and services (hospitals, clinics, other facilities, immunization campaigns, etc.). This occurs most directly from the incineration of health care wastes — wastes that often contain substantial amounts of chlorinated plastics. It also occurs as a result of inappropriate disposal or breakage of products and instruments that contain mercury. The amount of POPs and other PTS released into the environment varies according to the specific characteristics of the health care facilities, the types of wastes generated, and the health care waste management systems used. As health services generally improve and as related development goals are met (e.g. health sector reform, expanded service delivery, and expanded programs in immunization), the releases of POPs and other PTS to the environment can substantially increase.

13. The contaminants of concern under this Project include polychlorinated dibenzo-p-dioxins and dibenzofurans (PCDD/PCDF) also called “dioxins” and “furans.” (We will henceforth refer to this class of contaminants as dioxins). These substances are toxic in very small quantities. Another major concern is the heavy metal, mercury. Although other pollutants are also of concern, these two are of special interest both because of their global migratory nature, and also because they can bio-concentrate in the environment, enter the food supply, and cause disease and health effects within human populations who eat the food.

14. Incineration or combustion of health care wastes is a major pathway through which dioxins and mercury enter the environment. While little data is available from developing countries, the Government of Thailand, with assistance from donor agencies and UNEP, took measurements of dioxin releases from seven different source categories. Of these, medical waste incineration had by far the highest concentrations of dioxins emitted to the air. The investigators concluded that the estimated total air emissions from Thailand’s medical waste incinerators would be more than the total dioxin emission inventory for countries such as Great Britain, Germany, Sweden, Austria, Switzerland, etc. They also found extremely high concentrations of dioxins in solid and liquid wastes from the medical waste incinerator. In a meeting of ten Southeast Asian and South Pacific countries including Thailand, Vietnam and the Philippines, country experts ranked dioxins, furans, and polynuclear aromatic hydrocarbons (PAHs) as the second, fifth and sixth PTSs of concern respectively for the purpose of identifying priorities in the region. 

15. Medical waste incinerators are major sources of these three unintended byproducts of combustion processes. In general, according to European inventory data, 62% of its dioxin emissions are due to four processes alone of which medical waste incineration is one. Data for Belgium shows that dioxin emissions from medical waste incineration accounted for 14% of the total emissions to the air in 1995. Similarly, estimates of atmospheric emissions of dioxins in the Slovak Republic for 1993 indicate that hospital waste incinerators accounted for 14% of the total or the fourth highest source of among 21 source categories. The US EPA in reference year 1995 listed medical waste incinerators as the third largest source of dioxin emissions in the country. The Environment Minister of the Canadian province of Ontario declared on December 2002 that emissions from incinerators were the fourth-largest source of mercury, and the largest source of dioxins in the province. While there is much data on environmental releases of dioxin and mercury in highly industrialized countries, there is only limited quantitative data on dioxin emissions and releases from medical waste incinerators in developing countries and countries with economies in transition. However, there is ample information to suggest that contaminant releases from medical waste incineration are a major concern in many developing countries and countries in transition. 

16. Many health professionals have a limited knowledge and awareness about toxic contaminants that enter the environment. They often see burning or incineration of health care wastes to be a positive public health measure. Health care professionals, however, are generally very receptive to information about environmental contaminants and the health injuries they can cause. When made aware of this environmental health threat, most health care professionals will support alternative waste management approaches that avoid generating and/or releasing toxic pollutants to the environment, so long as these alternatives are practical and can achieve good results. Additionally, educating health care professionals about adverse health effects caused by POPs and other PTS can make an important contribution toward more general efforts at public information, awareness and education about POPs as called for in Article 10 of the Stockholm Convention. 

17. Annex C of the Stockholm Convention on POPs addresses dioxins (and other unintentional by-product POPs). Part II of this Annex is a relatively short list of source categories that “have the potential for comparatively high formation and release of these chemicals [i.e. dioxins] to the environment.” The very first entry on this list is: “Waste incinerators, including co-incinerators of municipal, hazardous or health care waste or of sewage sludge.” Article 5 of the Stockholm Convention addresses measures that Parties to the Convention shall take to reduce releases of dioxins (and other unintended by-product POPs) with the goal of their continuing minimization and, where feasible, ultimate elimination. Parties are required to promote best available techniques for both new sources and existing sources listed in Part II of Annex C — which (as indicated above) includes medical waste incinerators. For the new sources listed in Part II — which includes any new or any substantially modified facility for incineration or combustion of health care waste — Parties are required to use best available techniques. This requirement is to be “phased in as soon as practicable but no later than four years after entry into force of the Convention for the Party.” 

18. Best available techniques are addressed in Annex C, Part V (although further guidelines are to be developed by the Conference of the Parties). Part V, paragraph A, subparagraph (f) states: 

“When considering proposals to construct new waste disposal facilities, consideration should be given to alternatives such as activities to minimize the generation of municipal and health care waste, including resource recovery, reuse, recycling, waste separation and promoting products that generate less waste. Under this approach, public health concerns should be carefully considered.”

19. In addition, paragraph B, subparagraph (b) states that when Parties are considering proposals to construct new facilities using processes that release dioxins (e.g. waste combustion processes):

“[P]riority consideration should be given to alternative processes, techniques or practices that have similar usefulness but which avoid the formation and release of such chemicals [i.e. dioxins and furans].”

20. The Project also has an important mercury component that is beyond the purview of the Stockholm Convention. Mercury is a persistent toxic substance that is considered to be a “global contaminant” because it is transported long distances on air currents and is then subject to deposition from the atmosphere. It is known to accumulate in living organisms and can pose human and ecosystem health risks. Mercury is widely used in health care practice in thermometers, blood pressure gauges, and many other devices and uses. Substantial releases of mercury to the environment can occur as a result of breakages, spills, improper disposal, and by other means. 

21. In the United States, according to US Environmental Protection Agency (EPA) in a 1997 report, medical waste incinerators may have been responsible for as much as 10% of all mercury air releases. According to a 1999 report, health care facilities may also have been responsible for as much as 5% of all mercury releases in wastewater. Environment Canada estimates that 30% of mercury emissions to the air in 1995 were due to biomedical waste incinerators and that more than one-third of the mercury load in sewage systems is due to dental practice. In the United Kingdom, an estimated 1 tonne of mercury per year from thermometers used in health care is disposed in clinical waste, according to a report submitted to the OSPAR Commission. In addition, about 7.41 tonnes per year of mercury from dental amalgam is discharged to the sewer, atmosphere or land, with another 11.5 tonnes per year sent for recycling or disposed with the clinical waste stream. Together, dental amalgam and laboratory and medical instruments account for about 53% of the total emissions from the use of mercury in products. Waste incineration and crematoria are also listed as major sources of mercury emissions to the atmosphere from industrial sectors. Many countries, such as Armenia, Cameroon, Ghana, Honduras, Pakistan, and Peru, recognize the contributions from hospital thermometers, dental amalgams, hospital waste and/or medical waste incinerators but lack quantitative data. Despite the lack of data, there is good reason to believe that mercury releases from the health sector in general are substantial.

22. In developing the Project Concept, it made little sense to focus only on dioxins and furans and not to also address mercury – the other persistent toxic substance of global concern that is released from health care activities in large quantities. Based on previous experiences of the NGO Health Care Without Harm (HCWH), and others, there are strong synergies encountered when an integrated approach is taken to promote reductions in mercury releases from health care activities at the same time as one promotes reductions in dioxin releases. Fortunately, this is consistent with the GEF Operational Programs. As indicated above, under OP 10, the GEF has already identified releases of mercury to the environment as a significant threat to international waters. 

Previous Support/Related GEF Projects

23. The mercury-related Project outputs are especially relevant to the GEF Operational Programs, section 10.18, subsections (a), (c), and (f). Under OP 10, the Contaminants Based Operational Program, GEF has identified releases of mercury to the environment as a threat to international waters in its approval of the Project: “Removal of Barriers to the Introduction of Cleaner Artisanal Gold Mining and Extraction Technologies.” 

24. The Project Implementing Agency, UNDP, also supports GEF-funded Stockholm Convention Enabling Activities in three of the participating countries: Latvia, Philippines and Vietnam. In Lebanon, UNDP with assistance from the EU, supported the Ministry of Environment in the production of an “Environmental Auditing Manual For Hospitals” prepared in 2002. UNIDO supports GEF-funded Stockholm Convention Enabling Activities in one of the participating countries, India; and UNEP supports GEF-funded Stockholm Convention Enabling Activities in three of the participating countries: Argentina, Lebanon and Senegal.

25. The Project will coordinate its efforts in all these countries with the GEF-funded POPs Enabling Activities and with the national authorities that have primary responsibility for preparation of the Stockholm Convention National Implementation Plan. The Project will provide practical examples and experiences in each country, and it will promote exchanges of experience and best practices as part of a Project-sponsored dialogue on these issues within the national community of relevant health care professionals. This will provide information and recommendations that will be most useful to the national authorities in each country who have responsibility for developing and updating the health care waste management aspects of the country’s NIP.

IV. Demonstrated Country Commitment

26. The seven countries have participated in the PDF A and have indicated their interest in participating in the PDF B and full project. The rationale for selecting these countries includes a number of factors. All seven participating countries have signed the Stockholm Convention on POPs; Lebanon, Vietnam, Latvia, Philippines and Senegal have already ratified it. All are reviewing their present laws and practices in order to better understand what changes might be required when they become a Party. All presently consider health care waste to be hazardous, and all have laws, regulations and/or practices that require health care waste to receive special treatment during handling and disposal. All incinerate at least some portion of their health care waste and recognize that some quantities of by-product POPs and mercury are released to the environment during this activity. Most are also entertaining proposals for the construction of new medical waste incinerators. All wish to explore the implementation of best techniques and practices that can protect public health through safer health-care waste management. All wish, at the same time, to reduce the amount of health care waste generated, and by this and other means, to avoid environmental releases of dioxins and mercury from health care practice. Each country also has active WHO programmes and the majority have HCWH-affiliated NGOs that will be able to play key roles in both providing expertise and also in promoting civil society participation in the national waste minimization programmes. UNDP offices in each country have also indicated their strong support for the proposed programme including its linkage to their national programmes and priorities. Each of the seven participating countries has policies, action plans, and programs that address to some degree techniques and practices relating to health care wastes as described below.

27. In Argentina, sanitary waste (waste from veterinary facilities, dental practice, biomedical industry and laboratories) is included in the law regulating dangerous waste. Aspects of sanitary waste management regulated by the Ministry of Health were put into place in 1994. An updated rule is to be approved. Twelve of twenty-four provinces had provincial regulations and there are also some local regulations. The incineration of health care waste is prohibited in the city of Buenos Aires. Ministerial regulations define what technologies can be used. Argentina is presently preparing a POPs National Implementation Plan (NIP) with support from UNEP. 

28. In India, the India Central Pollution Control Board has prepared national standards and guidelines for hospital waste management. Since 1998, there has been a notification of bio-medical waste management rules under the Environment Protection Act of 1986. Under these rules, it is the duty of the institution to take all steps to ensure that bio-medical waste is handled without any adverse effect to human health and environment. Municipal Corporations, Municipal Boards and Urban Bodies are responsible for providing suitable disposal sites for the biomedical wastes generated in the area in their jurisdiction. While the incineration of health care waste is widely practiced, alternative methods of treating health care waste are being given consideration. Incinerators at an individual hospital or facility are discouraged, and the incineration of chlorinated plastics is prohibited. India is presently preparing a POPs National Implementation Plan with support from UNIDO. 

29. Latvia joined this project in October 2004, promptly after Poland decided not to participate in this project. After consultation, Latvia has shown great interest in this project and the GEF Operational Focal Point has endorsed the project. Latvia ratified the Stockholm Convention on October 28th, 2004. Further, Latvia is currently involved in a GEF project titled, “POPs Enabling Activity: Preparation of the POPs National Implementation Plan under the Stockholm Convention”. UNDP is the Implementing Agency to this project. The objective of the project is to create sustainable capacity and ownership in Latvia to meet its obligations under the Stockholm Convention, including preparation of a POPs National Implementation Plan. The National Implementation Plan describes how Latvia will meet its obligations under the Convention to phase-out POPs sources and remediate POPs contaminated sites. The project will enable Latvia to ratify the Stockholm Convention and become a Party to the same. The Environmental State Inspectorate (ESI) implements and enforces environmental legislation in Latvia. ESI will be responsible for Pesticide POPs, PCB and unintentional by-product (dioxins and furans) inventories. Training on compilation of POPs inventories will be given from the project funds and are open to all ministries interested. According to ESI it is common practice in Latvia to incinerate hospital waste in crematoria, probably without flue gas cleaning.
30. In 2002, the Lebanon Ministry of environment, with assistance from the EU and UNDP, produced an “Environmental Auditing Manual For Hospitals.” This manual is a tool for surveying the hospital environment and provides guidance on best practices. Decree 8006 on Health Care Waste was promulgated in June 2002. Its main objective is to provide guidelines on the reduction, collection, transport and disposal of health care waste. According to this decree, all health care institutions must sterilize infectious waste within 24 hours of their generation; and sterilization must be done in facilities certified by the Ministry of Environment after conducting an Environmental Impact Assessment. Lebanon has a hospital accreditation system that focuses on quality management, and this has an impact on health care waste management as well as on occupational health and safety. Lebanon is presently preparing a POPs National Implementation Plan with support from UNEP. An evaluation is underway to detect dioxins in soil matrices from some regions of Lebanon. In addition, a national inventory of dioxin releases based on the UNEP Toolkit indicates that possibly 80 grams of PCDD/PCDF were released to the Lebanese environment in reference year 1999. 

31. In the Philippines, Republic Act 8749, the Clean Air Act, prohibits the use of incinerators for the treatment and disposal of biomedical waste. The Philippine Department of Environment and Natural Resources, and its Environment Management Bureau suggest the use of “state-of-the art” environmentally sound and safe thermal and non-burn technologies for the handling, treatment, thermal destruction, utilization and disposal of sorted, unrecycled, uncomposted, biomedical and hazardous waste. Presidential Decree 1152, the Philippine Environmental Code, was promulgated to set effective guidelines for waste management. Other key laws and regulations include Republic Act 9003 — the Solid Waste Management Act; Presidential Decree 856 — the Code on Sanitation of the Philippines; Department of Health (DOH) Circular No. 152-C s.1993 which provides guidelines for the segregation, treatment, collection and disposal of hospital waste; and Department of Health Order No. 355-H s.2000 which creates a Technical Working Group on Hospital Waste Management. The Philippines is presently preparing a POPs National Implementation Plan with support from UNDP. 

32. Senegal has several laws and decrees addressing municipal solid waste management but there are no laws or decrees addressing health care waste management as such. However, Senegal has national action plans for environment, the management of health care waste, and on injection safety and waste management. It also has institutional management tools for the environment and waste. Senegal is presently preparing a POPs National Implementation Plan with support from UNEP. 

33. In Vietnam, a number of different authorities are involved in medical waste management. These include the Ministry of Health (MOH); the Ministry of Science, Technology and Environment (MOSTE); the Ministry of Construction (MOC); the Ministry of Labor, Invalids and Social Affairs (MOLISA); the Provincial authorities and others. (MOSTE) runs courses on medical waste management and control for provincial authorities, hospitals and other medical care organizations. Vietnam recognizes that due to inadequate and poor management of medical wastes, some diseases occur with increased frequency. Decision No. 152/1999/QD-TTg of the Premier, dated 10 July 1999, establishes a target objective of 2005 for the treatment of medical wastes in large urban areas by best available incineration. By 2020, collection and strict disposal of medical wastes in the urban areas should be handled by advanced technology. Vietnam has additionally promulgated Regulation No. 2575/1999/QD/BYT (1999) by the Ministry of Health on medical waste management; TCVN 6560:1999 on Air quality-Emission standards for health care solid waste incinerators; and Technical Document No. 62/2001/QD-BKHCNMT (2001) on medical waste incinerators by the Ministry of Science, Technology and Environment. Vietnam is presently preparing a POPs National Implementation Plan with support from UNDP.

V. Objectives and Activities of Full Project Proposal

General methods, practices and best techniques of the Full Project

34. The methods, techniques, education, process-changes, and the consideration of new products and technologies that, taken together, can minimize or eliminate dioxin releases often are similar, if not identical, to those engaged to minimize or eliminate mercury releases. Those detailed below are general, but draw on a large set of specific experiences. The overall method is to encourage innovation and establish principles that allow site-specific approaches drawn from basic principles and are replicable.

Under this Project, best techniques and practices will include, inter alia:

· Techniques for waste minimization and pollution prevention. These include: 

· Some specific procurement policies that favor reusable equipment and supplies, when these can be deployed in a cost-effective manner without compromising safety and sanitation; 

· Development of site-specific procurement policies and practices aimed at identifying safe and effective supplies, chemicals and instruments that do not contain mercury, and/or that avoid material components or packaging materials mostly likely to contribute to formation and/or release of dioxins and other PTS during their life cycle; 

· Promotion of safe reuse and recycling of materials to keep them out of the waste stream; 

· Avoiding products with excessive packaging; 

· Instituting safe practices for use and management of existing mercury containing equipment to reduce breakage or leaks while the equipment is still in use; and 

· Instituting best practices for the cleanup of mercury spills, ensuring safety and minimizing waste.

· Waste separation and segregation including:

· Rigorous segregation of infectious wastes from ordinary wastes; 

· Identification of products and packaging containing chlorinated plastics (e.g. PVC), and segregation of these materials, whenever safely manageable, into waste streams that are recyclable or are disposed of in a manner that ensures no burning; and

· Training and education to ensure that toxic materials, such as broken mercury thermometers, do not end up in the infectious waste stream (e.g., sharps containers), but are treated as a hazardous chemical waste. 

· Selection and utilization of appropriate technologies for treating potentially infectious waste. These include a range of available non-incineration waste treatment approaches such as autoclaves and other non-burn thermal processes, chemical disinfection processes and irradiation. A wide range of well-established non-combustion infectious waste treatment technologies are commercially available and have been used and tested in many different settings and circumstances.

35. Since virtually all dioxin emissions resulting from health care practice, and also most of the mercury emissions, are presently related to the combustion of wastes from these facilities, the deployment of non-combustion treatment technologies, combined with the other techniques and practices listed above, will have an immediate and dramatic impact toward minimizing and eliminating these emissions. The wide range of available options permits consideration of site-specific conditions and resources in the choice of approaches and technologies that best meets the needs of the facility and its practices and policies. This will also allow for a combination of approaches that will take into account the varying needs of more rural or more urban facilities. 

36. The techniques and practices described above are based on documented practice at health care facilities and waste treatment plants in the United States, Canada, some European countries, and, to a lesser extent, in some developing countries and countries in transition (including some participating countries in this Project). 

37. Some of the approaches under the broad heading of pollution prevention have simple logical outcomes. For example, if a health care institution retires all its mercury equipment and then institutes a purchasing policy that avoids the procurement of new mercury containing devices and materials, there is a virtual elimination of mercury emissions from the facility. Similarly, if the total amount of waste generated by a health care facility is substantially reduced, and if total waste combustion is avoided or greatly reduced, then dioxins generated as a result of waste combustion will also be avoided or greatly reduced. 

Full Project Outcomes and Activities:
38. The following are the project components and associated activities identified as necessary for full implementation of the Project in the seven participating countries to achieve the outcomes necessary to realize the full project objective. The details of these proposed outcomes and activities will need to be verified, expanded, and possibly modified in the course of implementing PDF B preparatory activities.

Full Project Objective: 

39. Without compromising public health within health care institutions and the broader communities, best techniques and practices for minimizing health care waste, and for reducing and eliminating releases of dioxins and mercury, will be demonstrated, promoted, replicated and sustained in seven countries in the world’s five development regions. 

Project Components

Component 1: Several model health care institutions developed in each participating country (including at least one large urban hospital and one rural health center in each participating country). Each model health care institution will demonstrate approaches to reducing and virtually eliminating environmental releases of POPs and other persistent toxic substances (specifically mercury and dioxins) and instituting an approach to safe management of wastes.

Activities:

1.
Review, at each participating facility, existing waste management practices and policies, including purchase and product utilization policies; 

2. Prepare an estimate of total releases of dioxins and mercury into the environment that result from the health care practices of each facility at the start of the Project; and then prepare a good estimate of release reduction achieved at the end of the Project, so that the efficacy and cost effectiveness of the Project at each site can be properly assessed;

3. Establish waste minimization and waste management objectives for each facility; propose and adopt modifications in current practices and policies aimed at achieving objectives;

4. Establish management structures and management techniques to assure new policies and practices will be properly carried out;

5. Review product selection policies and procurement procedures, and revise as needed;

6. Train both managers and staff to carry out the new policies and practices; 

7. Select and deploy appropriate waste treatment approaches; and

8. Monitor and review progress; provide ongoing support and assistance during Project implementation to assure objectives are being met; revise approaches as needed.

Outcomes: 
· Detailed data on baseline practices and techniques and on estimated release of dioxin and mercury of all participating health centers will be gathered enabling the best estimation of cost-effectiveness and efficacy of the Project Activities.

· Development and implementation of Project waste management polices and objective within all health care facilities by establishing waste management and minimization objectives, adequate management structures and techniques, by training all staff and by reviewing procurement procedures. 

· Replicability of the Project through regular and effective communication of monitoring and review results.

· Implementation of the Stockholm Convention will be furthered through activities that implement and demonstrate “alternative” approaches as detailed in Annex C, Part V, paragraph A, section (f): “activities to minimize the generation of municipal and health care waste, including resource recovery, reuse, recycling, waste separation, and promoting products that generate less waste.” 

Component 2: Establishment of a national training and education effort to train and certify experts in health care waste minimization and management.

Activities:

1. Establish a countrywide or regional training program, with access to one or more of the model facilities, to train and certify experts who can then implement similar best practices and techniques at other health facilities in the country and/or region; 

2. Develop trainers, training curricula, and appropriate training materials;

3. Establish a mechanism to grant authoritative certificates that signify core program modules have been satisfactorily completed, including a checklist of topics that must be covered in each module to meet the certificate’s requirement;

4. Translate training materials into local languages as appropriate; and

5. In collaboration with outside, academic experts, and starting at an early point in the development of the training programs, review and document all aspects of the training program including experiences and lessons learned during set-up phase; a comprehensive description and evaluation of the established training programs; and a review of their impact on the state of health care waste management practice in the country or region.

Outcomes: 
· A well-developed national or regional training program that certifies experts and fosters the implementation of best practices and techniques at other heath care facilities in the region.

· Reports documenting the establishment, operation and impacts of the training programs in each of the seven participating countries.

· Implementation of the Stockholm Convention is advanced by national and regional training and education efforts as detailed in Article 10, part 1, sections (e), (f) and (g). “Each Party shall, within its capabilities, promote and facilitate: (e) Training of workers, scientists, educators and technical and managerial personnel; (f) Development and exchange of educational and public awareness materials at the national and international level; and (g) Development and implementation of education and training programmes at the national and international levels.” 

Component 3: Incorporate new management practices and other systems piloted under Component 1, into national training and education efforts under Component 2, which have been shown to yield substantial reductions in environmental releases of dioxins, mercury and other PTS, and are nationally documented, promoted, disseminated, replicated, and institutionalized. 

 Activities:

1. Establish close collaboration between the Project and each country’s Stockholm Convention National Implementation Plan (NIP) preparation process. Measures and methodologies established under this Project will be shared, and guidance will be sought. It is anticipated that Project outputs, when appropriate, will be integrated into each participating country’s Stockholm Convention NIP;

2. Create a set of measurable benchmarks to demonstrate progress with individual institutions as well as with the health care sector as a whole;

3. Convene a National Conference on Health Care Waste Management to present Demonstration Project outcomes; begin national dialogue toward the development of a National Health Care Waste Management Action Plan
;

4. Work with national health professional associations (hospitals, physicians, nurses, etc.) to review standards of practice for each of their constituencies that reinforce the national model;

5. Review national policies, laws and regulations regarding hospital waste management, and as necessary and appropriate, formulate proposals for reform including a uniform set of national health care waste standards;

6. Explore all associated types of health care activities that also must be encompassed in the plan (private physician practices, pharmacy operations, home-based care, bio-medical industries, health care product manufacturing, international aid programs, international immunization campaigns);

7. In consultation with the national authority responsible for preparation of the Stockholm Convention National Implementation Plan as well as the regulatory body responsible for health care waste management, and where it is appropriate, necessary and requested, assist in preparing revisions to national standards, regulations and/or legislation to ensure that they support a transition to best techniques and practices for the minimization and proper management of health care wastes;

8. Prepare and disseminate awareness raising materials (print, electronic) summarizing best available practices and techniques in health care waste management; and
9. Prepare a report on how the new management practices and other systems piloted under Component 1, have been incorporated into national training and education efforts under Component 2, and have begun to yield national or regions results yielding substantial reductions in environmental releases of dioxins, mercury and other PTS.
Outcomes: 

· The proven Project outputs shared with, and when appropriate integrated into, the respective National Implementation Plans. 

· A National Health Care Waste Management Action Plan developed. Review of national policies, laws and regulations regarding health care waste management, and collaboration with health professional associations will contribute to necessary review and reform of the national health care standards. Seven national reports on how the new management practices and other systems piloted under Component 1, have been incorporated into national training and education efforts under Component 2, and have begun to yield national or regions results yielding substantial reductions in environmental releases of dioxins, mercury and other PTS.
· Implementation of the Stockholm Convention is further advanced by national or regional replication of the outcomes detailed in Component 1 above and by implementation of activities specified in Article 7 and Article 15 of the Stockholm Convention. Article 7, section1, part (a) states: “Each Party shall develop and endeavor to implement a plan for the implementation of its obligations under this Convention.” Article 15, section 1 states: “Each Party shall report to the Conference of the Parties on the measures it has taken to implement the provisions of this Convention and on the effectiveness of such measures in meeting the objectives of the convention.” 

Component 4: Dissemination and replication of Project results regionally and globally.

Activities:
1. Establish and maintain a network for sharing of information and experience from each of the seven models (project web site, e-group(s), etc.);

2. Organize regional conferences for the purpose of disseminating Project outcomes.

3. Translate key Project documents into relevant languages;

4. Distribute reports to and through selected governments, intergovernmental organizations and nongovernmental organizations;

5. Arrange site visits by representatives of governments, IGOs and/or NGOs to the model facilities and/or arrange for their participation in the training programs;

6. Prepare full documentation of the activities, progress and lessons learned during Project implementation in each of the seven participating countries; and

7. Prepare Project final reports in forms that are appropriate for submission to both the World Health Assembly (WHA) and the Stockholm Convention Conference of the Parties (COP); and consider incorporating into these reports appropriate recommendations to each body.

Outcomes: 
The Project results, materials, and lessons will be replicated and disseminated both regionally and globally. 

· Project results, including documentation of the Project experiences; demonstrated modalities of replication; and lessons learned will be forwarded to both the World Health Assembly and the Stockholm Convention Conference of the Parties along with recommendations to each suggesting ways each can utilize the Project’s experiences to further their own respective goals and missions.

· Implementation of the Stockholm Convention is furthered through exchange and replication of information as stated in Article 9, section 1, part (a) and (b) of the Stockholm Convention: “1. Each Party shall facilitate or undertake the exchange of information relevant to: (a) The reduction or elimination of the production, use and release of persistent organic pollutants; and (b) Alternatives to persistent organic pollutants, including information relating to their risks as well as to their economic and social costs.” 

Component 5: Assure Project Sustainability and Replicability.
 

Activities:

1. For each model health care institution developed under Component 1 above, plans and mechanisms will be put in place to sustain and replicate successful dioxin and mercury release prevention strategies following Project completion. This will include, inter alia, contracts or memoranda of understanding between each of these facilities and the government, which commits the facility to continue its waste minimization and other health care waste management practices after the Project is complete; 

2. For each countrywide and/or regional training program established under Component 2 above, secure the necessary institutional and/or financial commitments needed to assure that the training program will be able to sustain its operation; 

3. Identify ways in which to spread (replicate) practices piloted during the project through other means, including incentive programs, attachments to financing, operating permits, certifications, etc.; and

4. Establish connection with major bi-lateral and multilateral funding agencies that fund health care projects that contain waste management (e.g. the World Bank Group, International Funding Corporation, Asian Development Bank) to assure that procurement of health care waste incinerators and mercury-containing devises will no longer be supported or funded. 

Outcomes: 
· Sustainability and replicability of Project objectives such as training programs and the spread of the piloted systems assured through financial and institutional contractual agreements and commitments from the key Project stakeholders. 

· Implementation of the Stockholm Convention is advanced through further replication of techniques and practices to reduce and eliminate dioxin releases, and through measures that assure these techniques and practices continue to be deployed into the future.

40. All activities will be undertaken in an iterative and participatory manner in part through the process of monitoring and evaluation. This will ensure that feedback is continually incorporated into outputs, that stakeholders in each country can influence, where appropriate, the regional outputs, and will generate ‘buy-in’ and commitment to the Project. The Project Global Steering Committee will hold an inception meeting at the start of PDF B preparatory activities to review, discuss and approve the PDF work plan and to agree on its role and its responsibilities.

VI. Description of Proposed PDF B Activities

41. There will be six Activities associated with implementation of the proposed PDF B. The Activities and respective Outputs are listed below. The PDF B Activities are designed to be fully consultative and participatory, leading to a fully costed UNDP Project Document, a GEF Executive Summary, preparation of an amended Project Document, addressing all Council comments, and any other task or requirement needed to secure GEF CEO endorsement. 

Activity one: Preparation of materials for seven initial Project planning workshops

42. Materials to be prepared will include a power point presentation and a booklet that describes the overall Project, its objectives and its planned outputs. Also included will be planning guideline papers. These resources are to be available to be used in each country to facilitate workshops and planning meetings. The guideline papers will be written in order to facilitate the development of country-specific work plans while allowing a common set of outcomes. The guideline papers will include a prepared exercise that will enable workshop participants to review the Project from the perspective of the situation in their own country, and to contribute toward the development of a country-specific strategy for initiating and implementing the Project. These materials will be prepared and made available in English, Spanish, French, Arabic, Polish and Vietnamese. 

43. The guideline papers will be prepared in advance of global Project preparation inception meeting and will be considered drafts. They will be updated and revised based both on inputs from the global Project preparation inception meeting, and also on inputs from national Project planning inception meetings.

Output:

Draft guide documents to be completed prior to the Global Project Preparation Inception Meeting include:

· Guidance document on review of existing surveys or research on the nationwide state of health care waste management practices including treatment and disposal facilities/technologies;
· Guidance document on review of national capacity to establish baseline data on mercury and dioxin releases;

· Guidance document on selecting both rural and urban health facilities to participate in the Project and to be the basis for development of model facility practices and systems;
· Guidance document on how to identify national Project stakeholders; 
· Guidance document on how to identify and utilize national Project expert consultants;
· Draft terms of reference for the Global Project Steering Committee, Global Project Team, National Project Steering Committee, and National Advisory Committee; and
· Draft framework for coordination with the country NIP preparation process.
NOTE: Stockholm Convention implementation will be advanced by making the outputs of Activity 1 (through web posting and by other means) available to countries, IGOs, NGOs and others who might be addressing similar issues as they participate in preparations for Stockholm Convention implementation.
44. (Note: Some of the above guidelines may be combined where appropriate.)

Some additional planning guideline papers will need to be prepared for use at a later stage in country-level Project planning, but need not be ready at the time of the country Project inception meeting. These might include:

· Guidelines for the selection of equipment that will potentially be purchased with Project funds (e.g. an autoclave or other type of healthcare waste treatment technology) for use in participating hospitals or clinics; and

· Develop plans for an ongoing national or regional training program to spread the knowledge and skills demonstrated and developed during the Project.

Activity two: A Global Project Preparation Inception Meeting/Project Steering Committee Meeting
45. Meeting composition should be similar to that of the New Delhi Project planning meeting: a representative from each participating Government; representation from WHO, UNDP and HCWH; the Core Project Team; some number of country-based NGO experts; Invitations should also be extended to the Basel Convention and Stockholm Convention Secretariats and to possible co-funders. 

Output: 

The meeting outputs include:

· A written review and elaboration of the Project work plan as detailed in an approved PDF B;

· Clarification of the relationships between the Global Project Steering Committee, National Project Steering Committees, and the Global Project Team;

· Clarification of the relationship between the Project and the national authority in each country with lead responsibility for preparation of the Stockholm Convention National Implementation Plan;

· Establishment of communications, reporting, and other operational procedures;

· Planning and scheduling of initial Project planning workshops in each of the seven countries;

· Detailing of the elements of preparation activities that will occur in each country in advance of the initial Project planning workshops, including plans for assuring appropriate workshop size and composition (including assurances that national authority with responsibility for Stockholm Convention NIP preparations attend);

· Review and approval of a PDF B timetable; and

· Stockholm Convention implementation is advanced by this activity through assuring communication and collaboration on Project elements and workplan between, on the one hand, the authorities in each county with responsibility for the implementation of this Project, and, on the other hand, authorities with responsibility for Stockholm NIP preparations.

Activity three: Initial Project missions to each of the seven participating countries

46. At least two members of the Core Global Project Team will attend each mission. (All four team members may choose to attend the first mission to jointly establish a common methodology for all missions.) 

Output:

Mission activities will result in:

· Participation and assistance in the facilitation of the initial country Project planning workshops;

· Participation in an initial country Project Steering Committee meeting to review the results of the workshop, and to agree on an initial, detailed country project preparation work plan including agreed outputs and timelines; 

· Participation with members of the country Project Steering Committee in selection of a mutually agreeable lead country Project expert who will report to both the country Project Steering Committee and to the Global Project Team; and who will have coordinating responsibility — in collaboration with government experts and with any other country Project consultants — to assure that the agreed country project preparation work plan is properly implemented in a timely manner; 

· Review and approval of draft planning guidelines; and

· Review and documentation assuring that appropriate communication and collaboration has been established between this Project and national authorities responsible for Stockholm Convention implementation.

Activity four: Country-level project preparations

47. One or more national Project consultant(s) will have a leading and/or a facilitating role in project preparations in each country in close collaboration and under the supervision of the national Project Steering Committee, but also with the help and guidance of the Global Project Team.

48. Help and guidance from the Global Project Team will be available to the national Project consultant(s) and the national Project Steering Committee, but will need to be primarily carried out on the basis of email correspondence, telephone calls and teleconferences. The global project experts will be available to provide advice, to answer questions, and to review progress on the part of the national consultants. The global project manager will coordinate with Government officials and the national lead consultant to assure progress is on track. 

Output:

The following tasks will be completed as a result of this set of Activities:

· Ongoing communications between national committees and the global steering committee will be ensured;

· A centralized information office will be established;

· A template for the creation of MOUs with model hospitals will be provided;

· Tool templates for project preparation will be created and made available;

· Appropriate candidate hospitals and health centers will be identified, including a written indication of their interest in working with the Project to serve as model facilities, and including also, a written indication of their willingness to sign appropriate MOUs with the Project as required;

· Initial scoping work will be completed at each identified candidate hospital and health center that is sufficient to identify and to estimate costs that will be associated with activities relative to each facility during full Project implementation;

· General plans will be developed for a national policy conference on health care waste management sufficient to develop costs estimates for their implementation during the full Project;

· General plans will be developed for national and regional Project results dissemination strategies, sufficient to develop costs estimates for their implementation during the full Project;

· A reporting template and compiled information needed to complete the fully costed Project Document and GEF Executive Summary will be prepared; and

· Costs will be monitored.
Activity five: International Workshop on National and Regional Training Programs

49. An international workshop will be held to develop a framework and to help design a planning process that will be used during Project implementation to develop ongoing national or regional training and education programs to train and certify experts in health care waste minimization and management. The intent is to collaborate in preparing and holding this workshop with one or more academic institutions that have programs and relevant expertise in health care management and related fields.

· Identify the tasks associated with the establishment of self-sustaining national or regional training programs at a level of detail sufficient to develop costs estimates for this task during full Project implementation; and 

Activity six: Follow-up Country Missions

50. It is assumed each country will require one follow-up mission by a member of the Global Project Team during the period of country-level Project preparation. Possibly three or four of the countries will require an additional mission because of problems that may arise in project preparation. The typical follow-up mission will occur possibly two-thirds of the way through Project preparation. Typically, only one member of the Global Project Team will go. 

Output:

51. The typical content of the mission will be to review and to possibly revise the work plan, to review progress, and to agree on activities that will still need to be undertaken, and a timeline, in order to assure timely completion of all the needed Project preparatory work.

Activity seven: Preparation and submission of the UNDP Project Document, the GEF Executive Summary and other tasks required to achieve GEF CEO endorsement

Output:

· Final Global Project Steering Committee meeting;
· A GEF Executive Summary; 

· A fully costed and country-endorsed UNDP Project Document that has taken into account comments received from the GEF Secretariat, STAP Reviewer and other IA/EEAs;
· Confirmation in writing of all Project co-financing, cash and in-kind;
· Monitoring and Evaluation activities and goals will be reviewed and incorporated into the Project Document. 

· Written responses to all GEF Council comments, including, if needed, an amended Project Document; and

· GEF CEO endorsement.

Output:

· Establish criteria and approaches for developing trainers, training curricula, and appropriate training materials for use in Project implementation;

· Identify and possibly establish a framework for creating a mechanism (possibly an international consortium of academic institutions) to grant authoritative certificates that signify core program modules have been satisfactorily completed, including a checklist of topics that must be covered in each module to meet the certificate’s requirement.

The proposal includes the resources necessary to develop the UNDP Project Document and GEF Executive Summary for submission to the GEF. Resources are also included to enable the Project to respond to all Council comments and to carry out other tasks that might be required to achieve final GEF CEO endorsement.

VII. Eligibility 
52. This proposal is consistent with the GEF Operational Strategy and OP 14, the Draft POPs Operational Programme: On-the-ground interventions, and with linkages to OP 10 Contaminants/International Waters (Global Contaminant Component). The Project will make possible international and regional actions to address current, and anticipate future, threats from POPs and to international waters. The participating countries are all eligible under Section 9(b) of the GEF Instrument; all are signatories of the Stockholm Convention; and all will have ratified the Convention by the time the full project is submitted for entry into a GEF Council Work Programme. More specifically the Project qualifies for GEF support in that:

· The GEF contribution will result in global benefits through the provision of applicable models and practices for other Stockholm Convention signatory countries; and models also for practices to help reduce mercury releases that can contaminate international waters.

· The Project will advance the objective of the Stockholm Convention through concrete actions that will reduce and minimize dioxin releases to the environment; and it will reduce and eliminate mercury releases, which will contribute to the protection of international waters.

· The Project will be country-driven, a process already underway by virtue of the UNDP sponsored PDF A meeting which was driven by country participants. 

· The Project, as part of the Program, will contain resources to ensure cooperative activity and the sharing of lessons learned within countries and regionally and internationally as discussed in Components 2, 3 and 4 of Section 5, as well as in the first bullet, above. 

· The Project will also coordinate and leverage additional donor assistance and co-finance. This activity and others assuring sustainability of the overall Project are discussed in Component 5 of Section 5. 

· A substantial portion of the Project will utilize best practices and techniques to health care waste management which allows for cost-effective and flexible solutions. 

53. This Preparation proposal is consistent with the intent as expressed in the GEF approved Concept Note. It is an essential part of the ability of the countries, NGOs, sectoral interests, the GEF, WHO, UNDP and other donors to take a truly integrated approach to avoiding environmental releases of dioxin and mercury that result from health care waste management. 

VIII. National Level Support

54. National level support has been demonstrated by the active participation of government-designated experts from six of the seven proposed countries in a Project planning meeting held in New Delhi, India, with UNDP PDF A funds and with co-finance from the NGO, Health Care Without Harm. (See PDF A meeting report, Annex 1.) The representatives of these six countries actively engaged in the preparation of the GEF-approved Project Concept Document, gathered and provided information from their respective countries for inclusion in the proposal; and clearly indicated national interest from their country to participate in the Project. The seventh country, Vietnam, was not able to attend the planning meeting due to a sudden, and unforeseen circumstance. However, subsequent correspondence with officials in the Vietnamese Government and with staff at the UNDP country office reported strong government interest and support for Vietnam’s participation in the Project. Vietnam, additionally, provided detailed information about national laws, practices and plans to assist in the preparation of the GEF-approved Concept Document.

 55. Related national laws, regulations and policies are described in section IV, above, Demonstrated Country Commitment. Other national considerations are described in section IX below, Special Features. A more detailed presentation of national laws, regulations and policies, as will as other relevant national considerations can be found in the minutes of the PDF A meeting. (See Annex 1) Taken together, these demonstrate high, national level support and interest in the issues and concerns to be addressed by the Project. 

56. Each of the participating countries, through the endorsement of their GEF Operational Focal Points, have reviewed and approved their country participation in this Preparation activity, Annex 2; and have indicated either that their county has already ratified the Stockholm Convention, or has an intention to do so by the time of full Project submission to a GEF Work Programme. Government-designated experts from all the participating countries have actively participated in and were strongly supportive of activities undertaken during the PDF A. Country co-financing for the PDF B which will include in-kind costs such as local transport, intersectoral coordination, meeting facilities, translation/interpretation, communications, and administrative services further demonstrates the strong country commitment of this Project. In addition, the hospitals and the health care centers participating in the Project as model facilities will provide substantial in-kind co-finance through the dedication of staff and management time to Project activities, together with related administrative services, provision of meeting facilities, and the like.

XI. Special Features

Specific circumstances, requests, and needs of the participating countries are listed below.

57. In Argentina, the regulation of health care waste is highly decentralized with real authority exercised at the provincial level or below. The Ministry of Health — the lead government agency for this Project — has only limited authority. It is further weakened by recent major staff cuts occasioned by the recent national economic crisis. The decentralized nature of responsibility for hospital wastes in Argentina will require the development of strong partnerships between and among the federal, provincial, municipal and NGO sectors of Argentinean society, and upon successful project implementation this model should be highly replicable. 

58. In India, lead responsibility for the health care waste lies with the Ministry of Environment and Forests. India already has an NGO network specifically dedicated to work on health care wastes, and with initiatives in several cities. In broad terms, many of the kinds of techniques and practices that the Project plans to demonstrate have been piloted in some health institutions in India. However, given India’s very large size, the diversity of conditions, and the insufficiency of resources dedicated to this task, the Project in India will need to focus on replication as much as on demonstration. Thus the selection of India as a Project country offers an excellent opportunity for replication not only at the regional and global level, but at the national level as well.

59. In Lebanon, virtually all health care facilities are non-governmental — some in the private sector and some in the non-profit sector. While the Ministry of Health has overall responsibility for the regulation of health care waste management and treatment, it will likely delegate important aspects of Project implementation to the Syndicate of Private Hospitals in Lebanon. Therefore, it will be important for this Syndicate to become a key Project partner, and will offer a project example of a strong public/private sector synergy. To this end, the government has designated an officer of the Syndicate of Private Hospitals in Lebanon to act as its designated expert during initial Project preparations, and it is anticipated that the Syndicate will continue as a principal contact point between the Project and the government.

60. In the Philippines, the Ministry of Health has the primary responsibility for health care waste management; though the Environment Management Bureau of the DENR also has an important role. As of June 2003, the Philippines’ Clean Air Act prohibits incinerators for the treatment and disposal of biomedical waste. The participation of the government of the Philippines in the Project offers an excellent opportunity to provide it practical assistance in demonstrating and replicating methods of safe and effective health care waste management that avoid incineration, as is called for in national legislation. 

61. In Senegal, the Ministry of Health and the Ministry of Environment have indicated an interest to jointly participate in the Project. Senegal, which has no more than 20 public hospitals, has, however, more than 600 public health centers. Demonstrating appropriate health care waste management for rural and urban health centers will be critical for Senegal and has a high potential for replicability in other countries with high numbers of health centers. The Project also will coordinate closely with Senegal’s successful HIV prevention program, and, again, the creation of this synergy can also serve as a model for other countries to follow this Senegal experience.

62. Vietnam has indicated lack of knowledge and experience in health care waste management. Through this Project, Vietnam is planning to perfect its legal system of health care waste management including regulations and guidelines; gain expertise in health care waste management; reduce dioxin and mercury emission by application of new non-incineration technologies for health care waste treatment; link this Project to their National Implementation Plan for POPs under the Stockholm Convention; and increase public awareness about POP and other PTS within the medical and health care sector. It is expected that many other countries will not have moved far along in the development of strategies and specific approaches for dealing with health care waste, and the Vietnam experience during project implementation should be highly instructive to other countries as they begin to address this important and emerging issue.

X. Implementation and Execution Arrangements

63. Project preparation activities as well as full Project implementation will be carried out under the guidance of a Global Project Steering Committee (GPSC) whose members will include one representative each from: UNDP, as Project Implementing Agency; UNOPS as Project Executing Agency; a senior level official designated by each participating Government; HCWH and WHO as major donors and Principle Cooperating Agencies; as well as other major donors, if any. The other GEF IA/EEAs, the Basel Convention Secretariat and the Stockholm Convention Secretariat will also be invited to participate in the Steering Committee. There will additionally be a National Project Steering Committee in each participating country (further described below). A meeting of the GPSC will be held in conjunction with the Global Project Preparation Inception Meeting. Either a face-to-face meeting, or a teleconference meeting of the GPSC will be held to review preparations of the GEF Project Brief prior to its submission to the GEF Council.

64. The PDF B activities will be executed by UNOPS, with both the World Health Organization, and the NGO, Health Care Without Harm, acting as Principle Cooperating Agencies, each of which will receive project funds for the provision of senior staff time and support to other project activities as indicated elsewhere in this document.   The Project has two proposers: the World Health Organization on behalf of the seven WHO member states participating in the project; and the international NGO coalition, Health Care Without Harm. 

65. WHO and HCWH will each designate one staff person with relevant expertise and experience to act as an Advisor to the Project, and as liaison between the Project and the agency.

HCWH will provide the services of: 

· A Project Coordinator who has substantial familiarity and a personal commitment to health care waste management approaches such as those that have been pioneered by the NGO coalition Health Care Without Harm (whose experiences served as the model for the Project Concept approved for GEF Pipeline Entry). Other requirements will include: familiarity with relevant activities and experiences of HCWH and WHO in developing countries and countries in transition; working familiarity with the Stockholm Convention and the GEF; political and diplomatic skills; writing skills; ability to work well with governments and Project relevant stakeholder groups; and Project management capability.

· Two Global Project Technical Consultants, with a history of personal commitments to the health care waste management approaches demonstrated by this Project, who have substantial experience in working with health care facilities in a developing country context:

1) One of the Technical Consultants will possess strong scientific & technical expertise and experience in evaluating Project-relevant technologies, and in calculating or estimating dioxin, mercury and other toxic releases from health care facilities;

2) The other Technical Consultant will have demonstrated experience and expertise in relevant hospital waste management approaches, including experience in the design and implementation of sustainable, relevant, hospital-specific waste minimization and management programs; and also in the establishment of Project-relevant training programs that can become self-sustaining.

66. The Coordinator, the two Advisors and the two Global Project Technical Consultants will work together as a core Global Project Team during the preparation phase. This core Global Project Team will have joint responsibility to assure that Project preparations are completed successfully in a minimum amount of time; that preparations provide the basis for delivery of a GEF Executive Summary and UNDP Project Document; and that following approval of the Project Document, the full Project will be well positioned for rapid inception, and for a very successful implementation. 

67. In each participating country, PDF B work will be conducted under the guidance of a National Project Steering Committee (NPSC) with help and assistance from a National Advisory Committee (NAC) and, as needed, a National Project Consultant.

68. The exact composition of the NPSC and the NAC will vary from country to country depending on custom, practice and/or law. In general, the NPSC will be a policy body that will include higher-level, government officials with overall responsibility for the areas in which the Project will carry out activities. Typically, the NPSC will include a designated senior representative from the Health and/or Environment Ministry, from the Ministry in which the GEF Operational Focal Point is located, and from the authority responsible for Stockholm Convention NIP preparations. The NPSC will also include representation from the national health care sector, the country WHO and UNDP offices, as well as one or more appropriate representative from among national NGOs with demonstrated concern and activity in matters associated with health care waste management.

69. In general, the NAC will advise the NPSC, and will be composed of individuals from appropriate ministries, agencies and stakeholder groups who have a more day-to-day involvement in the practical implementation of health care waste practice, in the Project, who have more direct interest and concerns associated with practical matters of Project implementation and execution.

70. The formation of the NPSC and the NAC in all participating countries will be accomplished with coordination, facilitation and technical support from members of the core Global Project Team.

71. National Project Consultants, as needed, will be recruited by UNOPS with advice and input from the NPSC, the NAC and the core Global Project Team.

More Information on NGO Participants

72. The focus on reducing and where possible eliminating the sources of mercury and dioxin releases from health care is the central theme of an international NGO campaign network, Health Care Without Harm,
 begun in 1996. HCWH is a not-for-profit, nongovernmental organizational network, with headquarters in the United States, and with charitable status in the United States. HCWH funds have come primarily from charitable foundations based in the United States and in the United Kingdom. HCWH is comprised of 431 organizations in 52 countries working to bring attention to these issues and to develop and make available an effective set of practical solutions. HCWH has regional offices in North America, Asia and Europe. 
73. For years HCWH has provided training and expertise on health care waste management in the majority of countries of this Project. In Argentina, HCWH has provided training to numerous organizations including the Argentina Association of Doctors for the Environment, CEMIC Institute (Universit Institute and Hospital), and the Secretary of Public Health for the municipality of the city of Rosario. In India, HCWH has held trainings for the Indian Medical Association, Nursing Home Board, Practitioners Association, Association of Surgeons of India, Bombay Municipal Corporation, and Mumbai Pollution Control Board among others. In the Philippines, HCWH has provided expertise to the Philippine Hospital Association (National Capital Region), the Philippine Department of Health, the Technical Working Group on Hospital Waste (Metro Manila), the Environmental Management Bureau-Department of Environment and Natural Resources (EMB-DENR), the Philippine Private Hospital Associations, and the Episcopal Commission on Health-Catholic Bishops Conference of the Philippines. HCWH also provided input and technical recommendations on the Department of Health’s Manual on Management of Hospital Waste in the Philippines. Currently, HCWH in a collaborating effort with Philippine’s DOH is documenting a national measles campaign in 20 communities. The campaign will administer vaccines to approximately 18 million children in February 2004. 

74. Country-based NGO groups and experts that are associated with HCWH will play important roles in the Project as national stakeholder groups, and also as source of experienced, effective and affordable national experts. In India, the HCWH-affiliated NGO, Srishti, works with hospitals and government agencies on health care waste management programs and projects and has been a key contributor to the current medical waste laws for India. The major HCWH-affiliated NGO in Argentina is the Asociación Argentina de Médicos por el Medio Ambiente, AAMMA.

75. Additional national and local stakeholder groups will be identified during the PDF B phase of the Project. These may include national public health associations (with assistance of the World Federation of Public Health Associations), as well as national and local health and environmental advocacy groups, community-based organizations, hospital associations, trade unions, professional associations, and others.

XII. Monitoring and Evaluation
76. The Project will be monitored and evaluated in accordance with relevant UNDP and GEF procedures. The UNDP, WHO and the Global Project Steering Committee will continuously review the progress achieved against the work plan, strict timeline and outputs set forth for the PDF B. Specifically, project management will submit bi-monthly progress reports on the status of the substantive and financial implementation of the PDF B to the UNDP based on the work plan. A detailed M&E Plan and Public Participation Plan will be prepared as part of the full Project submission. 

XIII. Project Financing 
77. The PDF B Request is approximately for US$ 700,000 out of an estimated total Project cost of US$7.5 million. The grant requested includes an allocation of 8% for Executing Agency (UNOPS) support costs. The GEF contribution was calculated in order to successfully complete a Project Document and GEF Executive Summary detailing all Project components, activities and related outputs and outcomes in seven countries and internationally, and to permit responses to GEF Council comments preparatory to receiving GEF CEO endorsement. 

78. At the national level, both preparation and implementation of the Project will include substantial commitments of time and resources on the part of participating hospitals, health clinics and other health care institutions where model techniques and practices will be implemented and demonstrated. Government experts and regulatory agency staff will also need to contribute substantial time and effort to Project implementation. 

79. The direct value of national and other donor cash and in-kind contribution to the full project is estimated at US$7.5 million and will be further refined and confirmed during the PDF B. In addition to the national costs mentioned, this sum includes salaries of the National Project Steering Committee, National Advisory Committee and national Project expert consultants, as well as the cost of national facilities and offices provided, organization of meetings, communication, etc. 

80. The in-kind contribution from the Principal Cooperating Agency, Health Care Without Harm (HCWH), so far, has been USD $85,000. HCWH has provided substantial co-finance to the preparation of the Project. HCWH-associated staff and consultants drafted and revised the original PDF A Project proposal; the GEF-approved Project Concept Document; and also this present PDF B proposal. HCWH took lead responsibility for organizing the PDF A-supported Project planning meeting in New Delhi, including preparing the agenda, the meeting documents, the meeting report, and the maintenance of communications with meeting participants, including correspondence with them and collecting and compiling their inputs. HCWH has organized project planning teleconferences in which UNDP and WHO staff have provided it with the inputs and guidance needed to enable it to carry out the above described activities. HCWH paid travel and per diem costs for six of the participants in the New Delhi meeting: two (US-based) members of the core HCWH team that prepared the meeting, its agenda, and its report; one (US-based) medical expert who acts as contact point between the Project and the World Federation of Public Health Associations (WFPHA); three country-based NGO experts (from Poland, Argentina and the Philippines) who provided the meeting with important, on-the-ground experiences and perspectives. The country-based expert from Poland can provide technical expertise to Latvia.

81. During the PDF A-supported Project meeting, WHO provided in-kind contribution by managing the finances and logistics of the meeting from the WHO Headquarters office. WHO-SEA (Promotion of Chemical Safety) provided on the ground planning and logical support in New Delhi for the PDF A meeting. Further, both WHO-SEA and WHO-India were present at and contributed at the PDF A meeting. WHO has been integrally involved in the planning and the development of the PDF B Project Document and Budget. During the PDF B, WHO regional offices will provide logistical support for national missions and international meetings, contribute towards the PDF B Project objectives and activities where necessary, and collaborate with other key stakeholders toward these goals. 

82. HCWH will continue to provide in-kind support during project implementation valued approximately at USD $60,000 during implementation of the PDF B; and an additional USD $75,000 during full Project implementation. These funds will reflect staff time, relevant travel, and related expenses of HCWH headquarters and/or regional staff; and staff of HCWH participating organizations from countries other than those participating in the Project. 

83. UNDP will provide in-kind support through a number of mechanisms, including: policy and technical backstopping to all stages of the project preparation process; participation in project steering committee and selected technical meetings; facilitation of linkages with active/ongoing UNDP and other IA/EA POPs Enabling Activities; ensuring that the project complies with all GEF and UNDP policies and procedures; and oversight of final preparation and submission of required and optional documentation to GEF Council.
84. During Project preparation, time and budget will be allotted for resource mobilization activities including visits to potential donors and funding agencies: governmental, intergovernmental and private.

PDF B Output-based total budget:
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Total PDF B Budget
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total Cost

WHO
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In-kind Total
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Country Non-government

Argentina Government

India Government

Lebanon Government

Philippines Government

Poland Government

Senegal Government Vietnam Government

WHO HQ and Regional 

UNDP Regional

Activity 1        75,400                 -             4,500 

4.5

Activity 2        67,000           4,000           1,500 

5.5

Activity 3      103,000           5,000         15,000 

6

Activity 4        45,000         10,000           6,000 

8

Activity 5        22,700                 -             3,000 

1.5        

Activity 6      108,000           1,000         20,000 

5.5

Activity 7        33,000                 -           14,000 

3.75

Activity Subtotal      538,100         20,000         64,000 

35          670,000                     60,000          145,000        50,000        50,000        50,000       50,000       50,000       50,000       50,000       60,000         55,000        

Project Manager*        50,000 

7.5

WHO Senior Project Advisor**        30,000 

HCWH Senior Project Advisor**        30,000 

Project Total      648,100         64,000 

42.25 670,000                     60,000          145,000        50,000        50,000        50,000       50,000       50,000       50,000       50,000       60,000         55,000        

EA (UNOPS) Support Costs (8% of GEF)        51,848 

TOTALS    699,948       20,000       64,000 

42.25 670,000               60,000      145,000    50,000     50,000    50,000    50,000    50,000    50,000    50,000    60,000     55,000    

In-kind Contribution


	
	*Assuming that Project Coordinator will work 50% for the 15-month PDF B period. 

	
	**Assuming that both HCWH and WHO Senior Advisors will contribute 20% of their time to this Project for the 15 months period. 


PDF B Work plan: (Over 15 Months)

	Outputs
	1
	2
	3
	4
	5
	6
	7
	8
	9
	10
	11
	12
	13
	14
	15

	Draft planning guideline papers to be completed prior to the Global Project Preparation Inception Meeting
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	A Global Preparation Inception Meeting/Project Steering Committee Meeting
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Finalized planning guidelines papers
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Initial Project missions in participating countries
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Establish a centralized information office 
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Identify national Project Stakeholders
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Identify and utilize national Project expert consultants
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Carry out an initial survey/review of national policies, laws, regulations, and practices related to health care waste management
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Review existing surveys/research on the nationwide state of health care waste management
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Establish baseline data on mercury and dioxin release
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Identify model urban and rural health facilities to participate in the Project
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Model hospitals sign MOUs 
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Select technologies to be purchased for participating health centers 
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Develop plans and for an ongoing national/regional training program and certification programs
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Monitoring and evaluation plan for Full Project
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Follow-up Country Missions
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Committed co-finance
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Fully-costed Project Document and Executive Summary
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Submission of the Prodoc and ES (UNDP, STAP, countries and other IAs)
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Consultation of Project Document
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Preparation of Project Document
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Circulation of PD and ES to the Council
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	GEF Council meeting 
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Completion of Final Project Document addressing Council comments
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Circulation of final project document for CEO endorsement
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Annex 1

Minutes of Workshop/Meeting Sponsored by the World Health Organization to assist in the Preparation of the proposed GEF-Funded Project initially Titled; 

Demonstrating and Promoting Best Practices in Reducing Medical Waste to Avoid Environmental Releases of Dioxins and Mercury from Health Care Practice
The workshop took place at the Imperial Hotel, New Delhi, India, on February 18th and 19th 2003. Following the workshop, participants toured St. Stephen’s Hospital in New Delhi and discussed its health care waste management systems with hospital representatives. Many participants also attended an optional Seminar on Health care Waste Management on February 20th also held at the Imperial Hotel.

The sponsor of the workshop was the Word Health Organization (WHO) Geneva-based office of Water, Sanitation and Health. Funds for the workshop were provided from the United Nations Development Program (UNDP) New York-based Global Environment Facility (GEF) office under a PDF-A grant. Co-finance and technical assistance in organizing the workshop was provided by the global NGO coalition, HealthCare Without Harm (HCWH).

Background

The starting point for the meeting was a UNDP Project Document based on an approved PDF-A Proposal to the Global Environment Facility (GEF) for a project titled: “Demonstrating and Promoting Best Practices in Reducing Medical Waste to Avoid Environmental Releases of Dioxins and Mercury from Health Care Practice.” 

As stated in the Project Document, the Executing Agency for this proposed project is WHO in partnership with HCWH. Seven countries are identified in the Project Document as providing sites where the proposed project will be implemented. They are: Argentina, India, Lebanon, Philippines, Poland, Senegal and Vietnam. The governments of each of these seven countries approved the original PDF-A project proposal in advance of the meeting with an endorsement by the country’s GEF national operational focal point.

According to the UNDP Project Document: “Based on the outputs of this meeting, a Concept Paper and a PDF-B Project Proposal for submission to the GEF will be prepared.”

Meeting Participants

All seven governments listed above selected experts to attend the meeting. Six of the government-selected healthcare waste-management experts attended. They represented Argentina, India, Lebanon, Philippines, Poland and Senegal. The selected expert from Vietnam was not able to attend at the last minute, but sent regrets and expressed continued interest in the Project. 

The WHO Water, Sanitation and Health and the UNDP GEF offices participated in the meeting, as did the WHO India office. National NGO experts – affiliated to the coalition HCWH – attended from four of the participating countries, as did international representatives of HCWH. One expert attended from an academic institution in the United States designated as a WHO Collaborating Center. Finally, two international health care waste experts and consultants attended to serve as a meeting resource at the joint invitation of WHO and HCWH.

A full list of the meeting participants is included in Annex 1. 

Meeting Documents

Three documents were considered at the meeting:

1) The endorsed and approved UNDP Project Document, including the approved GEF PDF A Proposal: Demonstrating and Promoting Best Practices in Reducing Medical Waste to Avoid Environmental Releases of Dioxins and Mercury from Health Care Practice.

2)  A draft Project Concept Paper (including a Note: Corrections to the Draft Concept Paper), which follows the format for Concept Paper submissions to the GEF (This draft covers many but not all the items that will need to be addressed in the submission.) 

3) A discussion paper titled: Working Towards the Pdf-B Outcomes and Activities

Welcome and Introduction

Mr. Richard Carr of WHO (Water, Sanitation, and Health-Geneva) welcomed the participants. Mr. Carr expressed WHO’s support for this project. He emphasized the importance of public health aspects of health care waste management, including infection control, preventing the spread of HIV and other diseases due to improperly discarded needles, effects on maternal and child care, and general environmental health.

Mr. Alexander Hildebrand, WHO (Promotion of Chemical Safety-India), also welcomed the participants. He explained that health care waste was a concern of WHO under both “Water, Sanitation and Health” program and also under “Promotion of Chemical Safety.”

All meeting participants then introduced themselves and described their involvement in health care waste management and their interest in this project. 

Presentation on the GEF 

Mr. Andrew Hudson of the UNDP GEF Office provided an overview of the Global Environment Facility (GEF), its history, focal areas, governance structure, operational procedures, and project cycle. He discussed the necessary steps to be taken in order for this project to become “fully eligible.” 

GEF Operational Programmes (OPs) relevant to this project are OP 14 on persistent organic pollutants (POPs) with linkages to OP 10 on global contaminants. Dioxins are POPs; OP 14 covers dioxin-related aspects of the project. Mercury is a persistent toxic substance (PTS); OP 10 covers mercury-related aspects of the project. 

Mr. Hudson’s presentation accompanies these minutes as a PowerPoint file, named Annex 2a. A GEF Glossary of Terms presented by Mr. Hudson is in Annex 2b. 
Presentation on the Overall Project Concept and Objective

Mr. Jack Weinberg representing HCWH introduced HCWH and gave a brief introduction to POPs and PTSs. 

It was explained how the original project concept was developed in discussions between HCWH, WHO and UNDP. This then led to the preparation of the GEF PDF-A proposal, PDF A endorsements from country GEF operational focal points of seven governments, a final approved UNDP Project Document, and the present meeting.

The objectives of the present meeting are to obtain additional input and information from government experts and stakeholders as a further step in Project development, and to help secure additional country buy-in and support for the project. Then, based on the information and input received, a GEF Concept Paper will be prepared and submitted to the GEF for approval.

Following approval of the GEF Concept Paper, a PDF-B proposal will be submitted to the GEF to secure funds for further Project development. It was suggested that likely PDF-B funding request will be in the range of between $600,000 and $700,000 USD; and that the subsequent funding request for the full Project likely would be in the range of between $6 and $8 million USD. The actual amount of the requests, however, will only be determined as preparatory work is complete.

Presentations by Government Experts

The six attending government representatives next presented country-specific information covering: 

· The status of country Stockholm Convention implementation preparations; 

· National laws, regulations and guidelines relating to medical waste management; 

· Division of responsibility between various national, regional and local authorities in addressing medical waste management, as well as roles of private entities and other parties;

· Basic information on the country health care system;

· An overview of present practices in healthcare waste management, including an initial general evaluation;

· An overview on the use of incineration as waste treatment for medical and solid waste within the country;

· A review of programs or policies to prevent mercury releases from healthcare institutions.

Presentations of Government experts are attached as annexes or accompany these minutes as PowerPoint files. 

Argentina: Dr. Ernesto de Titto, Director of Health Promotion of the Ministry of Health, described, among others, his country’s governance structure and its history, relevant laws, information on health facilities, data on waste generation based on isolated studies, and information on incineration. (See accompanying PowerPoint file, Annex 3)

India: Mr. Lalit Kapur, Senior Environmental Engineer with the Central Pollution Control Board, described the impact of a Supreme Court decision, the recent Bio-Medical Waste Management Rule, the prescribed authorities, waste generation data from a selected area, and information on incineration. (See accompanying PowerPoint file, Annex 4)
Lebanon: Mr. Mohamed Ali Hamandi, Deputy Hospital Director and Nursing Director of Makassed General Hospital, explained that 90% of hospital beds in his country are with the private sector. He presented data on the health system, health expenditures, reforms, waste treatment methods, a recent decree, and private initiatives. (See accompanying PowerPoint file, Annex 5)

Philippines: A country of about 80 million and 7,000 islands, the Philippines is located in Southeast Asia. Dr. Antonio Lopez, Undersecretary of Health of the Department of Health, described relevant laws, regulatory authorities, basic information on the health care system, and the ban on incineration, among others. (See accompanying PowerPoint file, Annex 6)
Poland: Dr. Krzysztof Kanclerski of the National Institute of Hygiene described the relevant Act and Decree, governmental responsibility, data on the health system, and information on health care waste incineration and other permitted treatment technologies. (See accompanying PowerPoint file, Annex 7)

Senegal: Dr. Ibrahima Sow, Director de Environment, with additional information from Dr. Abodoulaye Ly (Division de Lutte Contre la SIDA), presented data on hospitals and health centers, various decrees and strategy documents, division of responsibilities, estimates of waste generation from surveys, and information on incineration and other methods. (See Annex 8 in both French and in English translation.)

Vietnam: A written presentation was submitted even though Vietnam did not attend the meeting. (See Annex 9)

Presentations by Country-Based NGO Experts Affiliated with HCWH

NGO representatives provided supplementary data as well as information on NGO initiatives related to health care waste management.

Dr. Lilian Corra of the Argentina Association of Doctors for the Environment, Mr. Ravi Agarwal, Coordinator of Srishti/Toxics Link in New Delhi, and Mr. Pawel Gluszynski of Waste Prevention Association of Poland summarized their experience in building effective partnerships between the health sector, NGOs and government agencies to achieve environmental and public health goals. 

(See accompanying PowerPoint file Annex 10 for the presentation by Srishti/Toxics Link; see accompanying PowerPoint file Annex 11 for the presentation of Waste Prevention Association of Poland; see www.aamma.org for a presentation of the work of the Argentinean Association of Doctors for the Environment.) 

Presentation and Discussion of Draft Concept Document Sections 1 to 9

Dr. Jorge Emmanuel, international consultant to the Project, led a discussion of the proposed Draft Concept Document with attention to Sections 1 through 9.

(See accompanying PowerPoint file Annex 12; see also documents: “Project Concept Paper” and “Note: Corrections to the Draft Concept Paper” which were distributed at the meeting.)

1 Project Name

Suggestions were made to incorporate “public health” in the name of the project and in the draft Concept Paper to expand on the public health benefits on the project. Mr. Carr suggested: “Managing Health Care Waste to Better Protect Public Health and Prevent Environmental Releases of Dioxins and Mercury.”

This suggestion was agreed.

Further, a short secondary name is needed for informal reference. 

2 Proposed GEF Implementation Agency

No suggested changes.

3 Countries in which the project is being implemented

No suggested changes.

4 Country Eligibility

A concern was raised regarding the eligibility of Poland in this project. In May of 2004, Poland is expected to become a member of the European Union (EU). 

UNDP expressed optimism that the mentioned challenge would not be an obstacle. He suggested that Poland might qualify for grandfathering if the project was underway at the time of its incorporation in the EU.

There was general agreement that this concern increases the urgency for rapid Project preparation, an early submission of the Project Brief, and every effort to begin full Project implementation as soon as possible. 

5 GEF Focal Area(s): OP 14 and OP 10

No suggested changes.

6 Operational programs/Short-term measure

No suggested changes.
7 Project linkage to national priorities, action plans and programs

UNDP suggested that the final concept paper should include an Annex (two pages per country) that summarizes for each programs, policy reforms, existing NGOs, and government funded activities. HCWH pointed out that further input from country participants will be needed in completing the aforementioned Annex.

During his presentation, Dr. Emmanuel made an initial attempt at incorporating information from the country presentations according to the following topics:

· status of Stockholm Convention preparations, 

· laws, regulations, guidelines on health care waste management, 

· division of responsibilities regarding health care waste management, 

· basic information on health care systems, 

· overview of use of health care waste incinerators and

· programs dealing with mercury from health care practices.

The mentioned information was presented to participants for review. The revised information is summarized in Table 1 provided at the end of the document. The information gathered was not meant to be comprehensive. It provides a starting point for later work. 

Discussion of Project rationale and objectives

The discussion examined the ways in which the current baseline situation was presented, what the likely outcome would be if no action, such as is proposed in the GEF project, were taken, and the array of incidental benefits that might accrue as a result of the project in addition to meeting the central goals. 

It was noted that there is a core set of objectives to be implemented under the project in keeping with GEF guidelines. While these core objectives must remain primary in the implementation of the project, care should be taken to note and enhance numerous incidental benefits, including especially, those that enhance both quality and safety associated with health care practice.

These incidental benefits are important both to the WHO, which requires that in all of its activities, a strong correlation must be made between action and health benefits. These incidental benefits will also be important as a means of creating the project buy-in on the part of health care professionals in the participating countries. Illustrating the relationship between core project benefits and incidental benefits to healthcare practice will be an ongoing task of the project. 

It was suggested that consistent language should be used in all aspects of this project. According to WHO terminology, the proper term to be used is “health care waste” instead of “medical waste.” The term “health care institutions” should be changed to “health care activities,” and this should be understood to include more than hospitals and clinics, but should include all public health activities.

The section currently entitled “threats” should be reformulated as “risks.” 

Presentation and Discussion of Draft Activities and Outcome

Dr. Glenn McRae, international consultant to the Project, led a discussion of the proposed Draft Outcomes and Activities document. The topic under discussion included both the subject of activities and outcomes as presented in the Draft Concept Document (sections 10 and 11), and also the more specific questions of activities and outcomes during project preparatory work to be funded under a requested PDF A grant from the GEF.

(See accompanying PowerPoint file Annex 13 for Dr. McRae’s presentation)

UNDP suggested that the Concept Document should start with a full section outlining the background and context of the current situation, detailing the issues with mercury and dioxin. Section two should provide a broad description of the baseline – current practices and situations with an indication of how the situation will evolve in the absence of a GEF funding project. Section three should provide the alternative scenario that is proposed by the project and indicate the impacts that the GEF funded initiative will have on the baseline. 

It was agreed that health care centers (including veterinary, laboratory, and dentistry) as well as hospitals will compose the focal point of this project.

Side benefits should be emphasized. Worker health and safety and environmental benefits are not mutually exclusive. Although worker health and safety and environmental benefits can go hand in hand, this is not always the case. Attention must be paid to each set of actions. 

An economic analysis of the current and proposed situations is crucial. The project should be able to indicate that though there are upfront costs to implementing the proposed changes, the health sector will experience lower costs in the long run. Somehow we need to be able to document savings through improving public health.

UNDP discussed resource mobilization with regards to co-financing. Countries can examine the other projects that are currently underway or in the pipeline (e.g., World Bank health sector projects, etc.). All activities that occur over the entire project cycle (e.g. pdf-a through end of full project) and directly support overall project objectives can be considered eligible as co-funding (cash or in-kind); countries should strive to track such co-financing at an early stage and bear in mind that letters of commitment to all co-finance will be required from all governments and other entities as a condition of final project appraisal (e.g. the phase following GEF Council approval for financing during which the final UNDP project document is prepared). In total, the project must deliver co-financing level at least equivalent to the GEF grant request (e.g. 1:1 or greater). UNDP also suggested the need for a global steering committee during the pdf-b and full project; the highest person responsible for health care waste management in each country should be part of the steering committee, in addition to representatives from UNDP, WHO and HCWH. In the next phase of project development, co-finance opportunities need to be documented. 

Although renewal of country endorsements will not be needed prior to submission to the GEF of the Project Concept Paper and the PDF-B Project Proposal, each participating country will be expected to sign the UNDP pdf-b Project Document before any PDF B funds can be spent on project preparatory activities in that country; this document represents the legal agreement between UNDP and the recipient countries.

General Discussion Points

Guidelines for best facilities within a country will need to be created. 

According to WHO, rapid assessment tools and international guidelines already exist. 

Trainings at public health and medical schools should be planned. Best techniques and practices should including trainings and managements. 

Progress indicators and monitoring tools (both specific and general) should be developed. Further, risks of each activity needed to be indicated.

It is important to recognize work already underway in hospitals. Criteria for model hospitals should be spelled out further. Institutional training is critical. 

A strong link needs to be made between the Project and the Stockholm Convention, and with the development of Convention National Implementation Plans.

Before Project initiation, each country will need to enter into an MOU with any facility that will play a role in full Project implementation.

Further discussion is needed on the final Project name, and also on a short name.

Clarification was requested on the role of Pan American Health Organization (PAHO) in the project, especially as it applies to Argentina. It was indicated that WHO works with and through the PAHO regional office to assure common understanding. WHO has the duty to inform regional organizations and solicit their cooperation, but regional organizations need to neither initiate or to execute a project. 

It was mentioned that Poland does not have a UNDP office. Identifying a focal point for the project in Poland will be reviewed.

The role of Health Care Without Harm (HCWH) was discussed and clarified. WHO is the project leader. HCWH is a supporting agency and will continue to act in this role.

Standard International units should be used in the next draft of the document. 

Sample documents on benefit of this project for hospitals would assist in finding partners for co-financing. 

Hospitals and medical groups criteria should be included in the report.

Funding for translation should be provided. 

It was noted that the Great Lake Center for Occupational and Environmental Safety and Health, an US-based academic institution that is a Collaborating Center of WHO, desires to collaborate on this project.

A Project database of information on dioxin and mercury releases should be developed with more information from participating countries.

More information is needed on waste composition. Tools that assure uniformity need to be created.

Conclusion

Meeting adjourned with all participants agreeing that the meeting documents were well prepared and that the draft section of the concept paper closely followed the presentation of the PDF-A. 

The finalized version of the Concept Paper will have more emphasis on public health. All agreed that the meeting was a success and everyone’s concerns and comments were discussed and addressed.

TABLE ONE (Based on presentations: participants should review and submit corrections and/or 

additions.)

	Table 1: National Policies, Priorities, Action Plans and Programs

	Status of Stockholm Convention preparations

	Argentina
	-Ratification to ban 11 POPs is in process in the congress. NIP submitted to UNEP. 

	India
	-In process of developing NIP and obtaining GEF funding

	Lebanon
	-Ratified in January 2003

-Process of recruiting program manager for Enabling Activities

	Philippines
	-First Senate hearing on ratification on January 18, 2003; nine of the initial twelve list of POPs are already banned; chemical order on PCBs is finalized and waiting approval

	Poland
	-Preparing NIP, expect completion by end of 2003

-Expected ratification in 2004

	Senegal
	-Process of ratification

-Project document for NIP has been prepared. Awaiting GEF funding

	Vietnam
	-In process of developing and implementing NIP and obtaining GEF funding

	Laws, regulations, guidelines on health care waste management

	Argentina
	-National law (not mandatory) establishes minimal parameters. Sanitary waste is included in the law regulating dangerous waste. This aspect is regulated by the ministry of health and was put into place in 1994. An updated rule is to be approved now. 

-12 of 24 have provincial regulations

-Some local regulations in addition to provincial regulations

-Deals with sanitary waste including waste from veterinary facilities, dental practice, biomedical industry and laboratories

	India
	-Bio-medical Waste Management & Handling Rules in 1998—compliance by December 31, 2002 or earlier

	Lebanon
	-Decree No. 8006 on Health Care Waste (June 2002)

-Hospital accreditation system focusing on quality management system, affects health care waste management as well as occupational health and safety

	Philippines
	-PD 1152 includes guidelines on waste management; Republic Act (RA) 6969 regulating toxic substances, hazardous and nuclear waste; RA 9003 on solid waste management; RA 8749 of (Clean Air Act) bans incineration; PD 856 on sanitation code

-DOH Circular 152-C: guidelines for segregation, treatment, collection and disposal; RA 4226 mandating -DOH to provide guidelines and technical standards for health care facilities

	Poland
	-Waste Management Act(April 2001) on waste management 

-Decree of Ministry of Environment—Group 18 on medical and veterinary waste, EU Waste Catalogue

-Decree of Ministry of Health (2002) on: acceptable method of medical and veterinary waste treatment, waste that its recovery is forbidden; waste clarification and segregation (in preparation)

	Senegal
	-Decree 74 (1974) regulates collection and transportation of domestic waste

-Law 72-52 (1972) is on domestic waste taxes

-Law 83-71 (1983) is on hygiene code

-Decree 96-07 (1996) is on the transfer of competencies to local communities

-Decree 2000-01 (2001) contains environmental codes

-Strategic documents: national action place for environment, national action plan for the management of health care waste, and national action plan (2003-2007) on injection safety and waste management. 

-Note: detailed regulatory standards are still needed

	Vietnam
	-Decision No. 152/1999/QD-TTg of the Premier dated (1999) on approval of solid waste management strategy in urban areas and industrial zones

-Decision No. 155/1999/QD-TTg (1999) on medical waste management

-Regulation No. 2575/1999/QD/BYT (1999) by the Ministry of Health on medical waste management

-TCVN 6560:1999 on Air quality-Emission standards for health care solid waste incinerators- Permissible limits in 1999 by the Ministry of Science, Technology and Environment

-Technical Document No. 62/2001/QD-BKHCNMT (2001) on medical waste incinerators (MWI) by the Ministry of Science, Technology and Environment

	Division of responsibilities regarding health care waste management

	Argentina
	-Three levels – national (Ministry of Health), 24 provincial governments, local authorities. In most cases the responsibility falls under health authorities. In some provinces and municipalities, health and environment departments share offices. 

	India
	-Each facility required to obtain authorization from and submit annual report to prescribed authority (State pollution control committees)

-Central PCB compiles reports and sends to MOEF

	Lebanon
	-Stakeholders: MOH, MOE, Council of Development and Reconstruction, WHO/UNDP, Greenpeace, Syndicate of Private Hospitals; municipalities under Ministry of Interior

	Philippines
	-Metro Manila Development Authority (for 17 cities of Metro Manila); Department of Environment and Natural Resources deals with environmental compliance in disposal and treatment; DOH regulates and provides guidelines and technical standards in waste management in health care facilities

-Each Local Government Unit is autonomous on sanitary code

-Technical working group of DOH on health care waste management

	Poland
	-Ministry of Environment; two years ago Ministry of Health now responsible; facilities required to obtain special permit

-EIA is required for each treatment facility

	Senegal
	-Stakeholders: Ministry of Environment, PRODAK, Ministry of Health, Ministry of Interior, local communities, sub-regional areas, private sector, small units, NGOs, AGETIP

-Ministry of Environment is focal point of key conventions

	Vietnam
	-Stakeholders: Ministry of Health (MOH), Ministry of Science, Technology and Environment (MOSTE), Ministry of Construction, Ministry of Labor, Invalids and Social Affairs (MOLISA), provincial authorities, NGOs

- Medical waste is supervised by MOH and managed by MOSTE

	Basic information on health care system

	Argentina
	-Data exists on all sanitary facilities; characteristics, type, and disposal of waste; estimated volumes and waste composition (isolated studies); review of chemicals (prohibited and/or restricted)

	India
	-Data from Kanpur, Bhopal show range of 0.1 to 0.6 kg/bed/day

	Lebanon
	-Private sector dominates health care system

-817 beds in public sector, 8754 beds in private sector

-Advanced technology

-Data on activities per year and number of facilities

-1997 survey of hospitals and training

-Private efforts seeking non-incineration option

-Environmental auditing manual includes best practices

	Philippines
	-16 regions (Region 4, 3 NCR): nationwide 2068 hospitals, 94,000 beds; National Capital Region is major source of health care waste

-28,200 kg/day of health care waste generated

-71 national hospitals

	Poland
	-Data on treatment facilities- mostly incineration (less than 480) and detailed data from 280 hospitals on waste segregation, disposal, and associated costs

-2001 data: 752 hospitals, 191,290 beds

-Data on breakdown of hospitals, activities, estimated waste generation data

	Senegal
	-21 national hospitals, 55 medical centers, 800 primary health care centers, 614 rural maternities, 306 pharmacies, 414 private clinics 

-1995 survey updated in 2002: has data on estimated waste generation including breakdown

	Vietnam
	-31 hospitals under the supervision of Department of Health, 864 under the management of local, city, or provincial authorities, and 75 hospitals under the management of other sectors and ministries

-On average, 20 patient-beds exists per 10,000 inhabitants

-Survey of the status of solid medical wastes management in 294 hospitals with the aim to make a comprehensive evaluation of the issues related to solid medical wastes in Vietnam

	Overview of use of MWIs

	Argentina
	-Waste disposal – incineration only in some places-difficulties in testing and control of dioxins; prohibited in the city of Buenos Aires; ministerial regulations define technologies that can be used

	India
	-Incinerators recommended only for common centralized facilities; incinerators at individual facilities discouraged

-Problem of monitoring dioxins; no chlorinated plastics can be burned

	Lebanon
	-19% of facilities use incineration

	Philippines
	-Austrian incinerators brought in but found problematic; grace period of incinerator ban ends in July 2003; many government hospitals have incinerators; current autoclave and microwave units insufficient for current generation

	Poland
	-Until now 95% of health care waste had been burned in uncontrolled incinerators but now pollution control required; most incinerators cannot meet 0.1 ng TEQ/m3 limit

-23 new MWIs but expensive to use

-Autoclaving, heat disinfection, microwaving now permissible

-Regional waste management programme under preparation with centralized non-incineration technology (in one of 16 regions)

	Senegal
	-Incinerators are used in regional hospitals but most are not functional

-Some hospitals and medical centers use uncontrolled burners or locally made incinerators, others dump their waste

	Vietnam
	-61 incinerators installed and managed by the provincial people's committees or the Ministry of Health

-Total medical waste treatment capacity has reached 30 tons per day

-Incinerators do not comply with the regulations on environmental protections specified by the Ministry of Science, Technology and Environment. Ministry of Science and Technology has no dioxin and furan concentration measuring devices

	Programs dealing with mercury from health care practice

	Argentina
	-No programs on mercury

	India
	-No programs on mercury

	Lebanon
	-Not mentioned specifically in decree but selection of less hazardous products is recommended

	Philippines
	-Philippine Medical Waste Management Manual has guidelines on mercury management

	Poland
	-No specific program, but mercury falls under special (hazardous) waste; collection of mercury lamps and recycling

	Senegal
	-No program on mercury

	Vietnam
	-No program on mercury


Meeting Attendance List

Government Nominated Experts

Argentina

De titto, Ernesto (Dr.)

Director of Health Promotion

Ministry of Health

1332 Av. 9 de Julio 1925 

Buenos Aires, Argentina

54 11 43 79 9060

54 11 43 79 9134

dipromo@msal.gov.ar

India

Kapur, Lalit (Mr.)

Senior Environmental Engineer

Central Pollution Control Board

East Arjin Nagar

Delhi, 110032, India

91 11 22 301 995 t

lmmm@bol.net.in
Lebanon

Hamandi, Mohamed Ali (Mr.)

Makassed General Hospital

PO BOX 11-6301 Road Solh

Beirut, Lebanon

961 1655465 t

961 1646 589 f

mhamandi@hotmail.com

Philippines

Lopez, Antonio (Dr.)

Department of Health

Undersecretary of Health

San Lazaro Compound, Sta. Cruz

Manila, Philippines

63-2-781 43 53

useclopez@yahoo.com
Poland

Kanclerski, Krzysztof (Dr.)

National Institute of Hygiene

24 Chocimska Str

00-791 Warsaw, Poland

48 22 542 19 21 t

48 22 646 44 95 t/f

kkanclerski@pzh.gov.pl
k.kanclerski@acn.waw.pl

Senegal

Ly, Abodoulaye (Dr.)

Division de Lutte Contre le SIDA/IST

IHS/Polyclinique

28571 Medina-Dakar Senegal

221 822 9045 t

221 822 1507 f

lysabdoulaye@yahoo.fr
lysabdoulaye@sentoo.sn

Sow, Ibrahima (Mr.)

Director de Environment

106 Rue Carnot BP 6557

Dakar, Senegal

221 823 8047

ibrah.sow@sentoo.sn

WHO

Carr, Richard (Mr.)

WSH/PHE/SDE

20 Avenue Appia

CH-1211 Geneva 27

Switzerland

41 22 791 3518 t

41 22 791 4159 f

carrr@who.int

Hilderbrand, Alexander Von (Mr.)

Regional Advisor- 

Promotion of Chemical Safety

WHO

Indraprastha Estate, Ring Road

New Delhi, India 110002, India

91 11 2337 0804

hilderbranda@whosea.org

Pal, R.K. (Dr.)

WHO

National Professional Officer, Hepatitis B

534 A Wing, Nirman, Bhawan,

Maulana Azad Road

New Delhi, India 110011

91 11 2301 8955 t

91 11 2301 2450 t/f

palrk@whoindia.org
Sareen, Madhu (Ms.)

IP Estate, New Delhi

91 11 2337 0804

sareenm@whosea.org

Sengupta, A. K. (Mr.)

National Professional Office (SDE)

WR India Office

WHO Nirman Bhawan

Maulana Azad Road

New Delhi, India 110011

WHO Collaborating Center

Orris, Peter (Dr.)

Great Lakes Centers for Occupational and Environmental Safety and Health

University of Illinois School of Public Health

1900 W. Polk Street, Room 500

Chicago, IL 60612 USA

1-312-633-5310 t

1-312-633-6442 f

porris@uic.edu

UNDP

Hudson, Andrew (Mr.)

Principal Technical Advisor

International Waters / POPs

UNDP-GEF

FF-9th Floor

1 UN Plaza

NY, NY USA 10017

1 212 906 6228 t

1 212 906 6998 t/f

Andrew.hudson@undp.org

HCWH National Experts

Agarwal, Ravi (Mr.)

Coordinator Srishti/Toxics Link

HCWH 

H-2 Jangpura Extension

New Delhi, India

91 11 2432 8006 / 2432 0711 t

ravig1@vsnl.com
Corra, Lilian (Dr.)

AAMMA

ISDE

IPEN-HCWH

Bulnes 2057, 5F

Ciudad De Buenos Aires

Argentina CD: 1425

54 11 48232298

LCISDEeArnet.com.ar

ISDE.AL@Advance.com.Ar

Gluszynski, Pawel

Waste Prevention Association, 3R

PO Box 54

30-961 Karkow 5, Poland

48 501 752 106 t

48 12 654 99 86 t/f

pawel@otzo.most.org.pl

Quijano, Romeo (Dr.)

Department of Pharmacology and Toxicology 

University of the Philippines College of Medicine

547 Pedro Gil Street

Ermita, Manila

1000 Philippines

63-2-521-8251 t/f

romyquij@yahoo.com

Singh, Ratna (Ms.)

Program Officer, Srishti

H-2 Jangpura Extension

New Delhi 14, India

91 11 243 28006/0711

ratna@toxicslink.org
Srishtidel@vsnl.net
HCWH International Project Support 

Weinberg, Jack (Mr.)

Environmental Health Fund

407 S. Dearborn Suite 1775

Chicago, IL 60605

1-312-566-9314

jackwein@uic.edu

Mahmoudi, Firuzeh (Ms.)

HCWH International Coordinator

1442A Walnut Street

Berkeley, CA USA 94709

1-510-524-4000 Extension 103

1-510-524-4228

Firuzeh@essential.org
International Project Consultants

Emmanuel, Jorge (Dr.)

E&ER Group

628 Second Street

Rodeo, CA 94572 USA

1-510-799-2551

jemmanuel@ mindspring.com

McRae, Glenn (Dr.)

CGH Environmental Strategies, Inc.

PO BOX 1258

Burlington, VT 05402 USA

1-802-878-1920

glennmcrae@aol.com









� The Health Care Waste Management expert training programs called for under Outcome B will be launched at these National Conferences on Health Care Waste Management. 


� Those activities detailed under Outcome C above that have the effect of institutionalizing practices and making them permanent (especially Activities C 5 & 7) are important contributors to Project sustainability together with Activities D 1,2& 3 below. 


� The terms of reference for these Advisors will be detailed in the UNDP PDF B Project Document; but it is expected that each will make available substantial amounts of time (in the range of between 20% and 40% FTE over the course of PDF B implementation.)


� Web site: www.noharm.org
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