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PART I: Project Information
	Project Title:
	Improving Healthcare Waste Management in 3 Anglophone West African Least Developed Countries (LDCs), through introducing best practices, monitoring and sustaining existing HCWM treatment capacity and increasing the use of HCWM BAT technologies.

	Country(ies):
	The Gambia, Liberia and Sierra Leone
	GEF Project ID:

	     

	GEF Agency(ies):
	 FORMDROPDOWN 
     FORMDROPDOWN 
       FORMDROPDOWN 

	GEF Agency Project ID:
	     

	Other Executing Partner(s):
	WHO, HCWH
	Submission Date:
	     

	GEF Focal Area(s):
	 FORMDROPDOWN 
  
	Project Duration (Months)
	78

	Integrated Approach Pilot
	IAP-Cities  FORMCHECKBOX 
  IAP-Commodities  FORMCHECKBOX 
 IAP-Food Security  FORMCHECKBOX 

	Corporate Program: SGP  FORMCHECKBOX 


	Name of parent program:
	[if applicable]
	Agency Fee ($)
	712,500


A. indicative Focal Area  Strategy Framework and Other Program Strategies

	Objectives/Programs (Focal Areas, Integrated Approach Pilot, Corporate Programs)
	Trust Fund
	(in $)

	
	
	GEF Project Financing
	Co-financing

	
   FORMDROPDOWN 
 Reduction and Elimination of POPs
	GEFTF
	5,850,000
	     

	 FORMDROPDOWN 
  FORMDROPDOWN 
  FORMDROPDOWN 
 Reduction of Anthropogenic Emissions and Releases of mercury to the environment
	GEFTF
	750,000
	     

	 FORMDROPDOWN 
 CW-2 Program 6 Support Regional Approaches to eliminate and reduce harmful chemicals in waste in LDCs and SIDS
	GEFTF 
	900,000
	     

	 FORMDROPDOWN 
  FORMDROPDOWN 
  FORMDROPDOWN 

	 FORMDROPDOWN 

	     
	     

	 FORMDROPDOWN 
  FORMDROPDOWN 
  FORMDROPDOWN 

	 FORMDROPDOWN 

	     
	     

	 FORMDROPDOWN 
  FORMDROPDOWN 
  FORMDROPDOWN 

	 FORMDROPDOWN 

	     
	     

	 FORMDROPDOWN 
  FORMDROPDOWN 
  FORMDROPDOWN 

	 FORMDROPDOWN 

	     
	     

	 FORMDROPDOWN 
  FORMDROPDOWN 
  FORMDROPDOWN 

	 FORMDROPDOWN 

	     
	     

	 FORMDROPDOWN 
  FORMDROPDOWN 
  FORMDROPDOWN 

	 FORMDROPDOWN 

	     
	     

	Total Project Cost
	
	7,500,000
	0 FORMTEXT 

0



B. indicative Project description summary
	Project Objective: Support national and West Africa regional capacity building and experience exchange between countries to improve all aspects of Healthcare Waste Management
 (HCW) and further increase the use of BAT conform healthcare waste treatment technologies across the region and project countries to reduce releases of unintentional Persistent Organic Pollutants (UPOPs) and mercury (Hg), through: i) Improving the monitoring, management and use of already installed non-incineration healthcare waste treatment technologies to ensure long term sustainability of installed capacity; ii) Increasing the use of BAT conform HCWM technologies; and, iii) Supporting efforts to phase-out/reduce the use of Mercury containing medical devices and dental amalgam (the latter in one project country).

	Project Components
	Financing Type

	Project Outcomes
	Project Outputs
	Trust Fund
	(in $)

	
	
	
	
	
	GEF Project Financing
	Co-financing


	Component 1. 
Build regional and national level technical capacity and awareness on healthcare waste management and mercury phase-out
[Regional and national components]
	TA
	Outcome 1.1 
National (technical) capacity built to assess, plan, and implement waste management and mercury phase-out interventions in healthcare.
Outcome 1.2 Educational capacity for HCWM strengthened.

Outcome 1.3 
National technical capacity for maintenance and repair of HCW treatment technologies built.
	Output 1.1.1
Three (3) teams of national experts (“Master Trainers”) trained at regional level. 
Output 1.1.2 
xx Government (Ministries, Agencies) staff trained on waste management and mercury phase-out.
Output 1.2.1 
At least one (1) certification course on HCWM established in each project country, with a minimum of xx participants trained per country.
Output 1.3.1

xx Technicians/ electricians/enterprises trained on the installation, monitoring, maintenance and repair of HCW treatment technologies.
	GEFTF
	1,176,000
	

	Component 2. 
Improve national policy and regulatory frameworks, coordination, planning and budgetting for  HCWM and mercury.
[National component]
	TA
	Outcome 2.1  
Enabling environment created through improved national policies and regulatory frameworks and national level planning for waste management and mercury phase-out in the healthcare sector.
Outcome 2.2 

National level coordination and decision making for HCWM improved,  HCWM priorities mainstreamed and HCWM budgets approved.
	Output 2.1.1 Assessment of the national policy and regulatory framework for HCWM and mercury phase-out completed and gaps/needs identified. 

Output 2.1.2 Policy/regulatory revisions and/or new measures policy/regulatory prepared for national approval/endorsement
.

Output 2.1.3 National Action Plan updated/adopted including the selection of national priorities and project facilities (up to 1 central or cluster treatment facility, 2 hospitals, and 3 small rural health posts per country) and monitoring approaches. 
Output 2.2.1 National level  Interagency Committee on HCWM established in each project country.
Output 2.2.2 

Mainstreaming of National HCWM priorities (see Output 2.1.3) and the approval of HCWM budgets  encouraged through lobbying targeted at decision makers.


	GEFTF
	1,179,000
	     

	Component 3. Introduce locally suitable and financially viable BEP and BAT approaches for HCWM and support the phase-out of mercury at facility level.
[National and Regional component]


	TA
	Outcome 3.1 
Best (Environmental) Practices for HCWM implemented at 18 project facilities.

Outcome 3.2 
Reduction of xx g-TEQ/yr of UPOPs releases demonstrated.
Outcome 3.3 
Reduction of xx kg/yr of mercury releases demonstrated.
 
	Outcome 3.1.1 

Facility selection criteria, evaluation criteria and technology allocation formula adopted.
Output 3.1.2 

Project facilities assessed and BEP practices and approaches for HCWM
 introduced in each
.
Output 3.1.3 Economic sustainability plans developed for each of the 3 types of project facilities to facilitate financial viability beyond project closure7.

Output 3.2.1 HCWM BAT treatment systems to serve 3 central or cluster facilities, 6 hospitals and 9 health posts procured, installed and made operational. 
Output 3.2.2 Waste recycling programs established in the most successful project facilities
.

Output 3.3.1 
Mercury-free medical devices introduced in at least 9 health posts and 6 hospitals. 
Output 3.3.3 
One (1) safe storage option(s) for phased-out mercury containing medical products established in each project country. 
Output 3.3.4

Mercury containing wastes and devices collected from project HCFs exported for treatment by a certified facility.


	GEFTF
	4,197,000
	     

	Component 4. Monitoring, learning, adaptive feedback, outreach, and evaluation.
	TA
	Outcome 4.1 
Project results sustained and replicated
Outcome 4.2 
Lessons learned and best practices are captured, published and disseminated at national, regional and global level


	Output 4.1.1 
Gender Assessment conducted, M&E and adaptive management applied to project in response to needs, and evaluation findings and lessons learned extracted.
Output 4.2.1 

Project website/ Social media platform established for engagement, sharing good practices, guidance/tools and experiences
.

Output 4.2.2 
Yearly lessons-learned report/publication prepared and disseminated. 
Output 4.2.3 

Case study reports for each project facility prepared.

Output 4.2.4 
End of project publication prepared and disseminated.


	GEFTF
	591,000
	     

	Subtotal
	
	7,143,000
	0 FORMTEXT 

0


	Project Management Cost (PMC)

	 FORMDROPDOWN 

	357,000
	     

	Total Project Cost
	
	7,500,000
	0 FORMTEXT 

0



For multi-trust fund projects, provide the total amount of PMC in Table B, and indicate the split of PMC among the different trust funds here: (     )
C. Indicative sources of  Co-financing for the project by name and by type, if available                                                                                               

	Sources of Co-financing 
	Name of Co-financier
	Type of Co-financing
	Amount ($)

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	 FORMDROPDOWN 

	
	
	     

	 FORMDROPDOWN 

	
	
	     

	 FORMDROPDOWN 

	     
	 FORMDROPDOWN 

	     

	 FORMDROPDOWN 

	     
	 FORMDROPDOWN 

	     

	Total Co-financing
	
	
	0 FORMTEXT 

0



D. Indicative Trust Fund  Resources Requested by Agency(ies),  Country(ies) and the Programming of Funds a)
	GEF Agency
	Trust Fund
	Country/

Regional/ Global 
	Focal Area
	Programming

 of Funds
	(in $)

	
	
	
	
	
	GEF Project Financing  (a)
	Agency Fee (b)b)
	Total

(c)=a+b

	 FORMDROPDOWN 
 
	 FORMDROPDOWN 

	        
	 FORMDROPDOWN 
  
	 FORMDROPDOWN 

	     
	     
	0 FORMTEXT 

0


	 FORMDROPDOWN 
 
	 FORMDROPDOWN 

	        
	 FORMDROPDOWN 
  
	 FORMDROPDOWN 

	     
	     
	0 FORMTEXT 

0


	 FORMDROPDOWN 
 
	 FORMDROPDOWN 

	        
	 FORMDROPDOWN 
  
	 FORMDROPDOWN 

	     
	     
	0 FORMTEXT 

0


	 FORMDROPDOWN 
 
	 FORMDROPDOWN 

	        
	 FORMDROPDOWN 
  
	 FORMDROPDOWN 

	     
	     
	0 FORMTEXT 

0


	 FORMDROPDOWN 
 
	 FORMDROPDOWN 

	             
	 FORMDROPDOWN 
  
	 FORMDROPDOWN 

	          
	          
	0 FORMTEXT 

0


	Total GEF Resources
	0 FORMTEXT 

0

	0 FORMTEXT 

0

	0 FORMTEXT 

0



a) Refer to the Fee Policy for GEF Partner Agencies.

E.  Project preparation grant (ppg)

     Is Project Preparation Grant requested? Yes  FORMCHECKBOX 
   No  FORMCHECKBOX 
 If no, skip item E.
PPG  Amount requested by agency(ies), Trust Fund,  country(ies) and the Programming  of funds
	Project Preparation Grant amount requested:   $                                      PPG Agency Fee:       

	GEF Agency
	Trust Fund
	Country/ 

Regional/Global 
	Focal Area
	Programming

 of Funds
	(in $)

	
	
	
	
	
	PPG (a)
	Agency

Fee
 (b)
	Total

c = a + b

	 FORMDROPDOWN 
 
	 FORMDROPDOWN 

	        
	 FORMDROPDOWN 
  
	 FORMDROPDOWN 

	     
	     
	0 FORMTEXT 

0


	 FORMDROPDOWN 

	 FORMDROPDOWN 

	        
	 FORMDROPDOWN 
  
	 FORMDROPDOWN 

	     
	     
	0 FORMTEXT 

0


	 FORMDROPDOWN 

	 FORMDROPDOWN 

	        
	 FORMDROPDOWN 
  
	 FORMDROPDOWN 

	     
	     
	0 FORMTEXT 

0


	Total PPG Amount
	0 FORMTEXT 

0

	0 FORMTEXT 

0

	0 FORMTEXT 

0



F.  Project’s Target Contributions to Global Environmental Benefits

Provide the expected project targets as appropriate. 
	Corporate Results
	Replenishment Targets
	Project Targets

	1. Maintain globally significant biodiversity and the ecosystem goods and services that it provides to society
	Improved management of landscapes and seascapes covering 300 million hectares 
	      Hectares

	2. Sustainable land management in production systems (agriculture, rangelands, and forest landscapes)
	120 million hectares under sustainable land management
	      Hectares   

	3. Promotion of collective management of transboundary water systems and implementation of the full range of policy, legal, and institutional reforms and investments contributing to sustainable use and maintenance of ecosystem services
	Water-food-ecosystems security and conjunctive management of surface and groundwater in at least 10 freshwater basins; 
	      Number of freshwater basins 

	
	20% of globally over-exploited fisheries (by volume) moved to more sustainable levels
	      Percent of fisheries, by volume 

	4. 4. Support to transformational shifts towards a low-emission and resilient development path
	750 million tons of CO2e  mitigated (include both direct and indirect)
	      metric tons

	5. Increase in phase-out, disposal and reduction of releases of POPs, ODS, mercury and other chemicals of global concern
	Disposal of 80,000 tons of POPs (PCB, obsolete pesticides) 
	      metric tons

	6. 
	Reduction of 1000 tons of Mercury
	      metric tons

	7. 
	Phase-out of 303.44 tons of ODP (HCFC)
	      ODP tons

	6. Enhance capacity of countries to implement MEAs (multilateral environmental agreements) and mainstream into national and sub-national policy, planning financial and legal frameworks 
	Development and sectoral planning frameworks integrate measurable targets drawn from the MEAs in at least 10 countries
	Number of Countries:      

	7. 
	Functional environmental information systems are established to support decision-making in at least 10 countries
	Number of Countries:      


part ii:  project JustiFication

1. Project Description. Briefly describe: 1) the global environmental and/or adaptation problems, root causes and barriers that need to be addressed; 2) the baseline scenario or any associated baseline projects, 3) the proposed alternative scenario, GEF focal area
 strategies, with a brief description of expected outcomes and components of the project, 4) incremental/additional cost reasoning and expected contributions from the baseline, the GEFTF, LDCF, SCCF,  and co-financing; 5) global environmental benefits (GEFTF) and/or adaptation benefits (LDCF/SCCF); and 6) innovation, sustainability and potential for scaling up.  
1) The Global Environmental Problems, Root Causes and Barriers that need to be addressed

The generation of healthcare waste is rapidly increasing across West African countries as a result of expanding healthcare systems, higher utilization of single-use items, and poor segregation practices. The management and treatment of healthcare waste (HCW) however, has been challenging (see subsection on Root Causes and Barriers that need to be addressed). 
To reduce the spread of diseases such as HIV/AIDS, Hepatitis B and C, Tuberculosis from infectious waste, West African countries have been heavily relying on open burning and incineration of healthcare waste for the past decades. Because the capital and operating costs of incinerators and pollution control equipment that meet the Stockholm Convention’s BAT/BEP guidelines are prohibitive in most West African countries, most healthcare facilities rely on the burning of infectious HCW in open pits, burn barrels, or inexpensive brick oven-type “incinerators”, such as De Montfort incinerators. This type of burning and incineration leads to the generation of smoke, dioxins and furans (from now on referred to as “UPOPs”), acid gases, carbon monoxide, particulates, and other incinerator pollutants that could impact patients, health and waste workers, and communities nearby and far away. Some of these pollutants, in particular UPOPs, are considered to be among the most harmful, persistent, and bio-accumulative global pollutants in the world
.

UPOPs have been linked to cancers, developmental and reproductive effects, and impacts on the immune system, while long-term exposure to fine particles increases the risk of cardiopulmonary mortality and lung cancer. Incinerators also release polycyclic aromatic hydrocarbons, which have been associated with various cancers and can produce reproductive, neurologic, and developmental effects. Heavy metals commonly found in incinerator emissions, such as lead, cadmium, and mercury, also have chronic health impacts at trace levels. 

Brick oven-type incinerators, such as De Montfort incinerator, can release up to 40 g-TEQ of UPOPs in air emissions and 0.2 g-TEQ in ash residues per kilotonne of waste burned. While the open burning of healthcare waste results in significantly less UPOPs, the open burning of healthcare waste dumped on healthcare facility premises or just outside of the healthcare facilities’ premises still results in the release of 6.6 g-TEQ of UPOPs in air emissions and 0.6 g-TEQ in ash residues per kilotonne of waste burned
. Based on estimates taken up in the project countries’ NIPs and estimates prepared during the proposal’s preparation, it is estimated that a total of xx g-TEQ/yr of UPOPs is released from the incineration and open burning of healthcare waste each year by the 3 project countries combined. Table 2 summarizes the baseline situation relative to UPOPs releases from health care waste for each of the project countries. 
In order to reduce and ultimately halt the release of POPs at national, regional and global levels, the international community has taken action by initiating the control on the release of POPs through the ratification of the Stockholm Convention on POPs. The Governments of The Gambia, Liberia and Sierra Leone are all parties to the Convention (see Table 1), and have taken action to prepare and update National Implementation Plans. The number of POPs and chemicals related projects developed and implemented with the support of the GEF are very limited for these countries and are predominantly Enabling Activities to support the preparation and updatings of NIPs and MIA (please refer to section 5. Coordination. Outline the coordination with other relevant GEF-financed and other initiatives). Only The Gambia has participatedin a regional GEF project on pesticide management. 
To date, none of these countries
 have been able to benefit from significant interventions to reduce releases of UPOPs, in particular UPOPs generated by the health sector.  
Table 1: Signature and ratification status of the Stockholm and Minamata Convention 

	
	Country
	Stockholm Convention
	Minamata Convention

	1.
	The Gambia
	23/05/2001 (S)

28/04/2006 (R)
	10/10/2013 (S)

	2.
	Liberia*
	23/05/2002 (a)
	24/09/2014 (S)

	3.
	Sierra Leone*
	26/09/2003 (a)
	12/08/2014 (S)


* Least Developed Country (LDC)                               Accession (a); Signature (S); Ratification (R)

Similarly, the use of mercury-containing medical devices (such as thermometers and sphygmomanometers) in healthcare facilities in West Africa is widespread and due to limited availability of low cost mercury-free devices as well as unfamiliarity with their use, the breakage and improper disposal of mercury-containing devices results in significant mercury emissions. On average (based on assessments conducted as part of the PPG phase for the GEF/UNDP/WHO/HCWH Global Medical Waste Project) an average of 2.8 gram of mercury is released per hospital bed per year. This amounts to a total of 22.1 kg of mercury each year for the three (3) project countries combined. Table 2 summarizes the baseline situation relative to UPOPs releases from health care waste for each of the project countries.
Mercury is toxic to human health, posing a particular threat to the development of the child in utero and early in life. Mercury exists in various forms: elemental (or metallic); inorganic (e.g. mercuric chloride); and organic (e.g., methyl- and ethylmercury), which all have different toxic effects, including on the nervous, digestive and immune systems, and on lungs, kidneys, skin and eyes.
To protect human health and the environment from the adverse effects of Mercury, the Minamata Convention was agreed upon in January 2013. The Governments of The Gambia, Liberia and Sierra Leone have all signed the Minamata Convention on Mercury (see Table 1). Nevertheless, no efforts have been undertaken at national level to improve the management of mercury containing medical devices or plan for their phase-out in light of the 2020 Minamata Convention deadline. As such there is an urgent need to support the countries’ Ministries of Health as well as prominent healthcare facilities in initiating the phase-out of mercury containing medical devices, improving the management of waste containing mercury, dispose of collected mercury containing wastes, and functioning as an example to other HCFs to allow for replication of project efforts.  

However, introducing mercury-free medical devices and BAT-conform healthcare waste treatment technologies that would result in a minimization or even elimination of UPOPs and mercury releases would be far from sufficient to help healthcare facilities address core challenges in managing their HCW. The challenges faced by the project countries’ health sector to handle their waste in a satisfactory manner are such that rudimentary, continous and long-term interventions are required, ranging from improving policies and regulations on HCWM at national level to training waste handlers and healthcare providers on how to segregate waste on a day-to-day basis. Ensuring the appropriate maintenance as well as the financial viability of alternate technology solutions is also crucial.
In the case of most project countries, HCWM activities have been underdeveloped or even neglected due to budget constraints and competing development priorities. The 2014 – 2015 Ebola epidemic provided much insight on the actual capacity of various impacted countries (such as Guinea, Liberia, Mali, Nigeria, Senegal and Sierra Leone) to properly manage healthcare waste and in particular manage healthcare waste during epidemics of this size. 
As of January 2016 (WHO Ebola Situation Report, 20 January 2016
) 28,602 confirmed, probable, and suspected cases have been reported in Guinea, Liberia, and Sierra Leone, with 11,301 deaths since the onset of the Ebola outbreak. The majority of these cases and deaths were reported between August and December 2014, after which case incidence began to decline as a result of the rapid scale-up of treatment, isolation, and safe burial capacity in the three countries. 
In most cases it was observed that the necessary and required capacity for healthcare waste management was severely underdeveloped, jeopardizing the safety and health of health workers, patients and communities. A factor that played a large role in this was the volumes and the types of wastes, which were considerably larger and quite different from the types of HCW produced in the absence of an epidemic, however it should be also kept in mind that another important factor was that prior to the crisis poor or non-existent healthcare waste management systems were the norm, a situation that was further exacerbated by the crisis.  
An important observation from the national and international support response to the Ebola outbreak is that many healthcare facilities situated in Guinea, Liberia and Sierra Leone have been provided by international aid organizations and agencies with healthcare waste treatment technologies (mostly incinerators) as part of Ebola response aid. However, as often no support was provided in installing the technologies, testing them, training staff in their use, maintenance and repair, and healthcare facilities lacked the necessary financial resources to run the technologies or the generators that powered them, most of those remain uninstalled/unused to date. 
The key in improving the healthcare waste management cycle appears to be to aim for long term interventions, continuous day-to-day coaching and monitoring focusing on capacity building, training and awareness raising of decision makers and healthcare professionals that bring about a slow but lasting changed mindset vis-à-vis waste and infection control in and around healthcare facilities. This would manifest itself in improved daily waste practices, fewer incidences of Hospital Acquired Infections (HAI) (“nosocomial infections”)
, and thus healthier patients and staff. Such interventions should go hand in hand with the establishment of an enabling environment, encompassing an improved regulatory and policy framework for HCWM, yearly budget allocations for HCWM; government commitment, leading to a prioritization of HCWM by health ministries and donor agencies; recognized educational and training opportunities in waste management; and having rudimentary solutions for municipal solid waste collection and disposal for any HCWM project to become effective. 

That said, in order for the proposed project to improve the HCWM situation in the proposed 3 countries, the following root causes and barriers need to be addressed:  
Root Causes and Barriers that need to be addressed 
I. Limited Awareness on the dangers of infectious waste, UPOPs and Mercury: Although the level of awareness and technical knowledge varies among the project countries, in general there is a very low level of awareness on proper waste management practices and the risk of infection, injuries and exposure to hazardous and toxic chemicals that result from unsound HCW practices. This presents a major barrier to the effective implementation of any HCWM solutions. The low level of awareness, within the healthcare system in general and at healthcare facility level in specific on safe and sound HCWM practices (and often Infection Control) is alarming. 
First and foremost, to overcome this barrier, the proposed project would have to support training, capacity building and continuous coaching at project healthcare facilities level that would focus on setting up a HCWM committee; waste segregation; use of colour coding for plastic bags and/or waste receptacles; sharps management; spill clean-up; on-site transportation of waste; safeguarding of waste when temporarily stored; and waste treatment/disposal. 
Segregating HCWM waste properly (of which only 15% - 30% is considered infectious/hazardous) allows HCFs to dispose of at least 70% of their waste making use of the regular municipal/household solid waste management system serving the hospital, while having to treat the remaining 30% of hazardous healthcare waste (often even a smaller percentage). This alone reduces the amount of waste healthcare facilities are required to treat, which in turn can reduce costs to run HCW treatment technologies, reduce the risks to patients, healthcare workers, waste handlers and indirectly reduces the amount of UPOPs generated from burning/incinerating healthcare waste.

Secondly, it is key to instill knowledge on waste management in healthcare professionals as early on as possible. This can be achieved initially during their studies and training, to be followed up by yearly refresher courses provided/encouraged by the HCFs where these healthcare professionals end up working at. 
To create basic knowledge on waste segregation and practices, the proposed project should establish at least one (1) national curriculum on HCWM in each project country, preferably embedded in an existing medical faculty/medical training institution, to ensure that each healthcare professional trained at that facility is required to pass a HCWM module. Furthermore, such a HCWM training course should be made accessible to healthcare professionals and HCWM focal points in the country in order for them to be able to obtain a certificate in HCWM, whether as part of their studies or as encouraged by their employers/healthcare facilities. Successful experiences from neighboring countries can be drawn upon for this to be achieved.  
II. Lack of commitment to HCWM at national level, both in terms of policies and regulations, budget allocations and regular monitoring: Table 2 summarizes the baseline situation relative to the HCWM policies and regulations in place in each of the project countries. As can be seen, all three project countries have a National Healthcare Waste Management Policy/Plan in place while some have approved National Standards and Procedures for HCWM, HCWM guidelines or a HCWM monitoring plan (for example: Liberia, Sierra Leone), although these often need to be strengthened. 
An even greater concern in most project countries is not the availability of such policies, guidelines and standards, but a lack of monitoring, coaching and capacity building provided by relevant ministries and government agencies in supporting HCFs to implement the existing policies, guidelines and (if available) standards, and generally to improve their HCWM practices. The latter is often a direct result of HCWM not being a priority of decision makers. This lack of commitment is further manifested by the absence of a national HCWM budget allocation which could be used by HCFs to spent on HCWM related activities and HCW treatment equipment. In particular for public HCFs is it challenging to free-up funding (which is often sparse) to spend on the treatment of healthcare waste (e.g. running of an incinerator/autoclave; hiring/engaging a HCWM focal point; purchasing sharps boxes and waste bins and liners; or even providing regular HCWM training at facility level). 
To overcome these barriers, it is critical to create awareness among decisions makers on the importance of HCWM, and to work towards integrating HCWM related priorities in national plans and related health sector budgets to ensure that a portion of such budgets can be allocated to hospitals for HCWM on a yearly basis (whether these treat the waste themselves or have it treated by an external party). Furthermore, it would be important to work with respective Ministries of Health to convince them to recognize that a HCWM/Infection Control staff position in a hospital is key, which would allow hospitals to receive budgets to establish such a position. 
In addition, it will be important to build the capacity of government ministries and entities to support HCFs in implementing HCWM priorities, starting with the establishment of a HCWM Interagency Committee in each project country (building upon existing water and sanitation - WATSAN - committees); training government officials, national experts and trainers-of-trainers on BEP and BAT for HCWM; and finally building government institutional capacity to help strengthen the existing HCWM policy and regulatory frameworks, develop national action plans for HCWM and mercury phase-out as well as monitoring. 
III. Absence of basic services that would allow for improved HCWM practices: 
A major challenge in some of the project countries and in particular for hospitals and healthcare facilities located outside of larger cities or the country’s capital is often the availability and access to basic services, including a connection to the electricity grid (and having sufficient hours of electricity a day); to a water supply network (and having sufficient hours of water a day); connection to a sewage system; and last but not least being serviced by a municipal solid waste management system on a regular basis. 
These 4 services are basic requirements that would allow a good functioning healthcare waste management system to be put in place. Without electricity it is unlikely that a hospital can run any HCW treatment technology that is conform with BAT requirements, and as hospitals in the 3 project countries often have very limited funding, they are unlikely to spend it on fuel for generators. Thus without electricity they will likely resort to open burning, or incineration in small type incinerators (non-BAT conform) for which little fuel is required. Other barriers for such hospitals are that non-incineration technologies cannot be operated without good electricity and water connectivity. Hospitals that do not benefit from regular waste haulage will resort to burning all their wastes (infectious or not) in the open or in waste pits. 
Improving access of hospitals to electricity, water, sewerage and/or waste collection services, is generally not the objective of a GEF Chemicals and Waste project, such support is generally provided through large-size International Financial Institutions (IFI) supported investment projects or development projects and programmes
. That said, the proposed project will aim to implement the following various approaches that would assist HCFs to improve their HCWM systems: i) Select and support hospitals that have access to water, electricity, sewage and waste collection services and which can “host” a waste treatment technology with a sufficiently large capacity that can also be used (for payment) by surrounding HCFs to have their waste treated; ii) Establishing Centralized Treatment Facilities (operated by a HCF or private sector operator) that could serve a number of close-by HCFs; and finally iii) Introducing HCWM solutions in more remote locations which cannot be connected to a number of basic services (e.g. waste collection, sewerage, etc.) to help them implement locally suitable solutions (e.g. composting, biodigester, vermicomposting, needle cutters, among else). The possibility of coupling proposed technologies with renewable energy solutions to provide basic services (for electricity generation and/or water supply) will also be considered.
IV. Absence of knowledge on how to install, operate, maintain and repair HCWM technologies: 

As mentioned previously, an important observation from the national and international response to the Ebola outbreak was that many healthcare facilities located in Guinea, Liberia and Sierra Leone had, within a very short period, received healthcare waste treatment technologies (mostly incinerators). In certain cases, Ebola Treatment Centers (ETCs) or Healthcare Facilities received several very different technologies from various donors/agencies. Unfortunately, in most cases (as distributors of these technologies are often not located in the region and were not involved in their installation, or do not have local suppliers / after sale agreements) no support was provided in installing the technologies, testing them, training staff in their use, maintaining and repairing them. In case the latter was done, because of rapid staff turnover and the limited time that was spent on training and in particular on follow-up monitoring and coaching, these technologies were not in full operation. In combination with the fact that many healthcare facilities lack the necessary financial resources to purchase the fuel that is required to run the technologies or the generators that power them (in case there is no electricity grid), most of these technologies remain uninstalled/unused to date. 

A major challenge for these Ebola outbreak impacted countries has been that an enormous amount of support and technologies were provided within a very short period of time, and obviously in very specific situations of health emergency. This short time and emergency mode have not allowed users to get fully used to the new waste approaches, change people’s mindset vis-à-vis waste and become familiar and confident in the use, operation, maintenance and repair of new technologies. If waste workers are not feeling confident and have not adopted new habits in dealing with wastes, they might go back to what they know best, which is to burn all the waste in an open pit or burry it, whether this presents risks of infection and environmental pollution or not.  

That said, although challenges are different in non-Ebola impacted countries, the situation in terms of non-functional HCW treatment technologies is one that is more often observed than not. However, in those cases, installed waste treatment equipment (in most cases an incinerator, but sometimes also autoclaves) are often not working anymore or are being operated in a completely inadequate manner, because the hospital does not spend any budget on maintaining and repairing the incinerator (whether it does not have the funding to do so, or prefers to spend budget allocations on more pressing human health issues). Collapsed chimneys, disconnected fuel supply lines, stolen metal parts, broken or missing incinerator doors, cracks in walls or outer shells, etc. are the norm. Hospitals often do not seem to take full ownership of the treatment technology, and once it breaks down, go back to open burning of the waste or simply mixing it with household waste for it to be picked up by the waste collection companies.  
For the proposed project to address the above mentioned challenges and ensure that introduced healthcare waste management technologies remain in operation, are used, maintained, repaired, and monitored, the project anticipates to support the following interventions: i) Improve national level coordination between key stakeholders on HCWM interventions, including the allocation of HCW technologies (including the type of BAT technologies that fit local circumstances, prioritization of recipients healthcare facilities, etc.); ii) Training of government officials, national experts and trainers-of-trainers on suitable technologies for HCWM; iii) Training of technicians/electricians/enterprises on the installation, monitoring, maintenance and repair of HCW treatment technologies; iv) Providing Basic HCWM training to HCFs and staff, and provide weekly coaching to HCF staff to ensure that new practices continue to be used and staff become used to handling waste in a different manner; v) Ensuring that minimal financial resources are allocated to HCWM at national level (which would translate to budget allocations for HCWM at HCF level) while at the same time introducing requirements for facilities to dedicate an operational budget to HCWM; this would allow/incite hospitals to spend money and/or basic necessities for HCWM (WHO approved sharps containers, needle cutters, colour coded bins and bin liners, etc.), but also for the maintenance and repair of treatment technologies (or covering fees for infectious waste being treated by an third party) and paying the salary of an Infection Control / Waste Management; and v) Institute basic monitoring procedure for HCWM systems and HCWM technologies at HCF level and government level. 
V. Limited knowledge of and access to mercury-free medical devices and products: 

The use of mercury-containing medical devices (such as thermometers and sphygmomanometers) in healthcare facilities in West Africa is widespread and due to limited availability of low cost mercury-free devices as well as unfamiliarity with their use, the breakage and improper disposal of mercury-containing devices results in significant mercury emissions.

Even though the Governments of The Gambia, Liberia and Sierra Leone have all signed the Minamata Convention on Mercury (see Table 1), no efforts have been undertaken at national level to improve the management of mercury containing medical devices or plan for their phase-out in light of the 2020 Minamata Convention phase-out deadline. 
As such there is an urgent need to support the countries’ Ministries of Health in preparing regulatory meansures (e.g. import bans, phase-out measures) that would support the phase-out of mercury containing medical devices and products and monitor their implementation. Additionally, there is an urgent need to support prominent healthcare facilities in initiating the phase-out of mercury containing medical devices, introducing the use of mercury-free medical devices and products at HCF level (and thus creating a local market and increase availability and choice), and improving the management of phased-out/broken mercury containing medical devices. By doing so, these facilities can function as an example to other HCFs to allow for replication of project efforts. 

Without funding from the Global Environment Facility (GEF) the above listed barriers and root causes are very unlikely to be overcome. Without this project, West African countries will remain unable to significantly improve their HCWM practices and reduce their emissions of mercury and UPOPs originating from the health sector to help them comply with the Stockholm and Minamata Conventions. Those currently being exposed to UPOPs and mercury emissions resulting from health care, as well as the global environment, will continue to remain at risk.  
2) the baseline scenario or any associated baseline projects
Table 2: Summary of preliminary baseline for the participating project countries and associated baseline projects 
	HCWM (T/yr), UPOPs(g-TEQ/yr), Hg (g/yr) generation/emission rates 
	Summary of HCWM Situation - Policy and Regulatory Framework

	Technological aspects / Practices

	International framework and commitments

	
THE GAMBIA


Lack of systematic segregation of HCW and mixing with household wastes.
	HCWM Practices:
· In most instances the infectious and non-infectious waste are not segregated and handling poses serious challenges as it was not labelled, either on the bin or the plastic lining (World Bank, 2014).

· In most health centres there are no appropriate temporary storage facilities and where they are available they are not secured or appropriate (World Bank, 2014)

· Infectious and non-infectious wastes are mixed and dumped at the landfills. 
· The waste is ultimately being burnt and a lot of toxic smoke is released into the environment, affecting the nearby residents (World Bank, 2014).
· For most of health centers in the regions, staff were not even digging a pit. Waste was just being heaped on the surface and burned later.
	- Basel Convention: 1997
- Stockholm Convention: 2006

- Minamata: 2013 (signature)

- Libreville Declaration: 2008
Inter-country collaboration is carried out through the Economic Community of West African States (ECOWAS).

	HCWM Baseline projects

	· World Bank grant amounting to US$ 850,000 to implement a pilot project and prepare an investment operation using the Results Based Financing for Health approach.
· Training programme as part of the Environment Capacity Building Programme (Environment CaB) under the Statistical, Economic and Social Research and Training Centre for Islamic Countries (SESRIC, as part of OIC, Ankara, Turkey). See: http://observer.gm/stakeholders-trained-on-waste-harmful-substances/.
· Medical Research Council (on tropical diseases) in Gambia supported the installation of 3 new incinerators in 2014 (http://www.addfield.co.uk/blog/tag/gambia/).
· Recycling of plastic waste in the Gambia, case study (http://crmb.aizeonpublishers.net/content/2013/2/crmb29-45.pdf).
· Oral health project by the Universität Witten/Herdecke (Germany) - http://www.uni-wh.de/en/university/student-initiatives/oral-health-project-gambia/

	
LIBERIA

	As per the 2008 NIP, emissions of dioxins and furans in 2006 from incinerators in the medical waste scetor were estimated to reach: 0.6 g TEQ/t/year (air) and 0.003 g TEQ/t/year (residues). This does not include releases from the open burning of waste at HCFs.
Healthcare Facilities:

· Number of hospital beds: 0.8 / 1000 inhabitants (CIA Factbook, 2010)
· Based on a population of 4.29 million (2013), the number of hospital beds is ca. 3,435. This order of magnitude is confirmed by the HCWMP (World Bank, 2012) which indicates 3,324 hospital beds as of October 2009. 
· Based on an average 2.8 g of Hg per bed/yr, estimated releases are ~ 9.6 kg of Hg/yr.
Liberia had a total of 618 healthcare facilities in 2010 which increased to 725 in 2014 (MoH, 2014). These includes hospitals (35), health centers (51), clinics (639) and laboratories/pharmacies. Some are government owned (396) facilities, private for profit (98), and private non-profit/ faith-based-NGO-funded (73)  (Emery and al., 2016). The estimates in the HCWMP (update of 2012) were lower (509 facilities).
Weight of medical waste
· The HCWMP (World Bank, 2012) estimated that among surveyed facilities the generation of infectious waste was on average 0.137 kg/bed/day. 

· Estimated waste generation rate for bio-hazardous waste is about 0.2 kg/bed/day for inpatients and 0.01 kg/day for outpatients” (World Bank, 2012).
· An annual increase of 7% for the complete healthcare waste stream can be assumed (given Liberia‘s relatively low population growth, and economic development). The main element for amount reduction would be the improvement of the healthcare waste management system.
Dentists: it was estimated that there were 4 dentists in Liberia in 2008 (UN World Health Statistics, http://knoema.com/).

	Regulatory Framework:

No specific regulatory framework for HCWM exists. The most relevant law is the public health law (1975). Environmental sanitation is covered in Part III,. §21.1 specifies that improper management of waste can result in nuisance which is prohibited in accordance with §21.2 (World Bank, 2009). A permit for waste treatment is required under the National environmental policy.
Strategy / Action Plan:

· Investment plan for building a Resilient Health system in Liberia, 2015-2021 (MoH, 2014), prepared in response to the Ebola epidemy.
Guidelines:
· Guidelines / HCWMP for the Safe Management of Health Care Waste from the Health Care Sector in Liberia (World Bank, 2009 - http://mohsw.gov.lr/documents/Health%20Care%20Waste%20Management%20Plan.pdf).
· Updated HCWMP (World Bank, 2012) - http://www.mohsw.gov.lr/documents/Liberia%20HCWMP.pdf
“there is an urgent need for the government of Liberia to develop a set of guidelines to manage healthcare

waste as well as well-formulated waste minimization

strategies for HCWM” (Emery and al, 2016).

	Assessments:

· Assessment of Medical Supplies and Medical Waste Management in Liberia (MoH, 2009) - http://liberiamohsw.org/MOH%20Health%20Care%20Waste%20Management_FinalReport.pdf 

· In 2006, the NIP (Stockholm Convention, prepared with UNIDO) noted: “Disposal of medical waste in small and poorly controlled incinerators were found to be a source of PCDD/PCDFs in surveyed locations. Based on these results it was concluded that thermal treatment of medical waste generates air pollution from hospitals in Liberia.

At the time of the NIP (prepared in 2006 and submitted in 2008), Liberia counted 6 kiln incinerators for medical waste treatment, with a maximum capacity estimated of15 t/year. The furnaces were semi-continuous, uncontrolled, poorly built batch type – mode combustion without air pollution control (APC) system. The emission factors in this case are estimated to be 40,000 μg TEQ/t to air and 200 μg TEQ/t to residues.

· In 2014 it was estimated that “43% of HCFs had no functional incinerators” (MoH, 2014).
· A 2010 article estimated through a survey that 71% of medical facilities had no knowledge on medical waste management (Bejamin et al. 2010). 

Updated HCWMP (World Bank, 2012).
· “As the treatment costs of an incinerator are approximately 3 times higher, and those of a microwave system approximately 2 times higher, for the future treatment of infectious waste by alternative technologies, the set up of autoclave systems with a fractionated process cycle (pulsing of steam shots) is recommended (HCWMP, 2012).

HCWM Practices:

“Health Care Waste Management Practices in Liberia: An Investigative Case Study”, 2016, V. Emery David Jr. and al, http://waset.org/publications/10003531/health-care-waste-management-practices-in-liberia-an-investigative-case-study
· No centralised treatment facility in Liberia
· Inadequate segregation of waste at source posing threats to waste handlers
· Waste collection on average twice a week.
· Storage facilities in poor condition. On-site storage facilities not secured and sanitized.
· Inappropriate equipment was used.
· Incineration facility operated by unskilled personnel. Operators of incinerators do not wear protective clothing. Incineration process not subject to internal and external monitoring as well as proper maintenance and inspection. Incineration of waste conducted at low temperatures. Incineration ash improperly disposed of. 
· Burial pits are used for disposal of body parts from surgical procedures.

· HCW transportation: assumed by the Monrovia City Corporation (MCC) for public institutions, and by Zoomlion (private) for private HCFs: There are no procedures for the transportation of wastes. open tractors pass through residential areas, increasing potential risk to the environment and public health.
· Landfilling: The most commonly practiced disposal method. In open dumpsites, health care waste is randomly mixed with general domestic waste and buried or occasionally burnt.

	- Basel Convention: 2004
- Stockholm Convention: 2002

- Minamata: 2014 (signature)

- Libreville Declaration: 2008
Inter-country collaboration is carried out through the Mano River Union (MRU) as well as the Economic Community of West African States (ECOWAS).

	HCWM Baseline projects

	· WHO – programme on Ebola waste -  http://www.who.int/features/2015/ebola-ppe-disposal/en/
· UNDP/GEF/RoK/South-Africa (Guinea, Liberia and Sierra Leone) project “Global Project for Ebola Response – Building national and local capacity for the treatment of healthcare waste in countries impacted by the Ebola epidemic”, as part of which Liberia received 8 autoclaves, shredders and generator combinations. http://www.undp.org/content/undp/en/home/presscenter/articles/2015/03/16/new-technology-to-eliminate-dangerous-toxic-waste-in-liberian-hospitals.html
· Examples of incinerators programmes (Medical Teams NGO): http://www.medicalteams.org/about-us/stories/medical-teams-international-stories/2015/03/13/liberia-update-proper-waste-management-practices-promoted and UNOPS (https://www.unops.org/english/where-we-work/africa/Pages/Liberia.aspx).
· Liberia received two incinerators for a value of US$ 1.5 million (MSF, ICRC) to treat in particular pharmaceutical waste: http://allafrica.com/stories/201511181771.html. Fuel consumption was considered a possible challenge for the future.


	
SIERRA LEONE

	As per the 2009 NIP (UNIDO), the emissions of dioxins and furans in 2008 from incinerators in the medical waste sector were estimated to reach: 2 g TEQ/t/year (air) and 0.01 g TEQ/t/year (residues). This does not include emissions from the open burning of waste at HCFs.
Healthcare Facilities:
· Number of hospital beds: 0.4 / 1000 inhabitants (CIA Factbook, 2006)
· Based on a population of 6.09 million (2013), the number of hospital beds is ca. 2,436 (as per MoH in 2004, 1455 of these were in Freetown).
· Based on an average 2.8 g of Hg per bed/yr, estimated mercury releases are ~ 6.8 kg of Hg/yr.
In 2002, 32 Hospitals and 417 Peripheral Health Units (PHU) were operational in the country (World Bank, 2002).
Nationwide, hospitals managed by the Government make up  68.2%, while those owned by private, mission and NGOs make up 31.8% (World Bank, 2015).

· Freetown’s production of medical waste has been estimated at 727 kg/day (Gogra et al, 2010).
Dentists: It was estimated that there were 6 dentists in Sierra Leone in 2010 (UN World Health Statistics, http://knoema.com/)


	Regulatory Framework:

· No specific policy on HCWM exists. However, in terms of HCWM regulations, Public Health Ordinance (1960), Sections 44, 45 and to a certain degree 50 (World Bank, 2002) apply to HCWM.
· Furthermore, the Environmental Protection Act (2008) and Local Government Act (2004) also apply to the management of (healthcare) wastes.
Strategy / Action Plan:
· Sierra Leone HCWMP first prepared in 2002, updated in 2015 (World Bank).

· National Environmental Health Policy (2000). Currently under review.
· The Integrated National Waste Management Policy (INWMP) and Integrated National Waste Management Strategic Plan for 2012-16 (INWMSP) pertain to waste management in general and are reference texts based on the Policy Health Act (1996/2004).

Guidelines:
HCWM guidelines have been taken up in the Sierra Leone HCWMP (World Bank, 2002) - http://www-wds.worldbank.org/servlet/WDSContentServer/WDSP/IB/2003/04/05/000094946_03032104003486/Rendered/PDF/multi0page.pdf
On the Ebola crisis: “The disease has also compounded the perennial problems encountered by the government in managing waste and other sanitation issues. This sector had suffered inadequate and

ageing infrastructure, and man power”. A specific chapter was included in the 2015 update of the HCWMP: “Health Care Waste Management during

Health Emergencies”. The chapter only mentions incineration as a waste treatment option.
	HCWM Practices:

· Medical waste diposed of with regular waste at landfills (Gogra et al., 2010).
· In the 2009 NIP, it was noted that there was one functioning incinerator at Makeni Government hospital, but which was of very simplistic design.
· The HCWMP (2002/2015) indiate a low level of capacity on HCW at healthcare facility level; lack of systemic guidelines; and problems with equipment.
Technology: 
· “Treatment of infectious waste through incineration, or by disinfection (including autoclaving) is a problematic area in Sierra Leone […] In the case of disinfection, residues from these processes should still be treated as special wastes, unless a detailed bacteriological analysis is carried out.” (World Bank, 2015).

· The HCWMP (2015) mentions both incinerator and non-incineration technologies as possible technologies for the treatment of HCW. 
	- Basel Convention: Did not ratify
- Stockholm Convention: 2003

- Minamata: 2013 (signature)

- Libreville Declaration: 2008
Inter-country collaboration is carried out through the Mano River Union (MRU) as well as the Economic Community of West African States (ECOWAS).

	HCWM Baseline projects

	· UNDP/GEF/RoK/South-Africa (Guinea, Liberia and Sierra Leone) project “Global Project for Ebola Response – Building national and local capacity for the treatment of healthcare waste in countries impacted by the Ebola epidemic”, as part of which Sierra Leone received 10 autoclaves, shredders and generator combinations: http://www.undp.org/content/undp/en/home/presscenter/pressreleases/2014/12/22/sierra-leone-undp-begin-eco-friendly-disposal-of-ebola-medical-waste-.html
· World Bank, Sierra Leone – “Ebola Emergency Response Project”.
· Addfield incinerators used against Ebola outbreak : http://www.addfield.co.uk/blog/incinerators-are-being-used-to-help-fight-ebola/
· JICA – rehabilitation of an hospital incinerator in Freetown - http://www.jica.go.jp/project/english/sierraleone/0605501/news/general/100228.html



*For the majority of the candidate countries no information on Mercury releases was readily available, in those cases an average of 2.8 g/bed/a is applied for calculations. 

3) The proposed alternative scenario, GEF focal area
 strategies, with a brief description of expected outcomes and components of the project

In order to address the challenges that Anglophone West-African countries face with respect to the sound management and disposal of healthcare waste, reducing mercury emissions, as well as meeting their obligations under the Stockholm and Minamata Conventions, the project proposes the following major activities: 
Component 1. Build regional and national level technical capacity and awareness on healthcare waste management and mercury phase-out
This project component’s objective is, as reflected in the associated Outcome 1.1, Outcome 1.2 and Outcome 1.3 to build much needed technical capacity and awareness on HCWM and mercury phase-out in the West Africa region, both at regional and country levels. This will also allow countries in the region to benefit from each other’s experiences, best practices and lessons-learned, and become familiar with examples that emerge from countries that might be more advanced in certain areas than others. Finally, it would allow countries to draw on regional and national available technical expertise from neighboring countries – strengthening South-South cooperation. 
This project component aims to train national experts at regional level to become the “go-to” experts in each country, who will support the project’s implementation throughout its entire duration and in turn train government staff and healthcare facility staff participating in the project on best approaches for HCWM and mercury phase-out. Furthermore, this component aims to establish a certification course on HCWM in each project country that would allow future healthcare professionals in training to become familiar with their role in HCWM, as well as provide opportunities for healthcare and waste professionals to benefit from a certificate course in HCWM, if they require such training as part of their current occupation. This educational component will build on and be inspired by similar initiatives taking place in neighboring countries, including Northern Africa. Finally project component 1 aims to train technicians/electricians/SMEs on the installation, monitoring, maintenance and repair of HCW treatment technologies, so in turn they can provide services to facilities whenever their technologies require extensive servicing or repairs which for one reason or the other cannot be provided by the facility’s own technicians.  
Outcome 1.1 - National (technical) capacity built to assess, plan, and implement waste management and mercury phase-out interventions in healthcare.
Output 1.1.1 Three (3) teams of national experts (“Master Trainers”) trained at regional level.
Intensive training workshops will be conducted at the regional level (expected to take place in a West African country where a good demonstration project can be observed) to prepare teams of national experts (“Master Trainers”) selected by the countries. The teams will undergo comprehensive training in BAT HCWM systems, analysis and development of policies, conducting waste and mercury assessments, use of GEF/UNDP and WHO tools, national planning, BAT/BEP guidelines, mercury phase-out, international standards, and other technical guidelines. Master trainers will receive intensive training in content, effective teaching methods, evaluation tools, and Training of Trainers programs (number of trainers to be trained for each of the participating countries will be decided upon during the PPG phase of the project). The workshops will bring about a common understanding of project objectives and deliverables; foster regional cooperation and information exchange; reduce project costs; facilitate planning; and ensure consistency with international standards and guidelines.
It is anticipated that throughout project implementation the Master Trainers will in turn provide training to the project (healthcare) facilities, government staff and technicians, and that they will be responsible for the implementation of the project at national level. National Experts will be working out of the facilities they will be supporting on a day-to-day basis.
Output 1.1.2 xx Government (Ministries, Agencies) staff trained on waste management and mercury phase-out.

In order to further develop technical knowledge on HCWM and mercury phase-out, create additional awareness on the importance of HCWM and mercury phase-out and finally create the necessary capacity and ownership within relevant government entities to improve the regulatory and policy framework governing this area (as part of project Outcome 2.1) as well as improve their monitoring and coaching role to support healthcare facilities in improving their practices, the project anticipates to train xx government officials in each of the project countries. 
Training will focus on BAT and BEP for HCWM, analysis and improvement of policies/regulations and standards, planning and budgetting for HCWM (at national and facility levels), integration of HCWM related priorities in planning, monitoring procedures and practices, and other technical guidelines.
Outcome 1.2 Educational capacity for HCWM strengthened
Output 1.2.1 At least one (1) certification course on HCWM established in each project country, with a minimum of xx participants trained per country. 
As indicated in the sub-section on Root Causes and Barriers that need to be addressed, most project countries do not have any educational/training opportunities for HCWM, one of the root causes being that in most countries a role as Infection Control/HCWM specialist at a healthcare facility is not a standard position (and is therefore not budgeted for). However, ensuring that each healthcare professional can do their part in improving HCWM practices requires them to have basic knowledge on HCWM, which can be provided to them as part of their initial training and later on in the form of refresher courses.   
The project aims to establish in each project country (following an assessment of existing educational/training opportunities present in the country) a curriculum (or certificate course) for HCWM that would be incorporated in at least one, preferably several healthcare training institutions (e.g. medical faculty, nursing school). The training curriculum would be built on and take advantage of the 25 training modules and resources
 which were developed by the GEF/UNDP/WHO/HCWH Global Medical Waste project and harmonized with WHO’s reference handbook on Safe Management of Waste for Health-care activities
 and tailored to the project countries’ needs and requirements. 

The programme is expected to train future healthcare professionals as part of their healthcare professional training and would preferably be affiliated with the most recognized medical training facilities in the country. The programme is also expected to be offered as a certificate course, to allow professionals to take the course and obtain a certificate when successfully completed. Initially one of the project’s national experts might be required to teach the course, which later on can be taken over by the institution’s teaching staff. In addition to the establishment of a HCWM training curriculum, this project output is also expected to have trained xx people by the project’s end.  
Outcome 1.3 National technical capacity for maintenance and repair of HCW treatment technologies built.
Output 1.3.1 xx Technicians/electricians/enterprises trained on the installation, monitoring, maintenance and repair of HCW treatment technologies.
An important aspect of the sustained use of healthcare waste treatment technologies is to ensure that this equipment remains functioning. As indicated in the subsection on Root Causes and Barriers that need to be addressed, healthcare facilities have been struggling in the past to keep their equipment operational, this is due to various reasons. Often when equipment breaks down it is not put back into operation because of limited HCF budgets which are not directed towards equipment maintenance and servicing (see also Output 2.2.2). It is also often because the technology distributors and manufacturers (or their representatives) are not located in these countries and cannot provide support easily.  
When technologies show defects that the facilities’ technicians are unable to resolve or feel uncomfortable attempting to fix, these HCFs do not have the means to contact the seller and cover the travel and repair costs as most of the time equipment is bought without extended warranties, nor are healthcare facilities able to find such technical expertise in their respective countries. 
Aspects related to budget allocations for maintenance/repairs (Component 2 – Output 2.2.2), and selecting technologies that do not readily break down or can be serviced by distributors in the region (Component 3 – Output 3.2.1), will be addressed by other project components. However, creating urgently needed local technical capacity to support basic repairs, servicing and maintenance, will be taken on board by the proposed project. 

The project anticipates therefore to conduct training of SMEs, repair shops and technicians/maintenance teams in the operation, maintenance and repair of technologies that will be installed as part of the project (e.g. through vocational training centers) however SMEs, repair shops and technicians/maintenance teams will also be trained on the operation, maintenance and repair of technologies that have already been procured/installed as part of past HCWM programmes (e.g. supported by WHO, UNICEF, USAID, MSF, etc.). Furthermore, as part of Component 3, the project will explore possibilities with technology providers/distributors to work out longer-duration support to project recipients (CTFs and HCFs). 
Component 2. Improve national policy and regulatory frameworks, coordination, planning and budgeting for HCWM and mercury
This project component’s objective is, as reflected in associated Outcome 2.1 and Outcome 2.2, to further enhance the enabling environment for healthcare waste management and mercury phase-out through improving national policies and regulatory frameworks as well as national level planning, and furthermore to improve national level coordination and decision making for HCWM and mercury phase-out in the health sector. In addition, this project component aims to improve the sustainability of HCWM interventions by supporting the mainstreaming of HCWM related priorities in national health plans and advocating for the approval and allocation of HCWM budgets at national and healthcare facility level. Finally, as it is recognized that the creation of an enabling policy and regulatory environment is only effective if it is accompagnied by regular monitoring and facilitating its implementation, this project component also aims to create necessary government capacity for monitoring the implementation of HCWM practices at facility level through coaching approaches that help facilities implement guidelines and perform in accordance with national regulations and standards. 
Outcome 2.1  Enabling environment created through improved national policies and regulatory frameworks and national level planning for waste management and mercury phase-out in the healthcare sector.
Output 2.1.1 Assessment of the national policy and regulatory framework for HCWM and mercury phase-out completed and gaps/needs identified. 
Once the intensive regional training of the teams of national experts (“Master Trainers”) will be completed, and they return to their respective countries, the national teams (with support of the project coordinator and international expertise when needed) will assess national policies, the regulatory framework, and national plans for HCWM and mercury management in each of the project countries. 

The assessment’s results will be made available in a report format and presented to the project’s stakeholders. Based on the assessment’s findings and additional feedback received from the project’s stakeholders, recommendations for the improvement of the policy and regulatory framework as well as the national HCWM plan, will be formulated and taken up in the assessment report. 
Output 2.1.2 Policy/regulatory revisions and/or new measures policy/regulatory prepared for national approval/endorsement
.

Based on the recommendations resulting from the country assessments and the national consultations, the project will support the development and revision of policy and regulatory measures for HCWM as well as support the drafting/development of any regulatory measures that would be necessary for the project countries to meet their obligations under the Stockholm Convention on POPs (limited to targets and measures related to UPOPs and in particular UPOPs generated from HCW treatment); the Minamata Convention on Mercury (limited to targets and measures pertaining to the phase-out and reduction of Mercury Added Products (Article 4) in the healthcare sector, in particular thermometers and sphygmomanometers). It is assumed that interventions undertaken as part of the project vary greatly by country, based on actual needs and existing gaps.

Although the project cannot be responsible for the approval/endorsement of revised or newly developed regulations/policies, as that is beyond the control of the project, the project will ensure the selection of the proper law-making process (i.e. decrees, guidance, standards, etc. embedded in existing regulations) and provide continuous support and oversight to enable the speedy development and review of an improved policy and regulatory framework on HCWM and mercury phase-out in the health sector. 

Following a best practice from the Kazakhstan PCB project, a working group on regulatory instruments will be established in each project country which will comprise of stakeholder ministries, major beneficiaries (HCFs and CTF), private sector entities as well as those government entities involved in law making processes (e.g. Ministry of Law, Justice, Constituent Assembly and Parliamentary Affairs and other actors involved in law-making), to ensure that the ones that review and approve new regulatory instruments, and the ones that would have to abide by the new policy and regulations, are involved from the start of their development.

Output 2.1.3 National Action Plan adopted including the selection of national priorities and project facilities (up to 1 central or cluster treatment facility, 2 hospitals, and 3 small rural health posts per country) and monitoring approaches. 

Following the assessment of the countries’ national plans for HCWM and mercury management (see Output 2.1.1) and the identification of outstanding gaps and/or needs, the national expert teams (with support of the project coordinator and international expertise when needed) will help revise/develop a national plan for HCWM and mercury and after review by national stakeholders, prepare it for adoption/approval. The national plan will also include an overview of the countries’ main priorities in improving the management of healthcare waste as well as priorities related to the phase-out of the use of mercury containing medical devices.
National plans could include a combination of centralized, cluster, and in-premise treatment systems and their corresponding infrastructures; development or integration of recycling networks and safe disposal sites; establish centralized and in-premise storage for healthcare mercury waste; promulgation of standards for mercury-free devices; the selection of up to three health posts, two model hospitals and one central or cluster treatment facility (partly) based on UNDP GEF and WHO rapid assessments, costing, and other tools; and finally provide a strategy for the type of support to be provided to facilities where HCW treatment technologies have been installed in the past but which require additional assistance to upgrade overall HCWM practices, among many other aspects. 
Outcome 2.2 National level coordination and decision making for HCWM improved, HCWM priorities mainstreamed and HCWM budgets approved.
Output 2.2.1 National level  Interagency Committee on HCWM established in each project country.

One of the challenges that hamper real advances in the area of healthcare waste management remains the limited coordination between various actors in this field. In the fight against Ebola, involved actors and aid organizations put in a lot of efforts to work more closely together to find solutions for healthcare waste management, a critical component in the fight againt the epidemic. However even in countries where WASH Coordination Teams where established and regular meetings took place, each donor organization/agency applied its own HCWM guidelines and approaches. As a result, interventions, applied approaches and technologies varied by donor agency and healthcare facility, and because staff turnover was very high, many health care professionals and most HCFs now find themselves without clear guidance or knowledge on how to manage and dispose of their HCW and operate donated technologies. 
A concise and consistent message on how to deal with HCWM is key. This message needs to be backed-up by government commitment. One of the ways to ensure that interventions in the area of HCWM become more consistent over time is to improve coordination between government entities, hospitals and other actors (such as donor agencies). 
For this purpose the project aims to establish (preferably by government decree), a national HCWM committee in each project country that will aim to improve coordination, collaboration and decision-making on issues pertaining to HCWM (in countries that were impacted by the Ebola outbreak a WASH committee has most likely been established that fullfils this function – in this case the project proposes to ensure that the WASH committee continues to function, further expand its member base and ensure it is recognized through an official decree). The “HCWM” committee will provide a platform for information exchange and improved coordination. Furthermore, the HCWM ICM is expected to provide guidance to the government on pressing issues related to HCWM, support decision making on priority HCWM issues and meet on a regular basis.
Output 2.2.2 Mainstreaming of National HCWM priorities (see Output 2.1.3) and the approval of HCWM budgets  encouraged through lobbying targeted at decision makers.

As previously highlighted, in most project countries the national budget (or the Health Sector’s budget) does not contain an allocation for HCWM. In turn the Health Sector’s budget is translated into HCF budgets, which as a result also do not contain an allocation for HCWM. Without a dedicated budget allocation, it is challenging for HCFs to free-up funding (which is often extremely sparse) to spend on the management and treatment of healthcare waste (e.g. running of an incinerator/autoclave; hiring/engaging a HCWM focal point; purchasing sharps boxes and waste bins and liners; or even providing regular HCWM training at facility level). 

To overcome these barriers, it is critical to create awareness among decisions makers on the importance of HCWM, and to work towards integrating HCWM related priorities in national plans and related health sector budgets to ensure that a portion of such budgets can be allocated to hospitals for HCWM on a yearly basis (whether they treat the waste themselves or have it treated by an external party). Even though such budget allocations would initially appear to be an additional cost, reducing the spread of infections at HCFs and reducing illnesses and health impact results from inadequate HCWM will lead to important costs benefits later on. 
The project therefore aims to create awareness among decision makers, through active lobbying and the dissemination of briefing notes on the issue of HCWM. The project will also try to influence the mainstreaming of HCWM priorities in national development plans and budgets, by participating in relevant meetings leading up to the preparation of these plans/budgets and drafting relevant sections and paragraphs that could readily be taken up in such plans.  
Component 3. Introduce locally suitable and financially viable BEP and BAT approaches for HCWM and support the phase-out of mercury at facility level.
The project component’s objective is, as reflected in associated Outcome 3.1, Outcome 3.2 and Outcome 3.3, to introduce locally suitable and financially viable Best Environmental Practices (BEP) and Best Available Technologies (BAT) for Healthcare Waste Management (HCWM) and the phase-out of Mercury at central treatment facilities
 or cluster facilities
, hospitals and health posts. 
Initially the project aims to support 1 central treatment facilities (each
 serving up to 8,400 beds or 40 hospitals each) or cluster facilities, 2 hospitals (of 300 beds each) and 3 health posts in each of the project countries (a total of 3 central treatment facilitiesor cluster facilities, 6 hospitals (of 300 beds each) and 9 health posts over the whole project). 
After the Mid-Term Evaluation, based on the evaluation criteria and technology allocation formula adopted as part of this project component, the project might extend support to a number of hospitals (up to 4) and health posts (up to an additional 9) in those countries where progress has been such that the health sector and the country are ready for the receipt of additional support.
The ultimate objective of this component is to institute long-lasting sustainable practices for waste management that protect human health and the environment from infectious diseases and the release of Unintentional Persistent Organic Pollutants (UPOPs) and mercury. 
Outcome 3.1 Best (Environmental) Practices for HCWM implemented at 18 project facilities.
Outcome 3.1.1 Facility selection criteria, evaluation criteria and technology allocation formula adopted.
At a regional conference, Government representatives will agree on developing 1 central or cluster treatment facility, and supporting up to 2 hospitals (up to 300 hospital beds), and 3 rural health posts or dispensaries that will receive the initial set of BAT HCW treatment systems and mercury-free devices under Output 3.2.1. 
Facilities will be selected based upon a number of criteria, which will be proposed by the project and fine-tuned and agreed upon by national stakeholders prior to the regional conference taking place.  
Governments will also agree on evaluation criteria and a formula for the allocation of additional HCWM systems and mercury-free devices based on the capacity of countries to absorb additional technologies as determined during the project’s mid-term evaluation.
Finally, Government representatives will take a decision on the scope of the support that would be provided by the project to HCFs which already have had HCW treatment technologies installed, but which require additional “soft” support (e.g. training, capacity building, awareness raising and low-cost disposables) to improve their overall HCWM practices. 

Output 3.1.2 Project facilities assessed and BEP practices and approaches for HCWM
 introduced in each.
As part of Output 1.1.1, three (3) teams of national experts will undergo comprehensive training at regional level in BAT HCWM systems, conducting waste and mercury assessments, use of GEF/UNDP and WHO tools, BAT/BEP guidelines, mercury phase-out, international standards, and other technical guidelines. 
It is anticipated that throughout project implementation these national expert teams (“Master Trainers”) will in turn ensure training, capacity and awareness building for project facilities, government staff and technicians at national level (See Project Component 1) and conduct facility assessments, introduce BEP practices and approaches for HCWM and prepare facilities for the receipt of HCW treatment technologies.  
National experts are expected to be working out of the facilities they will be supporting, rotating on a daily-basis among the facilities in their “portfolio”. This will provide each of these facilities with a “go-to” person, who will be present at least once a week and who can help trouble shoot, conduct monitoring (in tandem with the person in charge of HCWM at the facility) and communicate any successes, lessons-learned and challenges back to the project unit for follow-up or reporting purposes.  
The national experts will also prepare the model facilities for the receipt of HCW treatment systems and mercury-free medical devices. The preparation will include baseline assessments (making use of the UNDP/GEF guidance documents: “Conducting a Baseline Assessment of Healthcare Facilities”; “Estimating Baseline Dioxin Releases from Healthcare Facilities”
; among other useful guidance documents); setting up a HCWM committee; development and adoption of facility-level policies and procedures for HCWM; development of a HCWM plan; providing training, creating awareness and putting up instruction posters (waste segregation; use of colour coding for various waste streams; sharps management; spill clean-up; on-site transportation of waste; safeguarding of waste when temporarily stored; and waste treatment/disposal); and monitoring. 

This project Output will have been successfully achieved for a particular HCF when based on an assessment it has been concluded that BEP has been successfully introduced, indicating the HCF is ready for Output 3.2.1. 
Note: In addition to supporting HCFs that have never received UNDP/GEF support in the area of HCWM, this project component will also extend support (in particular “refresher” support) to facilities that have benefitted from the UNDP/GEF/RoK/South-Africa “Global Project for Ebola Response – Building national and local capacity for the treatment of healthcare waste in countries impacted by the Ebola Epidemic” (Liberia – 8 facilities; Sierra Leone – 10 facilities). 
Although these healthcare facilities might be a bit advanced in terms of healthcare waste management practices as compared to other (“new”) facilities, it is important to acknowledge that these facilities require additional capacity building for HCWM and further improvement can and should be made to ensure sustainability of previous project efforts. At project start, facilities will be assessed and tailored plans for interventions will be drawn up. 
Output 3.1.3 Economic sustainability plans developed for each of the 3 types of project facilities to facilitate financial viability beyond project closure.

As described in the section on “Root Causes and Barriers that need to be addressed”, one of the main challenges faced by HCFs in keeping up their waste management practices seems to be related to limited budget and funding allocations for HCWM. Funding that is necessary to cover refresher training, waste related disposables (bin liners, sharps containers, bins, treatment technologies), staff time for waste management and oversight, cleaners, maintenance of technologies, monthly costs for water, electricity, fuel and waste haulage, etc. 
To ensure that the project’s interventions become more sustainable from a financial perspective, and to provide HCFs and the Ministries of Health with better insight in the costs for HCWM, the project will help develop economic sustainability plans for each of the 3 types of project facilities supported by the project. 

Once these general sustainability plans have been developed, they would preferably (with the support of the national expert teams) be adapted for each of the facilities supported by the project (including those project facilities which only received “soft” project support but no hardware), to provide them with better insight in the financing and budgets necessary for HCWM. This in turn would support facilities in formulating their yearly budget requests directed towards the Ministry of Health.   
Outcome 3.2 Reduction of xx g-TEQ/yr of UPOPs releases demonstrated. 
Output 3.2.1 HCWM BAT treatment systems to serve 3 central or cluster facilities, 6 hospitals and 9 health posts procured, installed and made operational. 
Once the facilities have introduced BEP in a sufficiently satisfactory manner, they would be deemed ready for the receipt of healthcare waste treatment technologies. 
In close consultation between national partners (e.g. Ministry of Health, national working group/committee on injection safety/HCWM), recipient facilities, the national expert team and the project’s international experts, the project will develop specifications for HCW treatment systems that are consistent with Stockholm Convention BAT/BEP Guidelines, that meet local circumstances and needs and fit the requirements of the facilities (taking into consideration the experiences and challenges resulting from the introduction of HCW treatment technologies in West Africa). 
Following agreement on the technology specifications for 1 central or cluster facility, 2 hospitals and 3 health posts in each country will be centrally procured, international bidding procedures will be launched. It is assumed that when the pace of project implementation for certain countries is in sync, procurement procedures for multiple countries could be combined. To ensure that procurement practices are speedy and most cost effective, the project anticipates that procurement of HCWM systems is undertaken by UNDP’s Procurement Support Unit in Copenhagen, following the model used in other (regional) UNDP supported health care waste management projects. 
The project will support the installation of treatment technologies, and support capacity building and training for staff involved in the operation, maintenance and repair of the technologies. Standard Operating Procedures (SOPs) for the operation of the technologies and trouble shooting will also be developed. 
Note: With respect to facilities that have benefitted from the UNDP/GEF/RoK/South-Africa “Global Project for Ebola Response – Building national and local capacity for the treatment of healthcare waste in countries impacted by the Ebola Epidemic” (Liberia – 8 facilities; Sierra Leone – 10 facilities) and have HCWM systems in place, the project will assess the performance and operation of installed technologies, and devise intervention plans for the improved operation of these systems. 
Output 3.2.2 Waste recycling programs established in the most successful project facilities
.
There are various possibilities for reducing and recycling waste from healthcare facilities. However possibilities for recycling depend to a large extent on the capacity of the hospital and its staff to adequately segregate waste streams, disinfect infectious waste and ensure the destruction of certain items (e.g. syringes) to prevent their reuse.

Considering the very rudimentary state of healthcare waste management systems in many of the hospitals and countries, ensuring that best practices for HCWM have been well instituted is critically important before starting to work on the recovery of recyclable materials and recycling itself. 
In Nepal, Bir Hospital (https://vimeo.com/90137654) has been particularly succesfull in the recovery of recyclable materials; construction of a biogas unit for organic and placenta waste and vermicomposting of cotton pads using earthworms, among other activities. These type of interventions are particularly important for healthcare facilities that are not (regularly) serviced by waste haulage companies. 
That said, the proposed project aims to introduce waste recovery and recycling programmes in a number of healthcare facilities that have instituted good HCWM practices (preferably at least 1 or 2 facilities per country so these can function as demonstration sites), however with the understanding that the extent of recycling depends for a large extent on the type of BAT technology selected for a particular facility (e.g. autoclaving vs. incineration vs. heat friction) and will only take place when it is deemed safe (at the discretion of the project and the project’s CTA/coordinator) to support recycling interventions. 
Outcome 3.3 Reduction of xx kg/yr of mercury releases demonstrated.
Output 3.3.1 Mercury-free medical devices introduced in at least 9 health posts and 6 hospitals. 

At the country level, the team of national experts will prepare the project facilities for the receipt of mercury-free devices. Preparation of facilities would start with conducting a baseline assessment of the extent and type of mercury containing products and devices in use, followed by a staff preference study to support the selection of mercury-free alternatives. As part of Output 3.1.2, the national expert team will also ensure that mercury related aspects are taken up in the facilities’ HCWM plans, policies, procedures and guidelines. 
Furthermore, this project component aims to develop/improve mercury waste management practices, by providing training on mercury (waste) management and spill clean-up at HCF level. 
Following the outcomes of the staff preference studies, the project will develop specifications for mercury-free medical devices that meet local needs and fit the requirements of the facilities. Product specifications will de drafted in close consultation with national partners (e.g. Ministry of Health, national working group/committee on injection safety/HCWM), recipient facilities, the national expert team and the project’s international experts. 
Following agreement on the specifications, mercury-free devices for at least 9 health posts and 6 hospitals  (up to xxxx hospital beds total) will be procured through the launch of international bidding procedures. It is assumed that when the pace of project implementation for certain countries is in sync, procurement procedures for multiple countries could be combined. As for HCWM equipment, the project anticipates that procurement of mercury-free medical devices would be supported by UNDP’s Procurement Support Unit in Copenhagen. 
Upon receipt, mercury-free devices will be distributed to each country for use in the model facilities and facility staff will be trained in their use, calibration and maintenance.
Output 3.3.3 One (1) safe storage option(s) for phased-out mercury containing medical products established in each project country.
To ensure that phased-out mercury containing products and broken devices are safely managed and stored until a final solution for disposal has been identified, the project anticipates to set-up a centralized safe interim storage site for phased-out/spent mercury containing medical devices in each of the countries (preferably one centralized storage location per project country). Mercury containing medical devices and wastes, collected as part of prior HCWM related projects/phase-out initiatives would also be considered to be included the stocks of mercury safeguarded as part of this project, but will depends on the quantities concerned.  
Output 3.3.4 Mercury containing wastes and devices collected from project HCFs exported for treatment by a certified facility.

As a pilot demonstration component, the project aims to group mercury containing wastes from the project countries (phased-out as part of HCWM related projects and stored in the centralized locations established as part of Output 3.3.3), and organize for its export for treatment and immobilization/storage by a certified facility abroad. 
This type of activity has never before been undertaken by GEF projects, as such it is challenging to estimate the costs that should be allocated for such an endeavour, nevertheless a preliminary cost estimate will be prepared during the project’s PPG phase. 
Depending on the funding available under the project, a decision would be made after the project’s Mid-Term Review (MTR) by the project’s Regional Project Steering Committee, on how much mercury waste (depending on cost effectiveness, amounts and types of wastes stored in each of the countries, institutional capacity to facilitate export) and from which countries, would be exported for licensed treatment abroad. 
Component 4. Monitoring, learning, adaptive feedback, outreach, and evaluation.
This project component’s objective is, as reflected in associated Outcome 4.1 and Outcome 4.2 to ensure adequate monitoring and evaluation of project progress and results and use monitoring outcomes to respond to project needs and redirect project interventions as necessary. Secondly, this project component’s objective is to ensure that lessons-learned and best practices are captured, published and made easily available at national, regional and global level to allow for the replication of project results and ensure that project experiences are not lost when the project comes to an end.  
Outcome 4.1 Project’s results sustained and replicated.
Output 4.1.1 Gender Assessment conducted, M&E and adaptive management applied to project in response to needs, and evaluation findings and lessons learned extracted.

Project-level monitoring and evaluation will be undertaken in compliance with standard UNDP requirements as outlined in the UNDP POPP and UNDP Evaluation Policy, furthermore additional and mandatory GEF-specific M&E requirements will be undertaken in accordance with the GEF M&E policy and GEF guidance materials. 
In addition to these mandatory UNDP and GEF M&E requirements, other M&E activities deemed necessary to support project-level adaptive management, and the exact role of project target groups and other stakeholders in project M&E activities, will be finalized during the Inception Workshop and will be detailed in the Inception Report. 
In addition, the project aims to undertake a gender assessment during the project’s PPG phase, to help assess the various gender dimensions of the project and its interventions and determine the various ways in which HCWM and associated global pollutants (UPOPs, Hg, etc.) impact various occupational and population groups. Efforts will be made to collect data disaggregated by sex in every project area. This gender assessment will be used to help adjust the design and interventions of the proposed project in such a way that gender equality and women empowerment can be better achieved throughout the project’s implementation. The assessment report will also be published and disseminated at global level to help inform other HCWM related projects.
Towards the end of the project (around the time of the TE) the gender assessment will be updated in order to reflect any changes the project would have brought about contributing towards the achievement of SDG 5: Achieve Gender Equality and Empower all Women and Girls in particular Target 5.5 Ensure women’s full and effective participation and equal opportunities for leadership at all levels of decision-making in political, economic and public life. Efforts will be made to collect data disaggregated by sex in every project area.
Monitoring and Evaluation activities will at a minimum include: Inception Workshop (and Inception Report); Standard UNDP monitoring and reporting requirements as outlined in the UNDP POPP; Monitoring of indicators in project results framework; GEF Project Implementation Report (PIR); NEX Audit as per UNDP audit policies; Supervision missions; Oversight missions; GEF Secretariat learning missions/site visits; Independent Mid-term Review (MTR); GEF Tracking Tool; and Terminal Evaluation (TE). 
Outcome 4.2 Lessons learned and best practices are captured, published and disseminated at national, regional and global level.
Output 4.2.1 Project website/ Social media platform established for engagement, sharing good practices, guidance/tools and experiences
.
South-South Cooperation through exchanges between the countries in the proposed project is critical, in particular because certain countries might be more advanced than others and can guide/demonstrate less advanced countries in improving practices in HCWM and mercury phase-out. To facilitate exchanges between the countries and the national expert teams, to allow easy dissemination of tools and guidance materials applied/used by the project, and to create a repository of all the materials collected and prepared by the project, the project anticipates to establish a website and/or social media platform.

Output 4.2.2 Yearly lessons-learned report/publication prepared and disseminated. 
Even though the Project Implementation Reviews (PIRs), the Mid-Term Review (MTR), and the Terminal Evaluation (TE) report contain sections on lessons-learned, seldomly are these lessons-learned consolidated and made easily available in an easy-to-share format. 
Therefore, at least once a year the proposed project will take stock of the experiences and lessons-learned to that date (preferably coinciding with either the preparation of a Project Implementation Review (PIR), or a Mid-Term Evaluation (MTE) or Terminal Evaluation (TE)), to ensure that this valuable information remains available to interested parties beyond the project’s closure. The project will capture such experiences and lessons-learned in easy to update, sharable and understandable communication materials/publications.
Output 4.2.3 Case study reports for each project facility prepared.
The project will support mutiple types of recipients in improving their practices related to HCWM and mercury phase-out. For each of these project partners (e.g. Centralized Treatment Facilities, Hospitals, Health Posts, etc.) a case study report will be prepared to highlight the project’s approach/strategy used, achievements, lessons-learned and challenges. These case studies will also contain project photos (before and after project interventions) and will be designed in an appealing brochure type manner. The case study reports will be posted on the project’s website and are expected to remain available for many years after the project comes to an end. At least one case study per country should focus on a gender dimension of the project activities/results.
Output 4.2.4 End of project publication prepared and disseminated.

It is uncommon for UNDP as well as GEF projects, to prepare an end of project publication that summarizes everything the project has undertaken and the successes that have been achieved. However, to ensure that other HCWM projects in Africa and elsewhere would be able to benefit from experiences from previously implemented projects, the proposed project anticipates to prepare an end-of-project publication, which will contain all relevant information there is to know about the project, and will constitute the project’s “Knowledge Management” document. This publication will be disseminated using relevant media networks/avenues, including regional conferences related to health and environment.
The GEF Focal Area Strategies

The project is fully consistent with the GEF-6 Chemicals and Waste Focal Area Strategy. 
In support of Strategic Component 2 (CW 2): “Reduce the prevalence of harmful chemicals and waste and support the implementation of clean alternative technologies/substances”, the project will support Program 3: “Reduction and elimination of POPs” and Program 4: “Reduction or elimination of anthropogenic emissions and releases of mercury to the environment.”
The project will contribute to the achievement of GEF’s main indicators as follows:

	Focal Area Objective: Chemicals and Waste II
Reduce the prevalence of harmful chemicals and waste and support the implementation of clean alternative technologies/substances

	
	

	Program 3: Reduction and elimination of POPs

	Outcome 3.1: Quantifiable and verifiable tonnes of POPs eliminated or reduced

	Relevant GEF-6  Strategy Indicator
	Project’s contribution

	Indicator 3.1: Amount and type of POPs eliminated or reduced
	Significant reductions of UPOPs will be achieved in each country by replacing low technology incineration and open burning, commonly used now for treating healthcare waste, with BAT treatment technologies. 


	Program 4: Reduction of anthropogenic emissions and releases of mercury to the environment

	Outcome 4.1: Mercury is reduced

	Relevant GEF-6  Strategy Indicator
	Project’s contribution

	Indicator 4.1: Amount of Mercury reduced
	To be added 



4) incremental/additional cost reasoning and expected contributions from the baseline, the GEFTF, LDCF, SCCF,  and co-financing

5) Global Environmental Benefits

6) Innovation, sustainability and potential for scaling up

2. Stakeholders. Will project design include the participation of relevant stakeholders from civil society organizations (yes  FORMCHECKBOX 
 /no FORMCHECKBOX 
) and indigenous peoples (yes  FORMCHECKBOX 
 /no FORMCHECKBOX 
)? If yes, identify key stakeholders and briefly describe how they will be engaged in project preparation. 
During PIF preparation a wide range of stakeholders have been consulted, the table below identifies the principle institutional, industry, academic, international and civil society stakeholders with whom initial consultations have occurred and those that will be followed up with during the PPG stage. 

          Table 2. Overview of project partners and their anticipated involvement in the project  
	Stakeholder Organization
	Anticipated Role in Project Implementation

	Institutional Stakeholders

	Healthcare facilities and centralized treatment facilities
	The project will partner with facilities identified by each of the countries as demonstration sites.

	Ministries of Health
	Responsible for organizing a safe and environmentally sound management system for the management of healthcare waste generated by all public and private health facilities in each of the countries and facilitate and support various measures directed towards managing the environmental impacts from the health sector. They will be a key stakeholder to ensure that the strategies of the project are appropriately taking into account HCF needs and are effectively rolled out throughout the national health sector.

	Ministries of Environment
	Responsible for providing policies pertaining to environmental protection e.g. such as National Environmental Policies, Environmental Management Acts and their Regulations, programmes and projects. They are essential in ensuring the inclusion of environmental principles of action into the national health strategies.

	Environment Protection Agencies (EPAs)
	Such agencies draft environmental regulations and guidelines; support enforcement and compliance pertaining to environmental protection and pollution control; review and monitor environmental impact assessments (EIAs), facilitate public participation in environmental decision-making and supervise/co-ordinate environmental management issues.  

	Ministries of Finance
	Key stakeholders to be sensitized as they have to be convinced of the appropriate priority setting for adoption of HCF budgets.

	Municipalities (and Ministry of Local Government, MoLG)
	Regulate and supervise waste management in municipalities/districts/councils. 

In towns, in general, the urban local authorities are responsible for the provision of containers for waste collection, the transportation of the waste from the point of collection to the disposal site, proper disposal of the waste as well as management of the landfill/disposal site.

	Pharmacy Board (Chief Pharmacist & National Centralized Procurement Division)
	The Chief Pharmacist can propose changes to the health specific procurement catalogue and advise the pharmacy board on changes and additions to the current offer of devices/products and supplies for public healthcare facilities (e.g. relevant for the introduction of Hg alternatives).

	Principle Industrial/Private Sector Stakeholders

	Private Sector, for example: service providers involved in hospital cleaning, waste collection, central waste treatment, mercury storage, and disposal; entrepreneurs/enterprises involved in the manufacture, sale, distribution, installation, servicing, etc. of non-incineration and mercury-free technologies and related equipment; and laboratories for testing and certification.
	In many of the project countries, the private sector is engaged – through Public Private Partnerships (PPPs) – in the collection and haulage of municipal solid waste, sometimes also hospital waste.

	Professional associations and health alliances, including professional societies of doctors, nurses, dentists, laboratory technicians, infection control professionals, and hospital administrators; associations of hospitals and clinics and public health institutions.
	For example, National Dental Associations can play the following role:

•
The NDA is a key partner in supporting the development of guidelines for best practices pertaining to Hg/dental amalgam management, disposal practices and dissemination of information related to best amalgam practices and guidelines among dental association members. 

•
The NDA can also play an important role in encouraging a ban on the mixing of dental amalgam at dental offices and promoting a shift towards pre-mixed capsules or preferably alternative restorative materials.

	Academic Institutions

	Medical Universities, colleges and medical/nursing schools
	Offer education and training in HCWM at national and facility levels (e.g. diploma courses in Environmental Health for example at a School of Medicine).

	International Organizations

	WHO
	It is the United Nations specialized agency on health with the objective of attainment of the highest possible level of health by all peoples. WHO’s guiding principles related to health-care waste management include promoting sound health-care waste management policies and practices; preventing health risks to patients, workers and the pubic associated with exposure to health-care wastes; support for implementation of the Stockholm Convention on Persistent Organic Pollutants and the Minamata Convention on Mercury; and minimization of human exposure to toxic pollutants. WHO will provide support to Project activities through its headquarters offices and through its WHO field offices. WHO is a reference for all standards and best practices in the medical sector and is the primary UN partner of ministries of health in developing countries.

	Development Partners in the Health Sector
	Donor agencies and international organization support country initiatives through financing, project management and technical expertise in the area of Healthcare Waste Management (e.g. UNICEF, UNHABITAT, International Finance Institutions (IFIs), USAID, JSI, Jhpiego, CDC).

	Civil Society / Non-Governmental Organizations

	Health Care Without Harm (HCWH)
	HCWH is an international coalition of 443 organizations in 52 countries working to transform the healthcare industry so it is no longer a source of harm to people and the environment. HCWH seeks to do this without compromising patient safety or care with the aim of achieving health-care delivery systems that contribute to overall ecological sustainability. HCWH works to phase-out medical waste incineration and mercury devices in health care, minimize the amount and toxicity of all waste generated, promote safer waste treatment practices and secure a safe and healthy workplace for all healthcare workers. HCWH has been partnering with both UNDP and WHO in the past in addressing key issues related to the waste impact of the health sector. For example, it has formed with WHO a Global Initiative to Substitute Mercury-Based Medical Devices in Health Care. It has been partnering with UNDP in nearly all its health care waste management activities, and has disseminated information on project activities and results of the recent UNDP project on health care waste management in the context of Ebola.

	Other NGOs
	CSOs/NGOs supplement government efforts in curbing environmental impacts from hazardous waste practices through targeted interventions at national, regional and global levels – with a more grassroots approach than an administration could achieve. Often NGOs/CSOs are key in creating awareness on health impact arising from HCW and hazardous substances.
The project has the intention to engage active NGOs with a direct interest in POPs and chemical waste management (local and national level) during the project’s PPG stage (project preparation stage) and have them assume an active facilitation role in public and community awareness and engagement activities during project implementation. 


3. Gender Equality and Women’s Empowerment. Are issues on gender equality and women’s empowerment taken into account? (yes  FORMCHECKBOX 
 /no FORMCHECKBOX 
).  If yes, briefly describe how it will be mainstreamed into project preparation (e.g. gender analysis), taking into account the differences, needs, roles and priorities of women and men.
In daily life, men, women, and children are exposed to different kinds of chemicals in varying concentrations. Biological factors — notably size and physiological differences between women and men and between adults and children — influence susceptibility to health damage from exposure to toxic chemicals. Social factors, primarily gender-determined occupational roles, also have an impact on the level and frequency of exposure to toxic chemicals, the types of chemicals encountered, and the resulting impacts on human health. 

The PPG phase of the project will assess the gender aspects of the proposed project, ensure the participation, representation and buy-in of vulnerable workers and community populations in the project's formulation and mainstream gender into all activities to be undertaken as part of the full-size project as per the “UNDP Technical Guide on mainstreaming SMC” and the UNDP guidance note on "The why and how of mainstreaming gender in chemicals management".

Depending on the sector in which particular project activities take place, it might be either women, men or children most at risk from exposure to POPs, PTS and hazardous wastes. For example, in the health care sector, the majority of healthcare staff is female (~ 75%) and as such the impact of the unsound management of various types of waste generated in the health care settings is most likely to have the highest consequences for women and their offspring (as releases of POPs, Persistent Toxic Substances (PTS) and other hazardous substances can bioaccumulate and be transferred to the unborn child in the womb or later through human milk). Similarly, emissions from health care waste treatment facilities, specifically low technology incineration facilities in hospitals and urban areas, can have specific impacts on poorer communities given that they often live if close proximity to such facilities.  
Each and every chemical of concern in a different sector and settings will have different gender consequences. As such the project will assess in more detail the gender aspects of the proposed project during the project’s PPG phase (by conducting a gender assessment – see Output 4.1.1 - during which efforts will be made to collect data disaggregated by sex in every project area) and subsequently design and tailor capacity building and training programmes to the various project beneficiaries, population groups at risk and project stakeholders to enable the project to employ gender sensitive approaches to reduce exposure risks to men, women, children and their families. 
Towards the end of the project (around the time of the TE) the gender assessment will be updated in order to reflect any changes the project would have brought about contributing towards the achievement of SDG 5: Achieve Gender Equality and Empower all Women and Girls in particular Target 5.5 Ensure women’s full and effective participation and equal opportunities for leadership at all levels of decision-making in political, economic and public life. Efforts will be made at that point in time again to collect data disaggregated by sex in every area relevant to the project.
4 Risks. Indicate risks, including climate change, potential social and environmental risks that might prevent the project objectives from being achieved, and, if possible, propose measures that address these risks to be further developed during the project design (table format acceptable). 
Table 3: Project Risks and Risk Mitigation Measures  
	Risk
	Risk Rating
	Risk Mitigation Measure

	1. Unclarity of the roles and responsibilities of the two key ministries in each country (Ministry of Environment and Ministry of Health) in aspects of health care waste management resulting in no leadership, conflicting decisions, duplication, or slow implementation of project components.
	M
	All relevant stakeholders will be actively involved in the project’s proposal planning phase (PPG) during which their roles and responsibilities throughout project implementation will be clarified, agreed upon and taken up in the Project Document.

Furthermore, the project will participate in (or in case it does not exist yet support the establishment) of an Interagency Coordination Mechanism (ICM) that will aim to improve coordination, collaboration and decision-making on issues pertaining to HCWM (in countries that were impacted by the Ebola outbreak a WASH committee has often been established that fullfils this function). 
The “HCWM” ICM will provide a platform for information exchange and improved coordination. Furthermore, the HCWM ICM is expected to take decisions on priority HCWM issues and will on a regular basis liaise with all relevant stakeholders. 

	2. Slow or no development/enhancement, adoption and implementation of national policies and plans on healthcare waste management which are key in creating an enabling environment for replication of BAT/BEP across the country. 
	L
	The project will support ministries in strengthening the national policy and regulatory framework. 
The selection of the proper law-making process (i.e., decrees, guidance, standards, etc. embedded in existing regulations) and continuous support and oversight provided by the project team, will enable the speedy development and review of an improved policy and regulatory framework on HCWM. Following a best practice from the Kazakhstan PCB project, a working group on regulatory instruments will be established which will comprise of stakeholder ministries, major beneficiaries (CTFs, HCFs, etc.), private sector entities as well as those government entities involved in law making processes (e.g. Ministry of Law, Justice, Constituent Assembly and Parliamentary Affairs and other actors involved in law-making), to ensure that the ones that review and approve new regulatory instruments, and the ones that would have to abide by the new policy and regulations, are involved from the start of their development.
Finally, the evaluation and technology allocation formula which will be developed and agreed upon from the start of the project, will encourage countries to accelerate adoption of policies and plans.

	3. Slow or poor implementation of BAT/BEP practices in healthcare facilities, related infrastructures, technologies, mercury phase-out, and/or training programs.
	M
	Memoranda of Understanding (MoUs) with healthcare and centralized treatment facilities receiving project support will outline responsiblities and timelines. Component 4’s evaluation will identify problems and recommend improvements. The evaluation and technology allocation formula will incentivize countries to implement project activities successfully and efficiently.

	4. Technology procurement beset by delays, inadequate equipment, wrong specifications, insufficient number of technology suppliers responding to the bidding announcement, or non-compliance with UN bidding requirements and procedures.
	L
	The competitive bidding process for BAT HCW treatment technologies will be centralized at the global/regional levels (likely undertaken with support provided by the Procurement Support Unit (PSU) in Copenhagen and will adhere to UN requirements and procedures. 
The drawing up of BAT technical specifications will be led by a team of national and international HCWM experts. In order to ensure that sufficient vendors respond to the invitation to bid, the bidding will be posted on the UNDP procurement website, and shared with experts, vendors, and partner organizations worldwide to ensure as wide as possible dissemination.  
As part of UNDP standardized procurement procedures, the regional project will ensure that candidate technologies meet BAT/BEP and other standards.

	5. Little confidence of health care facilities and providers in BAT technologies and mercury-free devices, resulting in continued use of open burning and dumping and mercury devices.
	M
	The project will share technical specifications, standards, test results, and experiences from the current UNDP GEF projects. Model facilities will provide decision-makers with information on non-incineration and mercury-free technologies.
To ensure that project facilities become confident in the day-to-day use and application of Best Environmental Practices (BEP) and Best Available Technologies (BAT), including support in waste segregation, trouble shooting, maintenance and repairs, the project will put at the disposal of each project facility a national expert who will work out of/visit the facility at least 1 day a week throughout the entire duration of the project. This will provide a continuous element of support and monitoring, which is much needed in settings where in the past little to no emphasis was placed on the management of wastes and in particular HCW. 

	6. In certain settings healthcare facilities might not be serviced by waste haulage companies, resulting in healthcare facilities continuing to discard their household waste (and potentially disinfected health care waste) by dumping it illegally or burning it in the open. In such an unfortunate situation, the project will not achieve any GEBs.
	M
	During the project’s PPG phase, the project will agree with national project stakeholders on a set of criteria for the selection of facilities that would be fit to receive project support. The selection of model facilities should be consistent with the priorities of the National Health Care Waste Management Plan and/or a HCWM roadmap when they exist and build on and link to other health systems strengthening efforts supported by the Government or international donor agencies. 
Additional selection criteria for project hospitals
 – The project facility should: 1) Be serviced by a municipal solid waste management company for the collection and transportation of non-infectious household waste or sterilized health-care waste; 2) Have electricity and water supply as well as dispose of water drainage; 3) Be a large waste generator with an underdeveloped HCWM system; 4) Committed to the project’s mission, vision and values; 5) Able and ready to: a) Contribute financially and logistically to set up a health care waste management system comprised of best HCWM practices and a non-combustion treatment technology; b) Allocate human resources for co-operation with the project; c) Remove from use any batch type and poor quality incinerators to be replaced by a non-combustion treatment method; d) Monitor and document HCWM practices and the treatment process in order to meet benchmarks set by the project; and e) Sustain good HCWM practices or its on-site system during and beyond the duration of the project’s duration; 6) Willing to implement a mercury reduction program and to become a mercury-free healthcare facility; 7) Have the potential to implement a recycling program for non-hazardous waste; 8) Be highly visible and influential; 9) Have some experience in the type of monitoring and reporting that would be desired for a UNDP/GEF project; 10) Have established work safety practices; 11) Be a multi-profile hospitals. 


	Overall Risk Rating
	M
	


The project will be monitored and evaluated on a regular basis according to applicable GEF and UNDP procedures for results-based management. An annual reporting exercise in the form of the project implementation review (PIR) will take place, where the project will be tracked for progress against the relevant performance indicators (including application of the POPs tracking tool), evaluated for progress made towards development results, and assessed with regard to its degree of adaptive management and its flexibility to respond to changing circumstances.
5. Coordination. Outline the coordination with other relevant GEF-financed and other initiatives.

The project expects to build on or collaborate with the following international and national initiatives and projects: 

International/Regional Level:

· GEF/UNDP/WHO/HCWH: Demonstrating and Promoting Best Techniques and Practices for Reducing Health-Care Waste to Avoid Environmental Releases of Dioxins and Mercury in Argentina, India, Latvia, Lebanon, Philippines, Senegal, Tanzania and Viet Nam (GEF Grant: 10,326,455 US$; co-financing: 13,544,437 US$).
· GEF/WHO/HCWH/UNDP project “Reducing UPOPs and Mercury Releases from the Health Sector in Africa (Ghana, Madagascar, Tanzania and Zambia)” (GEF Grant 6,453,195 US$; co-financing: 25,810,000 US$).
· UNDP/GEF/RoK/South-Africa (Guinea, Liberia and Sierra Leone) project “Global Project for Ebola Response – Building national and local capacity for the treatment of healthcare waste in countries impacted by the Ebola Epidemic” (2,600,000 US$).
· GEF/UNEP project “AFLDC: Capacity Strengthening and Technical Assistance for the Implementation of Stockholm Convention National Implementation Plans (NIPs) in African Least Developed Countries (LDCs) of the ECOWAS Subregion” (GEF Grant: 8,000,000 US$; co-financing: 8,400,000 US$). 
National Level:
The Gambia:

· GEF
/UNEP project “Enabling activities for the Stockholm Convention on Persistent Organic Pollutants (POPs): National Implementation Plan for the Gambia” (GEF Grant: 450,000 US$; co-financing: 20,000 US$) 

· GEF/FAO (Burkina Faso, Cape Verde, Gambia, Guinea Bissau, Mali, Mauritania, Niger and Senegal) project “Disposal of Obsolete Pesticides including POPs and Strengthening Pesticide Management in the Permanent Interstate Committee for Drought Control in the Sahel (CILSS) Member States” (GEF Grant: 7,450,000 US$; co-financing: 40,040,000 US$)
· GEF/UNEP (Ethiopia, Gambia, Tanzania, Uganda and Zambia) project “Development of Minamata Convention on Mercury Initial Assessment in Africa” (GEF Grant: 913,242 US$; co-financing: 1,129,943 US$)
· QSP TF/UNITAR project “Strengthening Capacities for SAICM Implementation and supporting Globally Harmonized System of Classification and Labelling of Chemicals (GHS) Capacity Building in the Gambia” (QSP TF: 250,000 US$) 
· QSP TF/ CILSS (Burkina Faso, Chad, Gambia, Mauritania and Niger) project “Strengthening pesticide management in the Sahel Institute of the Permanent Interstate Committee for the Drought Control in the Sahel (CILSS) member States” (QSP TF: 247,066 US$)
Liberia
:

	· GEF/UNIDO project “Enabling activities to facilitate early action on the implementation of the Stockholm Convention on Persistent Organic Pollutants (POPs) in Liberia” (GEF Grant: 372,000; co-financing: 0 US$)
· GEF/UNIDO project “Enabling Activities to Review and Update the National Implementation Plan for the Stockholm Convention on Persistent Organic Pollutants (POPs)” (GEF Grant: 160,000 US$; co-financing: 235,000 US$) 
· QSP TF/UNITAR project “Developing a National Chemicals Management Profile, developing a national SAICM capacity assessment and holding a national SAICM priority setting workshop in Liberia” (QSP TF Grant: 71,050 US$)
· QSP TF/UNDP/UNEP project “Liberia, UNDP, and UNEP Partnership Initiative for the Integration of Sound Management of Chemicals Considerations into Development Plans and Processes” (QSP TF Grant: 250,000 US$) 




Sierra Leone: 

· GEF/UNIDO project: “Enabling Activities to Facilitate Early Action on the Implementation of the Stockholm Convention on POPs in Sierra Leone” (GEF Grant: 394,600; co-financing: 0 US$)

· GEF/UNEP project “Global Project on the Updating of National Implementation Plans for POPs” (GEF Grant: 1,321,552 US$; co-financing: 993,000 US$) 
6. Consistency with National Priorities. Is the project consistent with the National strategies and plans or reports and assessements under relevant conventions? (yes  FORMCHECKBOX 
 /no FORMCHECKBOX 
 ).  If yes, which ones and how:  NAPAs, NAPs, ASGM NAPs, MIAs, NBSAPs, NCs, TNAs, NCSAs, NIPs, PRSPs, NPFE, BURs, etc.
The participating countries (The Gambia, Liberia and Sierra Leone) have ratified the Stockholm Convention which calls for “priority consideration” of alternative technologies that avoid the formation of dioxins and furans, such as non-incineration technologies identified in the BAT/BEP guidelines. The countries’ National Implementation Plans (NIPs) generally identify medical waste incineration as a significant source of dioxins/furans and Governments plan to apply BAT/BEP guidelines in keeping with Stockholm Convention obligations. For national objectives and action plans related to PCDD/Fs reduction and medical waste disposal/incineration as included in countries’ NIPs, please refer to Table 4. 

The participating countries (The Gambia, Liberia and Sierra Leone) are also signatories to the Minamata Convention on Mercury. Among other provisions, the Minamata Convention on Mercury calls for countries to take appropriate measures to phase out non-electronic measuring devices, including thermometers and sphygmomanometers used in healthcare, by 2020 (Article 4, Annex A, Part I). The Convention also requests parties to introduce at least two (2) measures to phase down the use of dental amalgam (Annex A, Part II). Furthermore, the Convention asks parties to take appropriate measures to ensure that mercury waste is managed in an environmentally sound manner (Article 11), taking into account the guidelines developed under the Basel Convention.
Table 4: Summary of national priorities pertaining to PCDD/Fs reduction and medical waste incineration as included in participating countries’ NIPs
	Country
	Date of NIP
Submission
	Priority actions related to UPOPs reduction emissions from HCW 

	Gambia
	March 2009
	“The UPOPs inventory indicates that the sources of dioxin and furan releases in the Gambia include open burning of domestic and other wastes in streets and road sides.” Among the key priorities on UPOPs, the following were included: Strengthen capacity of institutions for waste management (waste collection, transportation and storage equipment, and sanitary landfill facilities); Strengthening of the legislative framework; increase enforcement capacity; and raise awareness.
In particular, the impact of the Environmental Management Discharge Permit Regulations (EMDPR) of 2001 were noted, as they would lead to more HCFs building incinerators.

	Liberia 
	March 2008 (completed in August 2006)
	The NIP UPOPs inventory estimated total releases of dioxins and furans at 314.7 g-TEQ/year. Most of these were emitted to air (186.6 g-TEQ/year). Releases to

residue were estimated at 120.1 g-TEQ/year.” 
As a priority action the NIP lists the following: “Develop a national programme for the management of medical waste”, which aims to, among others, “Reduce low-tech incineration of medical waste” and has as an output to “lower emissions of Dioxins and Furans from medical facilities” (p. 96). The plan also aims to identify and evaluate medical waste incinerators and assess medical waste disposal methods (p. 109).

	Sierra Leone
	November 2009 (completed in May 2008)
	The NIP UPOPs inventory estimated total releases of dioxins and furans at 646.16 g-TEQ/year UPOPs (air); 0.09 g-TEQ/year (water); 8 g-TEQ/year to land; and, 588.01 g-TEQ/year to residue. The NIP observed that waste at HCFs was found to be poorly managed and generally treated by open burning (in one case, at the large Connaught Hospital, an incinerator broke down shortly after commissioning; and dumping and open burning of HCW occured very near to the wards and to the sea). 
The NIP also judged adverse effects of UPOPs to health and environment to be high, although these were not quantified. 
The NIP also noted that pharmaceutical waste was burned in a centralized manner in Freetown under oversight of the Government in Freetown. 
Description of the situation at Bo, Kailahun, Kenema, Makeni and Port Loko Governmental hospitals was also included (open burning generating UPOPs, p. 91-97). All these hospitals were identified as priority sites for action (most of them at the highest priority level for UPOPs). 
The NIP therefore called for improved medical waste management practices.


Ministries of Health and Environment of the three project countries are among the 53 African countries that adopted the Libreville Declaration in August 2008 which recognized the problems of poor waste management and toxic substances. In the Declaration, these African Governments committed to develop regional, sub-regional, and national frameworks to address environmental impacts on health through policies and national plans; and build regional, sub-regional, and national capacities to prevent environment-related health problems. 

7. Knowledge Management. Outline the knowledge management approach for the project, including, if any, plans for the project to learn from other relevant projects and initiatives, to assess and document in a user-friendly form, and share these experiences and expertise with relevant stakeholders.
Relevant project and initiatives that the proposed project is expected to learn and benefit from are listed in section 5. In particular, the project expects to benefit greatly from the GEF/UNDP/WHO project “Demonstrating and Promoting Best Techniques and Practices for Reducing Health-Care Waste to Avoid Environmental Releases of Dioxins and Mercury in Argentina, India, Latvia, Lebanon, Philippines, Senegal, Tanzania and Viet Nam”, the GEF/UNDP project “Reducing UPOPs and Mercury Releases from the Health Sector in Africa (Ghana, Madagascar, Tanzania and Zambia”, and the UNDP project “Global Project for Ebola Response – Building national and local capacity for the treatment of healthcare waste in countries impacted by the Ebola Epidemic” as well as any other GEF funded HCWM related projects. 

The project will adopt the following knowledge management approach: 

· Development of Knowledge Management Action Plan: The regional project implementation team, at the inception stage of the project, will develop a Knowledge Management Action Plan which will lay out the approaches for information collection and documenting project experiences and lessons-learned on a regular basis for each country component and project outcome. 

· Preparation of yearly lessons-learned reports/publications: At least once a year the project will take stock of the experiences and lessons-learned to that date (preferably coinciding with either the preparation of a Project Implementation Review (PIR), or a Mid-Term Evaluation (MTE) or Terminal Evaluation (TE), to ensure that later on this valuable information is not lost. The project will capture such experiences and lessons-learned in easy to update, share and understandable communication materials/publications.

· Preparation of case studies on each of the demonstration projects: For each of the project partners the project will support (e.g. Centralized Treatment Facility, Hospital, Health Post, etc.) a case study report will be prepared to highlight achievements, lessons-learned and the approach/strategy used. The gender dimension will be particularly emphasized in these case studies.
· Preparation and publication of guidelines/tools: It is expected that the project will benefit from guidance materials prepared under the above-mentioned GEF UNDP Global Medical Waste project as well as guidance materials prepared as part of other donor supported initiatives, although some of these might be (further) tailored to the context of the country and project partners. At a minimum the project will ensure that all the guidance materials developed for and used during project implementation will be published and made available through a publicly accessible website. 

· End of project publication: At the end of the project, a publication will be produced that summarizes the project’s achievements, lessons-learned, challenges, experiences, photos, etc. 

· Project websites: Materials will be produced in French and English (the translation into English of the materials is predominantly intended for information and experience sharing with Anglophone African countries, in particular those that are also part of UNDP/GEF supported HCWM projects). Such materials will be posted on relevant project websites and those of project stakeholders that will remain on-line and available even after the project comes to an end. 

· Experience sharing at international events: Experiences resulting from the project implementation will be shared at international conferences and meetings, through side-events and presentation where feasible and when funding allows for this type of knowledge sharing. 

part iii:  approval/endorsement by gef operational focal point(s) and GEF agency(ies)

A. Record of Endorsement
 of GEF Operational Focal Point (s) on Behalf of the Government(s):  
      (Please attach the Operational Focal Point endorsement letter(s) with this template. For SGP, use this SGP OFP 
      endorsement letter).
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B. GEF Agency(ies) Certification
	This request has been prepared in accordance with GEF policies
 and procedures and meets the GEF criteria for project identification and preparation under GEF-6.


	Agency Coordinator, Agency name
	Signature
	Date

(MM/dd/yyyy)
	Project Contact Person
	Telephone
	Email
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C. Additional GEF Project Agency Certification (Applicable Only to newly accredited GEF Project Agencies)
For newly accredited GEF Project Agencies, please download and fill up the required GEF Project Agency Certification of Ceiling Information Template to be attached as an annex to the PIF.
�    Project ID number will be assigned by GEFSEC and to be entered by Agency in subsequent document submissions.


�   When completing Table A, refer to the excerpts on � HYPERLINK "https://www.thegef.org/gef/sites/thegef.org/files/documents/document/GEF6%20Results%20Framework%20for%20GEFTF%20and%20LDCF.SCCF_.pdf" ��GEF 6 Results Frameworks for GETF, LDCF and SCCF�.


�  Including improvement of the national policy and regulatory framework, organization of HCW at national and facility level and building capacity for the sound management and treatment of healthcare waste at facility and/or central level.


�  Financing type can be either investment or technical assistance.


� Depending on the country’s situation (see Table x). 


� Includes provision of training to facility staff; establishing a HCWM committee; development of a facility level Healthcare Waste Management Plan; improving waste segregation efforts (introduction of colour coding for plastic waste bags and/or waste receptacles; sharps management (including needle cutters); information posters, etc.); spill clean-up; on-site transportation of waste (introduction of waste trolleys/rolling bins); safeguarding of waste when temporarily stored; waste treatment/disposal, etc. 


� “Soft” technical assistance (training, capacity building, disposables, etc.) will not only be provided to “new” project facilities, but will also be provided to HCFs which have previously benefitted from UNDP/GEF supported HCWM related project (e.g. in Guinea, Liberia, Senegal and Sierra Leone) to ensure that already installed technologies can be put to the most use. 


� Recycling programmes will only be established in facilities that have been able to demonstrate that they have successfully implemented best (environmental) practices for healthcare waste management and have been able to demonstrate that they have reached a high capacity and knowledge on infectious waste segregation and treatment. Hospitals that have not met in a satisfactory manner minimum criteria for HCWM, will, because of the risk of infection, not implement recycling activities. 


� Social media platform for engagement, sharing good practices and shared experiences: HCWH’s Global Green and Healthy Hospital’s Connect social media platform is a tool for engagement, sharing good practices and experiences between members of the network. Members will have access to network experts and the system allows for data collection/gathering on waste management practices. Healthcare project partners will be enrolled in the network, while outreach programs will be developed to encourage other healthcare facilities to join suit. Members will report data and share case studies on good practices as part of dissemination activities.





�  For GEF Project Financing up to $2 million, PMC could be up to10% of the subtotal; above $2 million, PMC could be up to 5% of the subtotal. PMC should be charged proportionately to focal areas based on focal area project financing amount in Table D below.�


�   PPG requested amount is determined by the size of the GEF Project Financing (PF) as follows: Up to $50k for PF up to$2m (for MSP); up to $100k for PF up to $3m; $150k for PF up to $6m; $200k for PF up to $10m; and $300k for PF above $10m. On an exceptional basis, PPG amount may differ upon detailed discussion and justification with the GEFSEC.


�   PPG fee percentage follows the percentage of the Agency fee over the GEF Project Financing amount requested.


�  Provide those indicator values in this table to the extent applicable to your proposed project.  Progress in programming against these targets for the projects per the Corporate Results Framework in the � HYPERLINK "http://www.thegef.org/gef/sites/thegef.org/files/documents/GEF.C.46.07.Rev_.01_Summary_of_the_Negotiations_of_the_Sixth_Replenishment_of_the_GEF_Trust_Fund_May_22_2014.pdf" ��GEF-6 Programming Directions�, will be aggregated and reported during mid-term and at the conclusion of the replenishment period. There is no need to complete this table for climate adaptation projects financed solely through LDCF and/or SCCF.


� For biodiversity projects, in addition to explaining the project’s consistency with the biodiversity focal area strategy, objectives and programs, please also describe which � HYPERLINK "http://www.thegef.org/gef/content/did-you-know-%E2%80%A6-convention-biological-diversity-has-agreed-20-targets-aka-aichi-targets-achie" ��Aichi Target(s)� the project will directly contribute to achieving.


� They are referred to as Persistent Organic Pollutants (POPs) and are controlled under the Stockholm Convention on POPs. Each of the project countries in this PIF is a signatory to the Stockholm Convention.


� GEF/UNDP “Guidance on Estimating Baseline Dioxin Releases” developed for the UNDP Global Healthcare Waste Project. Available at: � HYPERLINK "http://www.gefmedwaste.org/sites/default/files/Guidance%20on%20Estimating%20Baseline%20Dioxin%20Releases%20from%20HCF%20English-%20July%202009.doc" �http://www.gefmedwaste.org/sites/default/files/Guidance%20on%20Estimating%20Baseline%20Dioxin%20Releases%20from%20HCF%20English-%20July%202009.doc�  


� With the exception of Senegal, which took part in the GEF funded UNDP/WHO/HCWM “Global Medical Waste Project”


� � HYPERLINK "http://apps.who.int/ebola/current-situation/ebola-situation-report-20-january-2016" �http://apps.who.int/ebola/current-situation/ebola-situation-report-20-january-2016� 


� An infection that is contracted from the environment or staff of a healthcare facility.





� An example could be the West African Development Bank Proposal (BOAD), entitled “Impact Investment and Capacity Building in Support of Sustainable Waste Management to reduce emissions of unintentional POPs (UPOPs) and mercury in West Africa”


� � HYPERLINK "http://www-wds.worldbank.org/external/default/WDSContentServer/WDSP/IB/2014/01/24/000461832_20140124130903/Rendered/PDF/SR580AFR0IP0P1436500Box382130B00PUBLIC0.pdf" ��http://www-wds.worldbank.org/external/default/WDSContentServer/WDSP/IB/2014/01/24/000461832_20140124130903/Rendered/PDF/SR580AFR0IP0P1436500Box382130B00PUBLIC0.pdf�


�  For biodiversity projects, in addition to explaining the project’s consistency with the biodiversity focal area strategy, objectives   and programs, please also describe which � HYPERLINK "http://www.thegef.org/gef/content/did-you-know-%E2%80%A6-convention-biological-diversity-has-agreed-20-targets-aka-aichi-targets-achie" �Aichi Target(s)� the project will directly contribute to achieving.


� Available at: � HYPERLINK "http://www.gefmedwaste.org/trainings-overview" �http://www.gefmedwaste.org/trainings-overview� 


� � HYPERLINK "http://www.searo.who.int/srilanka/documents/safe_management_of_wastes_from_healthcare_activities.pdf?ua=1" �http://www.searo.who.int/srilanka/documents/safe_management_of_wastes_from_healthcare_activities.pdf?ua=1� 


� Depending on the country’s situation (see Table 2). 


� A Central Treatment Facility (CTF) is a facility, that for payment, treats waste or in this case, healthcare waste, for healthcare facilities that do not dispose of their own HCW treatment solutions. 


� Cluster Facilities are a group of HCFs, of which one hosts a HCW treatment solution, while the other (often located in close proximity of the host HCF) have their HCW treatment at the host facility for payment.  


� Includes provision of training to facility staff; establishing a HCWM committee; development of a facility level Healthcare Waste Management Plan; improving waste segregation efforts (introduction of colour coding for plastic waste bags and/or waste receptacles; sharps management (including needle cutters); information posters, etc.); spill clean-up; on-site transportation of waste (introduction of waste trolleys/rolling bins); safeguarding of waste when temporarily stored; waste treatment/disposal, etc. 


� http://www.gefmedwaste.org/guidance-documents


� Recycling programmes will only be established in facilities that have been able to demonstrate that they have successfully implemented best (environmental) practices for healthcare waste management and have been able to demonstrate that they have reached a high capacity and knowledge on infectious waste segregation and treatment. Hospitals that have not met in a satisfactory manner minimum criteria for HCWM, will, because of the risk of infection, not implement recycling activities. 


� See note 8: Social media platform for engagement, sharing good practices and shared experiences: HCWH’s Global Green and Healthy Hospital’s Connect social media platform is a tool for engagement, sharing good practices and experiences between members of the network. Members will have access to network experts and the system allows for data collection/gathering on waste management practices. Healthcare project partners will be enrolled in the network, while outreach programs will be developed to encourage other healthcare facilities to join suit. Members will report data and share case studies on good practices as part of dissemination activities.


� or make use of the social media platform of organizations working in the area of HCWM, e.g. the NGO Health Care Without Harm – see  footnote (35).


� These criteria would be reviewed and revised during the project’s PPG phase. In the situation that for certain project countries minimum requirements could not be met by any healthcare facility, certain criteria would be adjusted or become less stringent. 


� For regional and/or global projects in which participating countries are identified, OFP endorsement letters from these countries are required �  even though there may not be a STAR allocation associated with the project.


� GEF policies encompass all managed trust funds, namely: GEFTF, LDCF, and SCCF





�This column will be filled out once we have a better idea of what the co-financing for each of the countries would be. 





UNDP COs need to fill out Table C below to the extent possible


�





The project in its entirety is 7.5 million US$.





Therefore the GEF would expect at a minimum a co-financing ration of 1:4. Therefore, at least 30 million US$ in co-financing needs to be identified. This implies that each project country needs to identify 10 million US$ in co-financing (among which should be at a minimum the Ministry of Health and preferably the Ministry of Environment). 





It should be noted that other GEF projects cannot function as co-financing. 





Extremely Important: all UNDP COs: Kindly identify any potential co-financing. If you have any questions, kindly contact Etienne Gonin. 


�The below section needs to be reviewed by the respective Gambia MoH, MoE and UNDP CO, to correct any information contained below and to add any relevant additional information that would shed more light on the current HCWM situation in the country. 





If possible, it would be great if a brief overview of the number of incinerators or other HCW treatment technologies currently present in the country would be provided.


�At a later stage we should include an estimate for UPOPs releases.


�The below section needs to be reviewed by the respective Liberia MoH, MoE and UNDP CO, to correct any information contained below and to add any relevant additional information that would shed more light on the current HCWM situation in the country. 





If possible, it would be great if a brief overview of the number of incinerators or other HCW treatment technologies currently present in the country would be provided.


�The below section needs to be reviewed by the respective Sierra Leone MoH, MoE and UNDP CO, to correct any information contained below and to add any relevant additional information that would shed more light on the current HCWM situation in the country. 





If possible, it would be great if a brief overview of the number of incinerators or other HCW treatment technologies currently present in the country would be provided.


�Language to be confirmed later depending on the number of facility/ies.


�For HQ to finalize: To be filled out when the project’s activities/outputs have been agreed upon. 


�For HQ to finalize To be filled out when the project’s activities/outputs have been agreed upon.


�For HQ to finalize We would prepare this section when we have advanced with the review of the PIF.


�For HQ to finalize We would prepare this section when we have advanced with the review of the PIF.


�For HQ to finalize We would prepare this section when we have advanced with the review of the PIF.


� What is missing from this section are non-GEF financing initiatives, which could function as co-financing. 





UNDP Country Offices in each of the project countries, should list here any related past/on-going/ planned projects (e.g. related to HCWM or waste management). Preferably those initiatives which could also function as co-financing. 


�We should also add any IFI projects/loans, related to municipal waste management. As well as any waste management projects supported by bi-lateral donors. 





Could the COs of the respective countries kindly add those? 


�To UNDP Gambia: The UNDP CO should try to identify which relevant projects are missing and should be added to this list. 





Preferably all relevant past and on-going (and planned) HCWM and waste related projects should be listed here.





This would be a good opportunity to identify co-financing, which should also be included in table C.


�To UNDP Liberia: The UNDP CO should try to identify which relevant projects are missing and should be added to this list. 





Preferably all relevant past and on-going (and planned) HCWM and waste related projects should be listed here.





This would be a good opportunity to identify co-financing, which should also be included in table C.





�To UNDP Sierra Leone: The UNDP CO should try to identify which relevant projects are missing and should be added to this list. 





Preferably all relevant past and on-going (and planned) HCWM and waste related projects should be listed here.





This would be a good opportunity to identify co-financing, which should also be included in table C.
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