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7
Background and Context

The purpose of this Project is to demonstrate and promote best techniques and practices for reducing and avoiding environmental releases of dioxins and mercury that result from health care practice. This is achieved by minimizing the generation of health care wastes, by improved waste management techniques, and by other means.

The Project will demonstrate best practices for health care waste management that can avoid the need for waste incineration or combustion by means that include, inter alia: reuse, recycling, waste separation and the promotion and use of products that generate less toxic and lower volumes of wastes. It will demonstrate alternative processes, techniques and practices that — taken together — can achieve the same usefulness as incineration or combustion of health care waste but which avoid the formation of dioxins and the release of dioxins and mercury. 

The Project will also advance provisions under Article 10 of the Stockholm Convention on Public Awareness. Increasing awareness about POPs within the country’s medical and health care sector is one key step in raising credible public awareness in civil society as a whole.

(7.1) Relevance to the Stockholm Convention and OP 14

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 medical 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 medical 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.”

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 medical 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.”

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].”

(7.2) Relevance to the Global Contaminants Component of OP 10

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. Mercury 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. However, in many countries, health care institutions have begun to phase-out these mercury uses and phase-in effective alternative medical and health care devices and practices that avoid the use of mercury. Many health care institutions have also instituted housekeeping and management practices to better control mercury releases from sources still present in their facilities. Such policies and practices substantially decrease releases of mercury to the environment. 

At the same time, these efforts help to educate health care professionals to have a higher general awareness about persistent toxic substances and the need for action to reduce and eliminate their uses and their releases. Over time, this makes an important contribution toward raising awareness about these issues within society as a whole. 

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.” 

It is recognized that in artisanal gold mining, some mercury is discharged directly into rivers that are international waters. However, a substantial fraction is released directly into the air as a result of amalgam burning. In the case of this Project, significant amounts of mercury are released in the wastewater from dental facilities while some spilled mercury is discharged in the wastewater of other health care facilities, but the main exposure pathway of mercury from health care institutions to international waters is from mercury releases to the air as a result of incineration or volatilization, followed by deposition of the mercury from the air into the receiving international water body. 

Mercury pollution is a serious concern in oceans at high latitudes and also in some international lakes, such as the Great Lakes of North America. For both oceans and lakes, airborne deposition is the main pathway through which mercury pollution occurs. This makes the present Project very relevant to OP 10.

(7.3) Reducing and Avoiding POPs and PTS Releases from Health Care Practice
Persistent organic pollutants (POPs) and other persistent toxic substances (PTSs) 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 PTSs to the environment can actually increase!

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. Mercury affects the nervous system and is particularly harmful to growing children. 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.

Incineration or combustion of medical wastes is a major pathway through which dioxins and mercury enter the environment; mercury also enters the environment directly as a result of breakage and/or improper disposal of thermometers and other mercury-containing health care instruments. While there is much data on environmental releases of dioxin and mercury in some 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. In addition, there is a current trend to build many new, dedicated medical waste incinerators in developing countries and countries in transition. This occurs at the same time as this practice is declining and is even being phased out in many highly industrial countries.

At present, many health professionals tend to 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 problem, 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.

(7.3.1) Example of Thailand and Other Developing Countries

A recent study was carried out in Thailand in which dioxin release measurements were taken for seven different dioxin sources including medical waste incineration. The Pollution Control Department (PCD) of the Ministry of Science, Technology, and Environment of the Government of Thailand sponsored this study with assistance from the German aid agency GTZ, and with assistance also from the United Nations Environmental Programme (UNEP) Chemicals and Euro Chlor. The study report is dated September 2001 and it is available from UNEP Chemicals in Geneva.

Of the seven sources investigated in Thailand, medical waste incineration had by far the highest concentrations of dioxins emitted to the air — more than 1,200 ug I-TEQ per metric ton of waste burned. The investigators tested both the flue gases and the solid and liquid residues of two medical waste incinerators that were relatively new, built in the mid-1990s. Extrapolating the measured results to annual operation, the study estimates that each unit releases emissions of more than 700 mg I-TEQ of dioxins to the air per year. 

According to this report, experts estimated that there exist about 1,500 hospital waste incinerators operating in Thailand, nationwide. Based both on the measured results and also on evaluating operating characteristics of Thailand’s medical waste incinerators, the report reaches conclusions about estimated total air emissions from Thailand’s medical waste incinerators. It states: 

“Due to the problematic waste and the poor combustion conditions, PCDD/PCDF emissions of several hundred grams I-TEQ per year can be assumed.”

To put this estimate of dioxin emissions into context, the report goes on to say: 

“ This would be more than the total emission inventory for countries such as Great Britain, Germany, Sweden, Austria, Switzerland, etc.”

The report also found extremely high concentrations of dioxins measured in solid and liquid wastes from the medical waste incinerator:

“Samples of the sludge from the wastewater treatment system of the quench bath gave concentrations between 517 and 708 ng [I-TEQ]/kg [dry mass] and the bottom ashes were between 1,410 and 2,300 ng I-TEQ/kg. … At an absolute scale and when compared to results obtained at the municipal solid waste incinerator, the concentrations found in the bottom ashes of this hospital waste incinerator are about the highest ever reported in the literature.”

The report notes that: “all waste from the hospitals [in Bangkok] are incinerated without any presorting [and] that waste avoidance plans have not been developed.” 

The conclusions of the report include the need: 

“to identify waste reduction potentials at the hospitals in Thailand … [and] to identify the waste streams that could be detoxified or disposed of without incineration, e.g., by utilizing reusable materials/equipment/tools, by autoclaving, etc.” 

In a recent 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.
 Medical waste incinerators are major sources of these three unintended byproducts of combustion processes.

Quantitative information on mercury releases from health care facilities in developing countries and countries in transition is more difficult to find. An assessment by the Pollution Control Department of the Thai Ministry of Science, Technology and Environment concluded that hospitals and dental facilities are sources of mercury releases to the environment, and that proper disposal of mercury waste is a concern; however, no actual data was available.
 

UNEP and the Inter-Organization Programme for the Sound Management of Chemicals (IOMC) have begun a process to develop a global assessment of mercury. Thus far, about 80 countries have submitted information including India, Senegal and the Philippines.
 Panama, for example, estimates about 3,280 kg of mercury imported in 2000 as components of mercury thermometers and pyrometers. 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.  The Philippines and India have no data on mercury from health care facilities but report only on industrial and mining sources. Senegal notes that in addition to mining and certain industrial sectors, the increasing importation of mercury-containing apparatus such as thermostats and manometers are another source. Despite the lack of data, there is good reason to believe that mercury releases from the health sector in general are substantial.

(7.3.2) Experience in Highly Industrialized Countries

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.

A report to the Helsinki Commission showed that Denmark released about 0.5 metric tons per year of mercury to water in 1998 via municipal wastewater.
 The mercury resulted from the disposal of mercury-containing health care products, mainly from dental clinics and thermometers.

With regards to dioxin, US EPA in reference year 1995 listed medical waste incinerators (MWIs) as the third largest source of dioxin emissions in the country (following municipal solid waste incineration and secondary copper smelting). 

According to US EPA:

 “The central estimate of TEQ emissions in 1995 is estimated to be 477 g/yr, with a range of 151 to 1,510 g/yr. 
 
This amounts to 17% of the total USA dioxin emissions listed in the Report. 

These 1995 dioxin emissions represent a substantial decrease from those in a previous US EPA 1987 report. The decrease was largely achieved by the shut down of many dedicated medical waste incinerators in that period, and also in reductions in the amount of health care waste incinerated or combusted. In 1988, the number of medical waste incinerators in the United States was estimated at about 6,200 incinerators, decreasing to 2,373 in 1997. By 2003, the number dropped dramatically to about 115 incinerators nationwide.

US EPA’s central estimate of dioxin emissions from MWIs in its 1987 Report was 2,470 g TEQ/yr – a full five times higher than the amount reported for 1995. According to the 1995 Report:

“the total number of operating MWIs and the total amount of waste combusted decreased by more than 50 percent [between 1987 and 1995]. Certain activities caused this to occur, including more stringent air pollution control requirements by State regulatory agencies and the development of less expensive medical waste treatment technologies, such as autoclaving (Federal Register, 1997b). Because many MWIs have small waste charging capacity (i.e., about 50 metric tons per day), the installation of even elementary APCDs [air pollution control devices] proved not to be cost effective. Thus, a large number of facilities elected to close rather than retrofit.”

The reductions in dioxin emissions achieved in the US between 1987 and 1995 amounted to almost 2,000 g TEQ/yr. Putting this number in context, the total reported US dioxin emissions from all reported sources in 1995 were less than 3,000 g TEQ/yr. 

Dioxin release inventories for Europe have been compiled by UNEP Chemicals.
 In general, according to the European inventory, 62% of dioxin emissions are due to four processes alone: municipal solid waste incinerators, iron ore sinter plants, non-ferrous metal industry, and clinical waste incinerators. 

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. According to a 1997 Danish Ministry of Environment and Energy study, incineration of hospital clinical waste was the third or fourth largest source of atmospheric dioxins from among 16 process groups. Hospital waste incinerators and crematoria together accounted for 10% of total air emissions of dioxins in Switzerland and were the fourth largest source from among 23 source categories. In other countries such as Germany and the Netherlands, the contributions to overall dioxin emissions from hospital waste incinerators are small. Emissions from waste incinerators in Germany dropped dramatically after 1990 because of compliance with an emission limit value of 0.1 ng TEQ/m3 that required retrofitting of many existing incinerators and the closure of others. According to the European inventory report, small in-house clinical waste incinerators in both Germany and the Netherlands were shut down in the early 1990s.

According to the 1999 updated inventory by Environment Canada, releases of dioxins from medical waste incinerators in Canada dropped from 130 g I-TEQ/yr in 1990 to 25 g I-TEQ/yr in 1999.
 During that intervening period, a significant number of medical waste incinerators closed down in Manitoba, Newfoundland, Quebec, and Nova Scotia, as well as all medical incinerators in British Columbia. On December 20, 2002, the Ministry of the Environment of the Canadian province of Ontario finalized a regulation to close down all medical waste incinerators at Ontario hospitals by December 6, 2003.
 The Environment Minister Chris Stockwell stated that emissions from incinerators are the fourth-largest source of mercury, and the largest source of dioxins in the province. He also said that closing down all hospital incinerators will ensure wastes are treated by state-of-the-art technologies that provide better environmental protection.

The US and other OECD countries have been shutting down medical waste incinerators and reducing the total amounts of waste sent to dedicated MWIs. This has helped them substantially decrease dioxin emissions. However, the trends and pressures in developing countries and countries in transition appear to be moving in the opposite direction. New MWIs are being proposed and built in these countries, very often ones with small waste charging capacities and with little or no pollution control. 

(7.3.3) The trend in developing countries

As an example of the trend toward promotion of new MWIs in developing countries, consider the proceedings of a Regional Immunization Safety Workshop held in Colombo, Sri Lanka in November 2000. One goal was to develop a regional framework that would ensure safety issues are addressed in a comprehensive and integrated manner. In the proceedings of the Workshop, under the heading: “Sharps Management and Safe Disposal,” it reads:

“Two options for incineration of syringes and needles are currently available:

· Purpose-designed incinerators: built on site to meet local needs, usually using local materials.

· Factory-built incinerators: imported ready – made by the purchasing country and installed in place.

If no incineration is available, syringes can be burned in metal drums or barrels or in a brick-built enclosure. Alternatively the wastes could be buried in a deep hole or pit in the ground.”

In many cases, development experts still remain unaware of the environmental and health consequences of waste incineration, and they often do not realize that there are other cost-effective waste disposal alternative options.

This can be further illustrated in recent publications by the World Health Organization (WHO), the World Bank, and the Global Alliance for Vaccines and Immunization (GAVI), and by the WHO website dedicated to health care waste management (www.healthcarewaste.org), where a database of options includes numerous combustion technologies from “drum incinerators” to more advanced incinerators. 

The World Health Organization’s Policy Analysis: Management of Health-care wastes, April 2000,
 acknowledges the conundrum faced by policy makers and development professionals as they work to address these issues: 

“None of the available low-cost treatment devices (i.e. below US$ 500) are however safe and environmentally friendly. In developing countries, a trade-off has to be made between direct health risks from absence of waste management leading to reuse of syringes, and indirect health risks created by environmental pollution (e.g. by production of dioxins from inadequate incineration).” 

There remains a general perception among public health officials that this trade off is a “necessary evil.” 

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.

(7.3.4) Global attention to Health Care Waste Management

Both the World Bank, in funding health projects, and the World Health Organization, in providing guidance and carrying out global health initiatives, have recognized the hazards associated with the generation, treatment and disposal of wastes from healthcare. These hazards range from the immediate threat to personnel and patients to the production of transglobal pollutants creating long-lasting environmental damage and impacts on public health.

“The mismanagement of healthcare waste poses risks to people and the environment. Healthcare workers, patients, waste handlers, waste pickers, and the general public are exposed to health risks from infectious waste (particularly sharps), chemicals, and other special HCW [health care wastes]. Improper disposal of special HCW, including open dumping and uncontrolled burning, increases the risk of spreading infections and of exposure to toxic emissions from incomplete combustion.”

Another WHO Report states:

“Exposure to hazardous health-care waste can result in disease or injury. The hazardous nature of health-care waste may be due to one or more of the following characteristics:

• it contains infectious agents;

• it is genotoxic;

• it contains toxic or hazardous chemicals or pharmaceuticals;

• it is radioactive;

• it contains sharps.

“Hospitals and other health-care establishments have a “duty of care” for the environment and for public health, and have particular responsibilities in relation to the waste they produce. The onus is on such establishments to ensure that there are no adverse health and environmental consequences of their waste handling, treatment, and disposal activities.”
 
Poor management of medical waste also leads to occupational hazards for workers that come in contact with the waste. Additionally, in some countries contaminated medical waste may be diverted from the waste stream and packaged for reuse, or may be scavenged from waste areas and dump sites, then either reused or re-sold. 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.
 

Improper management of health care waste is a primary factor in the uncontrolled spread of non-sterile syringes. Still, in most developing countries and countries in transition, sufficient funds and budgets are rarely available for good health care waste management. 

8
Project linkage to national priorities, action plans and programs:

Seven pilot 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 which follow.  All seven participating countries have signed the Stockholm Convention on POPs; Lebanon and Vietnam 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 of the seven participating countries has policies, action plans, and programs that address to some degree techniques and practices relating to health care wastes.

Each country also has active WHO programmes and the majority have HCWH affiliated  NGOs that will play key roles 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.

The seven pilot countries were selected to incorporate a range of differing circumstances of human development.
 In selecting the countries, 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).

Argentina

In Argentina national regulations are not mandatory, but establish minimal parameters for the provinces. Provinces are divided into departments. Waste management is regulated at the provincial and/or the local level depending on provincial rules.

Sanitary waste is included in the law regulating dangerous waste. Sanitary waste includes waste from veterinary facilities, dental practice, biomedical industry and laboratories. 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. 

Argentina has no programs on the prevention of mercury releases from health care facilities.

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 (hospital, nursing home, clinic, dispensary, veterinary institution, animal house pathological laboratory, blood bank, etc.) to take all steps to ensure that bio-medical waste is handled without any adverse effect to human health and environment. 

· Biomedical waste is not to be mixed with other waste; 

· Biomedical waste is to be segregated, stored in containers/bags and labeled;
· When biomedical waste is transported, it must comply with certain provisions;

· Untreated biomedical waste must not to be stored beyond a period of 48 hours;

· Bio
· medical waste must be treated and disposed to comply with prescribed standards; and

· Institutions must comply with these Rules by December 31, 2002 or earlier.

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 biomedical waste is widely practiced, alternative methods of treating health care waste have been given consideration because of several contributing factors:

· Increased cost of Incineration due to stringent emission standards;

· Increased awareness of environmental and health impacts of incinerators;

· Difficulty in finding new sites; and

· An increasing availability of non-incineration technologies
.

Health care waste treatment facilities must obtain authorization from State pollution control committees, and must submit annual reports to them. The Central Pollution Control Board compiles these reports and sends them to the Ministry of Environment and Forests. 

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. 

India has no programs on the prevention of mercury releases from health care facilities.

Lebanon

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 – waste, water supply, wastewater management, air emissions, solid waste management, energy consumption, occupational health and safety. The manual also 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 healthcare 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. 

Lebanon has no programs on the prevention of mercury releases from health care facilities.

Philippines
Presidential Decree 1152, the Philippine Environmental Code, was promulgated to:

· Set guidelines for waste management with a view to ensuring its effectiveness;

· Encourage, promote and stimulate technological, educational, economic and social efforts to prevent environmental damage and unnecessary loss of valuable resources of the nation through recovery, recycling and re-use of waste and waste products; and

· Provide measures to guide and encourage appropriate government agencies in establishing sound, efficient, comprehensive and effective waste management.

Republic Act 9003, the Solid Waste Management Act:

· Provides an ecological solid waste management programme;

· Creates the necessary institutional mechanism;

· Provides incentives;

· Declares certain acts prohibited; and 

· Provides penalties and appropriates funds.

Republic Act 8749, the Clean Air Act, prohibits the use of incinerators for the treatment and disposal of biomedical waste. The grace period for the use of existing incinerators is until July 2003. 

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 856, the Code on Sanitation of the Philippines, provides guidelines on the implementation of waste management in all local government units including embalming procedures and proper care of persons with disease prior to final burial. It requires all cities and municipalities to provide adequate and efficient system of collecting, transporting and disposing of refuse in their areas of jurisdiction.
Department of Health (DOH) Circular No. 152-C s.1993 provides guidelines for the segregation, treatment, collection and disposal of hospital waste. Department Memorandum No.1-a s. 2001 requires the DOH central office, centers for health development, and all concerned hospitals to practice proper solid waste management.

Department of Health Order No. 355-H s.2000 creates a DOH Technical Working Group on Hospital Waste Management.

Philippines is presently preparing a POPs National Implementation Plan with support from UNDP. 

The Philippine Medical Waste Management Manual has guidelines on mercury management.

Poland

The Waste Management Act was adopted by the parliament and signed by the President in April 2001. It describes waste management and its relation to safety for people and the environment.

In 2002, the Ministry of Health promulgated a Decree on the management of medical waste covering collection, segregation, transport and storage. 
Methods of medical waste neutralization that are permitted include:
 Incineration, autoclaving, heat disinfection, and microwave treatment.

Poland divides health care wastes into three categories:

· Specific waste: waste suspected to contain microorganisms harmful to humans and the environment;

· Special waste: waste suspected to contain dangerous chemicals such as drugs, cytotoxic agents, thermometers, fluorescent lamps; and

· Other waste: 
· waste that has the character of municipal waste.

Responsibility for Health Care Waste has recently been moved from the Ministry of Environment to the Ministry of Health. Health care waste treatment facilities must obtain a special permit.

Poland is presently preparing a POPs National Implementation Plan with support from UNIDO.

Poland has no programs on the prevention of mercury releases from health care facilities.

Senegal

Senegal has several laws and decrees addressing municipal solid waste management: 

· 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.

There are no laws or decrees addressing health care waste management as such. Senegal additionally has strategic documents on: 

· 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. 

Programs on biomedical waste management are extensive and have been observed throughout the country.

Senegal also has three institutional management tools for the environment and waste:

· National Action Plan for the Environment (Plan National d’Action pour l’Environnement PNAE);

· National Action Plan for the management of hazardous waste (Plan National de Gestion des déchets dangereux PNG); and

· Management of Human Establishments in Senegal — Diagnostic and Action Plan, National Committee Habitat II (Gestion des Etablissements humains au Sénégal Diagnostic et Plan d’Action Comité National Habitat II).
The framework for waste management involves:

· Ministry of the Environment

· PRODAK, High Authority for Dakar’s cleanliness

· Ministry of Health

· Ministry of Home Affairs

· Municipalities 

· Districts

· Private Sector

· NGOs

· AGETIP (Public Works and Employment Agency)

Senegal is presently preparing a POPs National Implementation Plan with support from UNEP. 

Senegal has no programs on the prevention of mercury releases from health care facilities.

Vietnam

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- Permissible limits in 1999 by the Ministry of Science, Technology and Environment; and

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

Vietnam is presently preparing a POPs National Implementation Plan with support from UNDP.

Vietnam has no programs on the prevention of mercury releases from health care facilities.

9 
Project Rationale and Objectives:
(9.1) Baseline

The use of dedicated medical waste incinerators is declining in most highly industrial companies. At the same time, in a large number of developing countries, dedicated medical waste incinerators are being promoted, sold and built. In many cases, exported incinerators lack a market in their home country because it would be impossible or prohibitively expensive for them to comply with regulatory requirements such as those prevailing in the EU and North America.

The perceived need for purchase and construction of large numbers of new, dedicated MWIs in developing countries is based on two very legitimate considerations:

1. Biomedical wastes — especially sharps — when improperly handled and treated are a significant vector for infectious disease transmission; including significant transmission of hepatitis B, hepatitis C, and HIV. 

2. The total amount of wastes generated by health care institutions is increasing rapidly for at least two reasons: the welcome expansion in health care systems and services in many countries; and because of the increased use of one-time use items in health care, together with increases in the amount of packaging used for health care products. 

Under the baseline both the amount of health care waste generated and also the amount of health care waste combusted in dedicated MWIs (or in some cases, in uncontrolled combustion devices) would rapidly increase in participating countries. 

These countries do not have and will not likely soon acquire the infrastructure that would be 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 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, PAHs and some other PTS that will be released to the environment.

The lack of a regulatory infrastructure with the capacity to regularly monitor dioxin emissions and releases makes developing countries an attractive market for vendors of dedicated MWIs, especially when this market is shrinking or disappearing in many highly industrial countries. Some argue that for developing countries to require strict dioxin emission limit values for MWIs comparable to those in force in the EU and North America would be 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 and hepatitis B & C. The goal of this Project is demonstrate these alternatives in different national circumstances and different regions.

The baseline, with regard to dioxin and furan releases, would be an unstoppable demand for continuing construction and operation of inappropriate MWIs in countries that lack the capacity to effectively regulate, monitor and test emissions and releases of dioxins and other PTS.

The baseline for mercury releases is somewhat different. Broadly speaking, when mercury-containing instruments are acquired and used by the health care sector, the mercury they contain will eventually be released to the environment through breakages, spills and/or improper disposal unless a program is in place to assure proper cleanup for breakages and spills; and when appropriate, a program to retire mercury-containing instruments and properly dispose of their mercury contents. 

In a developing country setting, however, where medical instruments are in such great demand, the retirement of mercury-containing instruments would only be practical when an adequate supply of alternatives is available. In the baseline case, with an expansion of health care services, 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 would 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 may 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 as the availability of health care in these countries expands.

(9.2) Alternative

Under the alternative, there would be a substantial decline in the total amount of biomedical waste generated in health care practice even while health care systems expand. There would additionally be a substantial decline in the total amount of health care waste combusted in inappropriate facilities. Techniques and practices would be introduced or promoted to prevent releases of mercury to the environment as a result of instrument breakage, spills and improper waste management practices. Programs would also be put in place to promote good and appropriate medical instruments that do not contain mercury in preference to those that do.

Under the alternative, there would be substantial reductions in total releases of dioxins, mercury and other PTS. 

The alternative would create models and approaches that can be readily replicated nationally, regionally and globally. The alternative will provide good counter-examples to the logic that developing countries have no choice but to build and operate dedicated MWIs, even when the country lacks the capacity to regularly monitor and test emissions and releases, even when the new MWI could not consistently comply with regulatory requirements of its exporting country, nor be able to likely comply with Stockholm Convention Best Available Techniques (BAT) as eventually established by decision of the Stockholm Convention Conference of the Parties.

(9.2.1) Project Approach

As outlined in the PDF A document, the Project will demonstrate best techniques and practices in the management of health care wastes in a number of countries and regions to minimize dioxin and mercury releases; and it will establish national and/or regional programs in participating countries to train experts who can then replicate the program at other hospitals and facilities. 

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 that are drawn from basic principles and that 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; 

· 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.

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. 

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).  

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 devises and materials, there is be 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.
 

The techniques, practices and technologies this Project will deploy do not offer a "one size fits all" solution.  The focus, rather, is on education and training, and the careful section of instruments, products and technologies that can be applied in a wide variety of settings, taking on many different forms, but all deriving similar, replicable results in virtually eliminating dioxin and mercury emissions from participating facilities and institutions.

(9.2.2) Project Objectives

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 each participating country, the Project will have worked with at least one large hospital and several smaller clinics and/or rural health or injection programs. It will have helped staff at these facilities develop and implement best techniques and practices to achieve the following objectives: 

· Documentation of existing waste management practices and policies, at each participating facility including purchase and product utilization policies; 

· Documentation of national policies, laws and regulations regarding hospital waste management as a basis for formulating proposals for reform if needed;

· Establishment of targeted waste minimization and waste management objectives for each facility; and adoption of modifications in current practices and policies aimed at achieving these objectives;

· Creation of institutional capability to carry out the new policies and practices achieved by training managers and staff; by providing managers and staff with ongoing support and assistance, by monitoring and reviewing progress, and by revising approaches as needed;

· Establishment of management structures and management techniques to assure new policies and practices introduced during the Project will continue to be properly carried out; and

· Selection and deployment of appropriate waste treatment approaches. 

At the country level, the Project aims to achieve the following objectives:

· Establishment of an ongoing countrywide training program that trains and certifies experts who can then implement similar best practices at other health facilities in the country;

· Dissemination of useful awareness-raising materials (print, electronic) summarizing best practices in hospital waste management;

· National Conference on Health Care Waste Management in each country, at which Demonstration Project outcomes are presented; 

· National dialogue toward the development of a National Health Care Waste Management Action Plan in each country; 

· Review of existing national waste management legislation and regulations in close coordination with national authorities who are responsible for Stockholm Convention National Implementation Plan preparation; and

· Reform of existing national waste management legislation and regulations, if needed and appropriate, and in close coordination with NIP preparation process.

On the regional level, the Project has the following objectives:

· Participation of interested health care facilities and organizations from other countries in the region in the training programs;

· Dissemination of Project outcomes through regional conferences and distribution of reports to selected governments, Intergovernmental Organizations (IGOs) and NGOs in the region;

· 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.

For purposes of sustainability, it will be a Project objective to obtain contracts or Memoranda of Understanding (MOUs) with participating facilities under which they commit themselves to continue waste minimization and other best waste management practices after the Project is completed. The Project will additionally aim to identify ongoing financial and/or institutional commitments sufficient to assure that the health care waste management expert training programs set up under the Project will have the support needed to continue in operation. Furthermore, it will aim to establish an agreement with at least one participating facility in each country to assure that the training program retains its access to the facility as a way to demonstrate best practices in an actual health care setting.

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 Convention. Therefore, Project final reports will be prepared in forms appropriate for submission to the World Health Assembly, and to the Stockholm Convention Conference of the Parties. As appropriate, these reports might include recommendations.

(9.2.3) Risks

Some risks arising as a result of the current situation in the health sector that may jeopardize the implementation and success of the Project include the following:

· Lack of understanding of the significance of the threats posed by the health care sector’s contribution to POPs generation, specifically mercury and dioxins. This is exacerbated by the lack of knowledge on the part of many medical professionals of the serious public health impacts of exposure to these substances.

· Activities by national and international development agencies to promote new and expanded health projects without a full appreciation of the waste streams that will be generated, and without adequate plans and budgets for their proper treatment.

· Activities by national and international development agencies to promote “simple” solutions to waste management problems including promotion of inappropriate incinerators.

· Major new investments in the construction of inappropriate dedicated medical waste incinerators that make future investments in alternative and superior techniques and technologies more difficult to mobilize. Current private sector initiatives include the marketing of combustion technologies to developing countries to make up for losses in Europe, U.S., and other markets.

· With the rapid increase in health care services, new investments in equipment and materials are likely to include mercury containing diagnostic equipment even when effective and cost-competitive alternates are available. This will result in significant releases, and significant future hazardous waste management problems, and will result also in a subsequent inability to mobilize resources for the newer mercury-free alternatives.
(9.2.4) National Contexts

Information on national contexts for each of the seven countries participating countries is included above under the topic heading: “National Policies, Priorities, Action Plans and Programs.”
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.

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.

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 wish to 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.

In the Philippines, the primary responsibility for health care waste management is with the Ministry of Health, though the Environment Management Bureau of the DENR also has an important role. One important consideration for the Philippines is that its Clean Air Act prohibits incinerators for the treatment and disposal of biomedical waste. The grace period for existing incinerators expires in 2003, and this may provoke some degree of a practical/political crisis that will need to be addressed even before full Project implementation begins.

For Poland, the most important consideration is that Poland will soon accede to the European Union. Poland raised a concern that will need to be addressed: will Poland remain eligible to receive funds from the GEF at the time this Project will be ready for country implementation?

In Senegal, the Ministry of Health and the Ministry of Environment have indicated an interest to jointly participate in the Project. Senegal has no more than 20 public hospitals. However, Senegal has more than 600 public health centers. Demonstrating appropriate health care waste management for rural and urban health centers will be relatively more important in Senegal than in some other participating countries. Senegal also has an important and successful HIV prevention program. The Project will need to coordinate closely with it.

Vietnam has indicated it lacks knowledge and experience in health care waste management. Its stated interest in the Project is to:

· Perfect its legal system of medical waste management such as regulations and technical guidelines;

· Train its people and experts in hospital waste management;

· Reduce dioxin and mercury emission by application of new technologies for medical waste treatment to avoid the use of incinerators;

· Increase public awareness about POP and other PTS within the medical and health care sector; and

· Link this to their National Implementation Plan for POPs under the Stockholm Convention. 

However, Vietnam was the one participating country in the Project not able to attend the project-planning meeting in India because of a conflict with other time demands. It will be important to review and verify Vietnam’s commitment to the Project before the PDF B Project Brief is finalized.

(9.3) Why should GEF get involved

As indicated earlier, when the Stockholm Convention enters into force, parties will be obliged to take measures to reduce total releases of dioxins and furans derived from anthropogenic sources with the goal of their continuing minimization, and, where feasible, ultimate elimination.

According to an implementation schedule to be specified in a Party’s National Implementation Plan, and in any case, no later than four years after entry into force, each Party will be obliged to require the use of Best Available Techniques for newly constructed or substantially modified medical waste incinerators.

As indicated above, the Stockholm Convention, in Annex C 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 medical 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.”
The Project is explicitly designed to provide a demonstration of the above Convention guidance with respect to medical waste. It is designed to produce results that are replicable on a national, regional and global scale. As a demonstration Project, its successes (and also any possible failures) will provide the GEF with important models that can be applied as other countries address their need to handle and manage medical waste in a manner consistent with the provisions of the Stockholm Convention and their own NIPs.

The Project also has an important mercury component that is beyond the purview of the Stockholm Convention. 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 institutions 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 institutions 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. 

The present project compliments the GEF-funded project to promote cleaner artisanal gold mining and extraction technologies. It additionally will help to raise awareness about mercury pollution and its severe health and environmental consequences among health professionals in the participating countries. This, in turn, is an important component in broader efforts to raise awareness within society about PTS and the significant health and environmental threat that they pose.
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Project Outcomes and Activities:
Project preparation activities as well as full Project implementation will be carried out under the guidance of a Global Project Steering Committee whose members will include one representative each from: UNDP, as Project Implementing Agency; WHO as Project Executing Agency; a senior level official from each participating Government; HCWH as major donor and Principle Cooperating Agency; as well as other major donors, if any. The other GEF IAs and the Basel 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.

The following are the outcomes and activities identified as necessary for full implementation of the Project in the seven participating countries. (It should be understood, of course, that 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.)

Overall Outcome: 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 five regions and also globally. 

Outcome A: In each participating country several model health care institutions will be developed (including in each country, at least one large hospital, and also rural health centers). Each 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.  Mechanisms will be put in place to sustain successful dioxin and mercury release prevention demonstrated approaches following completion of the GEF project as described in Activity E 1 below.

   Activities

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

2. Prepare a good 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 can be better reviewed;

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.  

Outcome B: A national training and education effort will be established 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.

Outcome C: The new management practices and other systems piloted under Outcome A, incorporated into national training and education efforts under Outcome B, and which have been shown to yield substantial reductions in environmental releases of dioxins, mercury and other PTS, 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 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 National Implementation Plan.
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; to 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.
Outcome D: 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.

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 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.

Outcome E:  Project Sustainability

   Activities

1. For each model health care institution developed under Outcome A above, plans and mechanisms will be put in place to sustain 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 Activity B 1 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 practices piloted during the project through other means, including incentive programs; attachments to financing, operating permits, certifications; etc.

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.
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Stakeholders Involved in the Project:

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. The network is now composed of 416 organizations in 44 countries working to bring attention to these issues and a set of practical solutions. HCWH has regional offices in North America, Asia and Europe. 
The growth of the campaign and its membership is an indicator of the growing awareness not only of the general issue of health care waste management, but also of the importance in developing and advocating for environmentally responsible solutions to the problem. 

HCWH has been an active participant in international gatherings and programs addressing health care waste management, including those of the World Health Organization and the Safe Injection Global Network (SIGN). At the 2002 SIGN meeting, HCWH presented a report titled: "Environmentally Responsible Management of Health Care Waste with a Focus on Immunization Waste."
 

HCWH collaborated with WHO in the sponsorship of an international contest to identify new low-cost non-incineration treatment technologies for health care wastes in rural areas. HCWH additionally collaborated on a WHO-initiated database of medical waste disposal options in the global South. 

HCWH has provided NGOs modest financial support (in the form of mini-grants) for medical waste management projects in many countries including: Argentina, Lebanon, India, the Philippines, Poland, and Senegal. HCWH currently has active members in four of the participating countries (Argentina, India, Philippines, and Poland), and HCWH is working to identify appropriate NGO experts in the other Project countries as well. 

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 Argentina, HCWH has provided trainings to several organizations and institutions such as 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. The major HCWH-affiliated NGO in Argentina is the Asociación Argentina de Médicos por el Medio Ambiente, AAMMA.
In India, HCWH has provided trainings to several organizations and institutions such as the Indian Medical Association, Nursing Home Board, Practitioners Association, Association of Surgeons of India, Bombay Municipal Corporation, and Mumbai Pollution Control Board. 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.

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. 

In Poland, the HCWH-member organization, WPA, disseminates information on how to minimize waste at health care facilities, and information on appropriate technologies for the disposal (treatment) of infectious health care wastes. In co-operation with the Polish Association of Epidemiological Nurses and the Polish Hospital Infections Society, WPA has provided trainings to 102 hospitals on how to reduce both the amount and the toxicity of medical wastes; and how to also reduce infections.

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.
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Information on Project Proposer:

The Project proposer is the World Health Organization on behalf of the seven WHO member states participating in the project. WHO was founded in 1948 to promote health for all, and now has 191 member states whose contributions constitute its primary source of revenue. The WHO Department for the Protection of the Human Environment has numerous activities that are relevant to the project goals of reducing environmental releases of dioxins and mercury including programs for managing medical waste, ensuring food and water safety, and developing guidelines for air and water quality. Based on this comparative advantage, it is anticipated that WHO will serve as the project Executing Agency for the pdf-b and full project; the expertise and networks of HCWH will be brought to bear through its participation as a Cooperating Agency.
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Financing Plan of Full Project:

The PDF B will require a budget on the order of $650,000 to further prepare the Project to the point of producing a successful Project Brief and a Project Document detailing all Project activities and related outputs in seven countries and also at the international level. It is anticipated that the full Project will require a budget on the order of between 6 and 7 million USD.

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. These contributions of time and resources by health care facilities will constitute a major component of Project in-kind co-finance. 

Government experts and regulatory agency staff will also need to contribute substantial time and effort to Project implementation – another source of co-finance.

The NGO HCWH has already provided substantial co-finance to the preparation of the Project. It secured expert assistance from the NGO, Environmental Health Fund (EHF) to do the major writing, and to take lead responsibility for preparation of: the PDF A Brief; documents for the Project planning meeting held in Delhi; the Report of the Project planning meeting; and this Project Concept Document. HCWH additionally paid two expert consultants – Dr. Glenn McRae and Dr. Jorge Emmanuel – to provide expert assistance both for preparation of these documents and also for help as a resource at the Project planning meeting. HCWH has further provided administrative support to the above activities.

HCWH paid travel and per diem costs for six NGO participants in the Delhi Project planning meeting: three NGO experts from participating countries: the Philippines, Poland and Argentina; one academic expert from a WHO-collaborating center in the United States; and two NGO support personnel involved in preparing and planning the meeting; and also with responsibility for preparing the meeting report and Concept Paper.

The WHO Delhi office and the New Delhi-based NGO Srishti both contributed staff time to preparations for the Project planning meeting.

Numerous other activities of both participating Governments and also NGOs in support of the Project Objective have been underway since the start of PDF A Project activities. This included the production of an “Environmental Auditing Manual For Hospitals” prepared in 2002 by the Lebanon Ministry of Environment with assistance from the EU and UNDP. 

As indicated above, HCWH, in consultation with WHO, has sponsored and funded an international competition seeking creative conceptual designs for innovative technologies to treat medical waste in rural areas while protecting public health, the safety of health care workers, and the environment.

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.

14.
IA Coordination and Linkages to GEF and IA Programs and Activities

As indicated above, the Project Implementing Agency, UNDP, also supports GEF-funded Stockholm Convention Enabling Activities in two of the participating countries: 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 two of the participating countries: Poland and India; and UNEP supports GEF-funded Stockholm Convention Enabling Activities in three of the participating countries: Argentina, Lebanon and Senegal.

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 promote exchanges of experience and best practices, and it will feed into health care waste management aspects of the NIPs.
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Proposed Project Development Strategy:
Activities undertaken with PDF B funds will generate the detailed information needed to design the full Project; identify and cost-out the components and activities of the full Project, including co-financing; carry out broad stakeholder consultations for Project preparation; develop the institutional mechanisms to implement the full Project; and prepare a stakeholder participation plan. 

A skilled international Project management and consulting team will be required to effectively plan and coordinate PDF B activities; and to provide the needed assistance and support to participating governments, facilities and national expert consultants.

Activities to be carried out with PDF B funds will focus on six broad outcome categories, each with related activities and measurements: 

	Outcomes
	Activities
	Measurement

	1. Further elaboration of the Project concept; establishment of a fully understood commitment to the Project goals and implementation strategy.


	a. Hold inception meeting of the

Global Project Steering Committee at the start of PDF preparatory activities to review, discuss and approve the PDF work plan and agree on responsibilities.

b. Hold one or more meetings in each country to bring all current stakeholders to the table to review the Project and outline a country specific strategy for initiating and implementing the Project. 

c. Prepare agreed country implementation strategies reflecting inputs received.
	* Reiteration of commitment to the Project.

* Full and creative involvement of Global Project Steering Committee members, government experts and national stakeholders in Project PDF preparatory activities.

* Implementation strategy has been developed for each country, and it provides an outline of activities sufficient to move the Project forward.

	2. Initial documentation of national baseline of standards and practices in health care waste management.

 A set of draft tools to assist in information gathering and compilation. (These tools can be modified in each country to meet local conditions, but would provide a standard frame for comparing and sharing information between program participants. Based on their initial use during the PDF B phase, they will be finalized in early stages of full Project implementation.)


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

b. Establish a framework for close coordination with each country’s Stockholm Convention National Implementation Plan preparation process in order to promote synergies and avoid duplication.
c. Review capacity for treatment and disposal of hazardous health care wastes (biological and chemical).

d. Review standards and programs for mercury waste management, if any.

e. Review standards and actual conditions of incinerators.

f. Review any existing surveys and studies related to waste management.

g. Utilize the WHO/SIGN rapid assessment tool or a similar tool to conduct the national survey.


	* The publication of an initial draft national health care waste assessment report, with an outline strategy for completing the assessment during the full Project implementation.

	3. Identification of facilities to participate in the model program; and implementation of initial, facility-specific waste management assessments. 

Establishment of a process to produce baseline information and initiation of this planning process at each identified model facility.

Identification of national Project stakeholders and potential national Project expert consultants.


	a. Create and implement a selection process to identify both rural and urban health facilities to participate in the Project to develop model facility practices and systems.

b. Provide each identified facility with an initial set of tools to evaluate its existing waste management practices and policies, including purchase and product utilization policies.  

c. Define key elements of a facility-specific Project work plan; identify the resource needs required to adequately implement the plan; identify a key contact person at each facility; and prepare an initial description of current activities in place. 

d. Consult with government officials, previously identified stakeholders and others to identify a full range of likely Project national stakeholder groups. Inform them about the Project and the roles available to stakeholders within it.

e. Review current and recent health care waste management projects and programs in the country to help identify potential national expert consultants. Based on what is learned, prepare terms of reference for full Project national expert consultants.


	* Agreements reached between national government, participating facilities, NGOs and other Project partners that outline Project objectives, and that establish agreed roles and expected outcomes.

* Publication of preliminary toolkits to guide information gathering and analysis on issues related to mercury and dioxins in each country, as they relate to health care wastes.

* Initiation by each model facility of a limited set of activities to identify its baseline practices; agreement with each model facility of a draft planning process containing facility-specific initial goals.

* A wide range of stakeholders expresses interest in the Project and support for it. Some are willing to play an active role in Project preparation.

* A number of potential national expert consultants have been identified in each country. A preliminary profile of the national expertise available has been prepared. The terms of reference prepared for national expert consultants are realistic based on the pool of existing national expertise, and are sufficient to serve as a basis for selecting experts capable of advancing the Project and its objectives.



	4. A National Project Steering Committee and a National Project Advisory Committee in each country. 

Communication mechanisms are in place between government representatives, participating facilities, national stakeholders, potential expert consultants and others with an aim for this to evolve into a national Project-monitoring program to track progress.


	a. Reach agreements in each country between the Government, national stakeholders and the Project on an appropriate composition for the National Project Steering Committee and the National Project Advisory Committee.

b. Establish a communications and reporting process that effectively moves information between the Project, the participating facilities, the National Steering Committee, the National Project Advisory Committee, national stakeholders and others with an interest in the Project.


	* The Government and national stakeholders are satisfied with the composition of the National Project Steering Committee and the National Project Advisory Committee.

* The roles, responsibilities and authority of both committees are understood and acknowledged by their participants and by the relevant ministries.

* All Project participants and stakeholders understand the established communications and reporting process, and agree to it.



	5. Identification of key elements of country-specific plans for:

*An ongoing, post-Project expert training program. 

* A mechanism for using Project results to feed into a review of national policy and legislation including, if needed, a plan for reform.


	a. In the course of selecting model facilities, make certain that one or more has an interest and the capacity to accommodate the needs of the training program.

b. Identify potential national institutions that might have an interest and capacity to assist in establishing and/or operating the training facility, and encourage their stakeholder involvement in the Project. 

c. Develop elements of an appropriate plan in each country for convening a National Conferences on Health Care Waste Management; and elements of a plan for the presentation of Project outcomes that will lead to a review of existing policy and regulation, and toward reform if necessary.


	* One or more of the model facilities has an interest in hosting the expert training program.

* One or more appropriate national institutions have an interest in helping to establish and/or operate the expert training program, and an interest in being considered as a Project stakeholder.

* Agreements exists between Government representatives, stakeholders and the Project on an approach for convening a National Conference on Health Care Waste Management that can carry out a meaningful review of existing policy and regulation, and that is in a position to propose reform if that is necessary.

	6. The Project management and consulting team has satisfied the needs of government counterparts and stakeholders in all participating countries, has established good and trusting working relationships with them, and has successfully prepared:

* An accurate budget for the full Project. 

* A successful Project Brief for submission to the GEF.

* A UNDP Project Document. 


	a. Identify and cost-out all Project activities in the seven countries and at the international level.

b. Create tool templates for use in Project preparation that can be adapted to the circumstances of each participating country.

c. Provide both on-site and long-distance technical consultation and support to each country. This will start with an early mission to each country to provide assistance in initiating country preparatory work and in identifying national experts and other stakeholders.

d. Before full Project brief is completed and submitted, review all the elements of the Project with key government officials and stakeholders from each country. (The decision whether this will require a second face-to-face meeting of the Global Project Steering Committee during the PDF preparatory phase of the Project will be decided at the time the PDF B budget is being prepared, and it will be reflected in the budget.)

e. Prepare the Project Brief and Project Document.
	* The proposed budget is accepted by the GEF, it proves adequate for full Project implementation, and it requires little if any line item adjustments during implementation.

* Each of the 7 participating Governments, and the 7 National Project Steering Committees believe the Project management and consulting team has done a good job.

* The tool templates prove useful, and help participating countries to collect the information and carry out the planning needed to successfully complete their national Project preparation work.

* Early submission of the Project Brief to the GEF; its approval; early finalization of the UNDP Project Document; and early inception of the full Project.


PDF B work will be conducted under the guidance of a National Project Steering Committee in each participating country and with help and assistance from the National Advisory Committee. This will be accomplished with coordination, facilitation and technical support from an international Project management and consulting team. 

The role of the management and consulting team will be to assure that Project preparations are completed successfully in a minimum amount of time; that preparations provide the basis for a successful full Project Brief and UNDP Project Document; and that following approval of the Project Document, the full Project will be well positioned for rapid inception, and for very successful implementation.

Estimated Budget for all PDF B activities: $650,000 US

Country-Level Tasks (with input and assistance, as needed, by Project management and consulting team)

· Establish National Project Steering Committee and National Project Advisory Committee;

· Host national Project meetings or workshops;

· Conduct rapid assessments of national health care waste infrastructure;

· Identify potential model health facilities;

· Forge MOU with model hospitals;

· Help secure agreement among stakeholders;

· Work with Project technical consultants to conduct facility-specific assessments and to develop waste minimization/management plans;

· Provide participants for international Project planning meetings;

· Assist in the preparation of agreed country implementation strategy reflecting inputs received;

· Assure the creation of a close consultative and collaborative relationship between the Project and the national authorities who are responsible for preparation of the Stockholm Convention National Implementation Plan;

· Identify an appropriate national process for utilizing and disseminating Project results; an appropriate process for convening a National Conference on Health Care Waste Management; and an approach for reviewing national policies legislation, and reforming them if needed and appropriate; 

· Help identify tasks and costs associated with setting up and sustaining a national or regional health care waste management expert training program;

· Assist in securing and documenting Project co-finance including both in-kind co-finance and, as appropriate, cash co-finance; and

· Help in planning a budget for full Project country activities as part of the preparation of the Project Brief.

Management and Consulting Team Tasks

Through both country missions and long-distance communications, the Project management and consulting team will provide Project management, technical assistance and coordination. It will, inter alia:

· Help with country workshops and facility-specific training programs;

· Assist in the identification of stakeholders;

· Assist in developing a process for identifying model facilities;

· Prepare and provide generic tools for data gathering, assessment and Project planning; 

· Develop generic training programs for facility management and staff;

· Help to adapt materials for local use;

· Assist in facility assessments and planning;

· Establish central information and resource office; 

· Establish a database for gathering and correlating information; 

· Develop a reporting template and compile information from each country; 

· Summarize assessments from each country; and

· Help identify technical assistance providers. 

The Project management and consulting team will organize and host an international meeting with representatives of all participating countries at which the outcomes of national Project planning activities in all seven countries will be presented and reviewed. Then, based on the planning activities and the outcomes of this international meeting, it will prepare a GEF Project Brief for submission to the GEF Council; and following Council approval, will prepare a UNDP Project Document.

16 Response to Reviews:

The GEF Secretariat review of the Concept highlighted five areas/issues that should be addressed; these are listed below followed by reference to sections within the Concept where each have been addressed.

1. More detailed description of envisaged interventions and how they would reduce POPs by-products emissions

Section 9.2.1, p. 14-15

2. Analysis of sustainability issues

Outcome E, p. 20

3. Criteria/rationale for working in multiple countries and the choice of participating countries

Section 8, para. 1, 2, 3, footnote 21, p.8

4. Anticipated size of co-financing

Section 1, p.1

5. Clarification of envisaged execution arrangements and role of project proponents


Section 11-12, p. 20-22

� The study is titled: “Dioxin Sampling and Analysis Program in Thailand” PN 1997.2001.2-001.00, prepared by Heidelore Fiedler of the United Nations Environment Programme-Chemicals. It is available on the web at http://www.gtzth.org/library/files/gtzth_1997_2001_2_1.pdf





� “First Technical Working Group Meeting: Sources and Concentrations of Persistent Toxic Substances,” Region VIII, Singapore, 6–9 February 2002. The report is available on the web at http://www.chem.unep.ch/pts/meetings/reg8/TWs/minutes_1stTW.pdf


� “Mercury Assessment in Thailand,” report by the Pollution Control Department, Ministry of Science, Technology and Environment, Thailand, submitted to United Nations Environment Programme (UNEP) Chemicals, October 2001. The report can be downloaded from http://www.chem.unep.ch/mercury


� Mercury assessment reports submitted by governments to UNEP Chemicals for the Global Mercury Assessment can be found in the website: http://www.chem.unep.ch/mercury


� US EPA Mercury Study Report to Congress, 1997


� Public Health Report, July–August 1999


� “Submission by Canada to UNEP Global Mercury Assessment,” Environment Canada, September 2001. The report can be downloaded from http://www.chem.unep.ch/mercury


� “OSPAR Background Document on Mercury and Organic Mercury Compounds,” OSPAR Commission 2000. The report can be downloaded from � HYPERLINK "http://www.ospar.org" ��www.ospar.org� 


� “Mercury: A compilation of the information given by the Contracting Parties with the focus on legislative situation, current uses, stockpiles and releases,” Working Document, Baltic Marine Environmental Protection Commission, Helsinki Commission, Update: October 2001. The report is available on the web at http://www.helcom.fi/a/hazardous/Mercury_Answers_CP.PDF


� US EPA, The Inventory of Sources of Dioxin in the United States, 1998 (Review Draft)


� “Hospital Waste Combustion Study-Data Gathering Phase,” US EPA, December 1988; “Standards of Performance for New Stationary Sources and Emission Guidelines for Existing Sources: Medical Waste Incinerators,” US EPA, January 1996; ”Status of Current HMIWI Efforts,” Fred Porter, US EPA, presented at the Medical Waste Institute, June 2003.


� US EPA, The Inventory of Sources of Dioxin in the United States, 1998 (Review Draft)


� “Dioxin and Furan Inventories: National and Regional Emissions of PCDD/PCDF,” prepared by UNEP Chemicals (Geneva, Switzerland) for the Inter-Organization Programme for the Sound Management of Chemicals, May 1999. The report is available in the web at http//:www.chem.unep.ch/pops/pdf/dioxinfuran/difurpt.pdf


� Table 5a in “Inventory of Releases of PCDDs/PCDFs,” Up-dated Edition, Environment Canada, February 2001. This report is available in the web at http://www.ec.gc.ca/dioxin/download/inventory.pdf


� Regulation to Amend Regulation 347, Section 29, Environmental Protection Act R.R.O.1990


� CBC News, December 20, 2002; The Windsor Star, December 21, 2002; The Standard, St. Catharines, Ontario, December 21, 2002


� On the web at: http://www.healthcarewaste.org/linked/onlinedocs/policy_analysis.pdf


� Healthcare Waste Management Guidance Note (2000), The World Bank Group, Urban Development Division, Infrastructure Group, Environment Department & HNP


� Safe Management of Wastes from Health Care Activities (1999), World Health Organization.


� Kane A, et al., 1999. Transmission of hepatitis B, hepatitis C and human immunodeficiency viruses through unsafe injections in the developing world: model-based regional estimates. Bulletin of the World Health Organization, 1999, 77(10):801–807.


� From UNDP Human Development Report, 2002, HD Indicators:


Country		HD Index	HD Rank   	Country	HD Index	HD Rank


Argentina		.844		 34		Vietnam		.688		109


Poland			.833		 37		India		.577		124


Lebanon			.755		 75		Senegal		.431		154


Philippines		.754		 77





� This approach is already contemplated in the Stockholm Convention, see Annex C, Part V,  Paragraph A (f).


� Under this Project, the concept of best techniques and practices will always incorporate full assurances that public health protection (within the health care institution and also within the broader community) are not compromised.


� 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. 


� Web site: www.noharm.org


� See http://www.noharm.org/details.cfm?type=document&ID=691


� This program is sponsored by the European Commission (PHARE Access Program) and the Heinrich Boell Foundation of Germany. Information on the program is available (in Polish only) at: �HYPERLINK "http://www.otzo.most.org.pl./medyczne/szkolenia"��http://www.otzo.most.org.pl./medyczne/szkolenia�


� See http://www.medwastecontest.org/
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