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Summary

Health care waste management (HCWM) is essential for safe and reliable health service delivery. In Cote
d’lvoire and the DRC, strong national policies exist, yet there are gaps in training, financing and maintenance
that continue to hinder daily practice. Most low-level facilities lack the necessary resources to implement
national guidance into routine action, leaving health workers exposed and waste often untreated or
disposed of incorrectly.

Across both countries, the evidence points to three priorities: invest in frontline people and local data;
translate national policy into simple, facility-ready tools; and secure predictable financing, maintenance and
strategic partnerships.

Sustainable progress requires shifting focus from infrastructure alone to the people and systems that make
it work. When frontline health workers and technicians are supported with clear roles, practical tools and
local data, they become the drivers of safer, more sustainable HCWM. Embedding these practices in
supervision, performance standards and financing mechanisms will protect health workers, strengthen
quality of care and safeguard the environment.

www.villagereach.org | 1


http://villagereach.org/

Project context

Health care—generated waste carries higher risks for disease transmission and injury than general refuse?,
yet in low-resource settings, HCWM is often under-funded. Cote d’lvoire has national policy instruments,
including the National Sanitary Waste Management Plan (PNGDS 2021-2025) and the Operational Action
Plan 2023-2025, while in the DRC there are guiding documents. However, in both countries, subnational
implementation and day-to-day practice vary widely.

VillageReach partnered with national and subnational stakeholders in Cote d’lvoire and the DRC to better
understand practical barriers at the facility level and to surface locally feasible solutions. Our aim was to
move beyond policy inventories to the experience of the people who manage waste every day so that
investments target what actually works.

Approach

We used a mixed, human-centered approach guided by Gavi’'s HCWM Maturity Model?. Methods included:

e Rapid country maturity assessment to map national policy, governance and financing.

e HCWM capacity assessment to evaluate SOP uptake and training.

e Facility observation validation for direct verification of segregation, storage and treatment.
e Gap analysis to identify bottlenecks, innovations and scale opportunities.

In both Céte d’lvoire and the DRC, data collection comprised facility
observations and interviews with stakeholders across national, regional
and facility levels and document review. In Cote d’lvoire, the
assessment covered 5 health facilities, 2 hospitals, 10
regional/departmental/district directorates and 15 national institutions,
with 32 stakeholders interviewed. In the DRC, 32 stakeholders were
interviewed, with 12 hospitals, 3 national institutions and 22 health
facilities assessed.

In both countries, prioritization was given to practical, co-created
recommendations that can be implemented by districts and facilities.

Waste incinerator at the University Hospital

Renaissance, Kinshasa DRC.

L World Health Organization. Safe management of wastes from health-care activities. 2nd Edition (2014).

https://www.who.int/publications/i/item/9789241548564

% Health Care Waste Management Maturity Model: https://www.gavi.org/sites/default/files/programmes-
impact/support/HCWM-Maturity-Model-May-2020.pdf

www.villagereach.org | 2


http://villagereach.org/
https://www.gavi.org/sites/default/files/programmes-impact/support/HCWM-Maturity-Model-May-2020.pdf
https://www.who.int/publications/i/item/9789241548564
https://www.gavi.org/sites/default/files/programmes-impact/support/HCWM-Maturity-Model-May-2020.pdf
https://www.gavi.org/sites/default/files/programmes-impact/support/HCWM-Maturity-Model-May-2020.pdf

Key insights

1. PEOPLE: THOSE CLOSEST TO WASTE HOLD THE SOLUTIONS
Frontline staff, waste handlers and facility technicians are eager to
manage waste safely but lack clear roles, recognition and continuous
training. For example, at the Gabiadji Urban Health Center in Cote “Frontline waste handlers
d’Ivoire, we found that scheduled cleaning days, clear and HCWM focal points
responsibilities and routine supervision produce consistent need both recognition and

segregation and safe disposal. _ o
continuous training to

However, in many other sites, HCWM training is inconsistent and move from implementers
mostly included within general Infection Prevention and Control to active decision-makers.”
training, leaving staff without waste-specific skills. PPE availability

rose during COVID and has since declined, exposing handlers to risk.

When technicians and focal persons are trained, data collection and equipment maintenance improve.

The DRC picture echoes these problems and shows additional fragility in governance and reporting. Many
DRC facilities lack formal waste handlers; nurses or cleaning staff often assume responsibilities informally
and there is almost no data reporting circuit to higher levels. Awareness activities in DRC are sporadic and
poorly structured, and one health worker reported, “Only one person has received a briefing on HCWM
since 2019.” When focal persons and technicians are supported and recognized, both routine maintenance
and data collection improve.

2. PROCESS: POLICY WITHOUT SIMPLE OPERATIONAL TOOLS
STALLS PROGRESS
Both countries have national guidance, but it rarely arrives in a simple,
usable form at facility level. Some district teams possess SOPs while
frontline clinics do not use them in daily practice. Budget constraints limit
maintenance, refresher training and routine audits.

Where incentives and performance standards exist, facilities show
measurable improvements in storage, record keeping and compliance, as
with Performance-Based Financing in parts of Cote d’Ivoire. In DRC, many
facilities operate without documented SOPs or functioning hygiene

committees; health workers describe the absence plainly: “We don't have

Autoclave Trivializer ECODAS and Health
care waste before destruction, National
Blood Center-Abidjan

SOPs. We don't have posters. We don't have any documents.”

3. TECHNOLOGY: FIT-FOR-PURPOSE BEATS ONE-SIZE-FITS-ALL
Peripheral clinics often rely on covered burn pits or small open pits. Larger centers use autoclave-trivializers
or high-temperature incinerators where available. Across both countries, equipment is frequently broken,
undersized or lacks fuel and spare parts. In DRC many sites report missing or cracked incinerators; one
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technician noted that because an incinerator was damaged, they reverted to burning waste in a hole.
Transporting waste to central hubs is often costly and impractical for low-volume sites, making on-site, fit-
for-purpose treatment essential. Private providers operating compliant incinerators in certain regions offer
a model for strategic partnership.

4. LOCAL INNOVATIONS PROVE WHAT IS POSSIBLE
Practical, low-cost adaptations are working today: autoclave-trivializers at blood centers reduce handling
risks, PBF-aligned facilities demonstrate process discipline and community outreach by midwives on
vaccination days strengthens public awareness. In DRC, basic practices such as department-specific bin
labeling and occasional quarterly plans exist in some facilities. These point solutions indicate that modest
investments in people and routine systems can yield immediate gains.

Lessons and recommendations for strengthening facility-level HCWM

These recommendations are organized around three interlinked priorities: strengthen frontline actors,
translate policy into practice and secure predictable financing and partnerships.

1. PRIORITY 1 — STRENGTHEN FRONTLINE ACTORS AND USE LOCAL DATA
Frontline waste handlers and HCWM focal points need both recognition and continuous training to move
from being implementers to active decision-makers. Facilities and technicians should be equipped to collect
simple, routine data on waste volumes, equipment functionality and PPE stocks. When these data are used
in district-level review forums, subnational authorities can better prioritize funding, maintenance and
supervision for HCWM

2. PRIORITY 2 — TRANSLATE NATIONAL POLICY INTO FACILITY-READY TOOLS AND ROUTINES
National HCWM policies and SOPs should be simplified and adapted into concise, user-friendly checklists
and operational plans co-designed with district and facility staff. Regular on-site supportive supervision and
quarterly performance reviews should institutionalize compliance, while the inclusion of HCWM indicators
in these reviews reinforces accountability. Performance-Based Financing and similar incentive mechanisms
can be leveraged to reward compliant storage, segregation and reporting, turning good practice into routine
behavior.

3. PRIORITY 3 — ENSURE PREDICTABLE FINANCING, MAINTENANCE AND STRATEGIC PARTNERSHIPS
Dedicated HCWM budget lines at both district and facility levels are essential to cover maintenance, spare
parts, PPE and routine audits. Facilities serving low-volume populations should pilot fit-for-purpose
technologies (such as compact autoclaves, sharps pits or vial grinders) with ongoing evaluation for cost-
effectiveness. Where central treatment is viable, strategic public-private partnerships can be developed to
aggregate waste collection and treatment across facilities, ensuring both efficiency and sustainability.
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Pathway to Scale

To scale proven practices, there is need to translate lessons from high-performing facilities into everyday
district and national routines. This can be done by co-designing simple checklists, adopting lightweight
waste logs and holding regular district review forums that use facility data to inform decisions. Further,
predictable funding for the maintenance and running of targeted pilots of fit-for-purpose technologies is
necessary to allow for testing, refining and scaling solutions that prove cost-effective.

Where centralized treatment makes sense, strategic contracts with compliant private providers should be
formed. These can bundle services and ease the logistical load on small clinics.

Together, these steps build an integrated, scalable approach that weaves HCWM into routine health system
operations, without adding heavy administrative burdens.

Conclusion

In Cote d’lvoire and the DRC, frontline health workers are demonstrating remarkable resilience and
creativity in advancing safe health care waste management (HCWM), with innovative adaptations like low-
cost encapsulation and community-driven tools. This highlights the power of local ingenuity to overcome
challenges such as resource constraints, policy-practice gaps and treatment limitations.

Building on this momentum, sustainability lies in integrating these three essentials: providing technicians
with comprehensive training and decision-making authority, outfitting facilities with user-friendly tools like
checklists and data dashboards and ensuring predictable funding for ongoing maintenance and innovative
pilots.

By embracing these interconnected opportunities, ministries, donors and partners can transform HCWM
into a cornerstone of resilient health systems that empower workers, protecting patients and communities
and preserving the environment for a healthier future. Now is the moment to celebrate and amplify
frontline-led progress by investing boldly and creating systems that foster safety, innovation and well-being
for all.

FOR MORE INFORMATION, PLEASE CONTACT
Dauda Majanbu: dauda.majanbu@villagereach.org, Senior Manager, Supply Chain.
Marie Paule Boni: mariepaule.boni.ic@villagereach.org, Program and Development
Manager, Céte d’Ivoire.
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