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Policy Statement
Introduction:
The growing concern regarding climate change is exposing healthcare as a significant contributor to
the global carbon emissions. Healthcare waste (HCW), and more specifically medical equipment, has
been a topic of conversation for many years. The ethical questions posed surrounding medical
equipment donations and the environmental impact it has, is highlighted when a high proportion of
what is donated is unusable. This highlights the need for strong, open partnerships between donor
and recipient countries to reduce unusable donations. It reiterates the importance of greener and
sustainable technologies when medical equipment reaches their inevitable end, in order to reduce
healthcare carbon emissions.
IFMSA position:
The International Federation of Medical Students Association (IFMSA) recognises the accelerating
impacts of unsafe and unsustainable healthcare equipment wastage, hence calling for the urgent
implementation of sustainable and safe strategies. Further yet, IFMSA demands interdisciplinary
cooperation between all stakeholders to tackle this global burden. IFMSA also commits to incorporate
training on Healthcare Equipment Wastage as part of its capacity building content. This includes, but
is not limited to, education for the general public and healthcare workers on the reuse and recycling of
medical equipment to avoid wastage.
Call to Action:
IFMSA calls for The World Health Organization (WHO) to:
• Continue to support national governments to monitor healthcare waste at a country
level, creating a circular and sustainable global supply chain and developing healthcare waste
management policies supported by an adequate financing system;
• Guide national governments to provide funding for the development of medical equipment and
safer healthcare waste disposal methods.
• Foster partnerships between donor and recipient countries to identify gaps where donations
can be most useful. Ensure that the equipment donated is required by the respective country
and is fully functional.
• Ensure the consideration of healthcare waste as a global priority for future environmental
policies and strategies that aim to reduce global carbon emissions;
IFMSA calls for National governments, according to ability, to:
• Ensure the comprehensive monitoring, continuous assessment and reporting of metrics
related to global healthcare waste;
• Encourage countries to follow the World Health Organisation Framework for Medication
Donations, as to reduce the number of impractical medical donations made and received;
• Implement national policies and legislation on safe and sustainable waste disposal;
• Implement mandatory training on waste disposal for national health system workers;
• Provide funding for further research that focuses on sustainable healthcare, especially in
relation to medical equipment use and waste;
• Report annual funding investments directed towards healthcare waste management to ensure
transparency, with aims to increase funding capacity;
• Support local campaigns and training to educate the general public on healthcare waste reuse
and disposal;
• Encourage health sector based institutions to increase research and development of
sustainable medical equipment by providing funding for this cause;
IFMSA calls for Industrial companies to:
• Increase research and development focusing on sustainable medical equipment;
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•
•
•
•
•

Ensure the implementation of strict policies on sustainable promotion, packaging and transport
of medical equipment;
Transparently assess and report on product life cycle assessments, particularly regarding
environmental impacts;
Reduce environmentally unfriendly packaging and increase the production of sustainable,
durable and reusable equipment;
Provide training to workers to reduce environmentally unfriendly waste in the production chain;
Provide up-to-date capacity building and operational skills training to employees receiving
donated equipment and commitment for technical support in the event of troubleshooting issues;

IFMSA calls for Health sector-based institutions to:
• Promote sustainable healthcare education, including resourceful equipment allocation, as part
of the core competencies of graduating medical students and duties of a doctor;
• Encourage the use of quality improvement projects by medical students and clinicians;
• Support further research into sustainable healthcare, especially in relation to medical
equipment use and waste;
• Promote discussion on the ethical and environmental implications for medical aid donations
(e.g. through the facilitation of training workshops);
• Introduce strict guidelines on correct medical equipment disposal and donations;
• Adopt guidelines for proper follow up of donated equipment usage, including training;
• Provide training on adequate disposal of all waste categories and access to safe,
environmentally friendly disposal as well as locations to return reusable equipment;
• Opt for using more sustainable resources of their procured goods;
• Provide more accessible and clear instructions on where to dispose of different wastes, both
for healthcare staff and the public;
IFMSA calls for IFMSA National Member Organizations (NMOs) and medical students to:
• Engage with the general public through capacity-building and campaigns by raising awareness
of the reuse and disposal of medical equipment;
• Actively engage in environmentally friendly disposal of medical equipment in clinics;
• Engage in activities involving public education and awareness of medical waste health hazards;
• Support student-led initiatives that promote sustainable equipment usage and equipment reuse
and recycling in the healthcare sector;
• Foster partnerships with existing sustainable healthcare bodies and/or organisations to support
projects on sustainable waste management.
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Position Paper
Background information:
If the health sector were a country, it would be the fifth-largest emitter on the planet. The health sector
is responsible for 4.4% of global net emissions of the carbon footprint (1). That is equivalent to two
gigatons of carbon dioxide. These statistics are even more staggering when globally, this equates to
514-coal fired power plants annual greenhouse gas emissions. This presses the need for the global
health sector to have a mandate that requires a climate-conscious policy with a renewable energy focus.
Such movements should not be limited to high-income countries (HICs) as the ‘Challenge, Health Care
Without Harm’ initiative has shown that transitioning to renewable resources can be done successfully
across many countries (2). If the countries involved in the Paris Agreement are to meet the 2050 netzero targets then there must be serious research and development funding to decarbonise the global
health sector.
Healthcare waste (HCW) is a term broadly applied to waste attributed to the healthcare sector. HCW,
including but not limited to medical equipment waste and e-waste, impacts our society in many ways,
from increasing the risk of contamination from a needle stick injury to the disastrous impact it has on
the climate (3). This makes it both an urgent public health and human rights issue that needs addressing
immediately. Furthermore, training on safe and sustainable equipment use, reuse, and disposal is not
yet universally accessible (4). Due to the growing concern, research identifying the gaps for innovative
solutions is growing.

Discussion:
Waste disposal
Healthcare waste (HCW) can be categorised into domestic, infectious, and chemical/radioactive waste
(5). The World Health Organization (WHO) estimates that 15% of HCW is considered hazardous, this
includes both infectious and chemical/radioactive materials (6). Due to the nature and volume of waste
produced by health systems, there is an increased risk of infection and injury (5). Furthermore, it is a
cause of large environmental consequences. For example, disposal of waste in landfill sites can lead
to water contamination, and incineration of certain toxic clinical waste can release toxic material such
as dioxin (7). Due to the serious risks attributed to waste disposal on living species and natural
resources, there has been much focus on research over the years. The WHO suggests redirecting
waste management to include burying, autoclaving or chemical treatment as alternatives (6).
Hazardous waste is an inevitable outcome of healthcare. Examples of hazardous waste include but are
not limited to sharps and infectious waste which risks further disease transmission, pathological waste
such as human tissues, pharmaceutical waste including cytotoxic, chemical, and radioactive waste (5).
All examples described pose their own potential risks if not disposed of safely. For instance, sharps
injuries caused by used or unused needles. Pharmacological waste comprises cytotoxic or radioactive
substances which may be genotoxic, meaning they have potential mutagenic, teratogenic, or
carcinogenic properties. Those most at risk include healthcare staff, people visiting healthcare facilities
and workers involved in the transport of HCW. Unfortunately, a common situation at waste disposal
sites involves individuals searching for food, this is seen much more commonly in low-income countries,
disproportionately adding adverse risk. The public health effects relating to unsafe waste disposal was
highlighted in a study by Pruss-Ustun et al. The research group found that sharps injuries in the year
2000 caused 66,000 and 16,000 hepatitis B and hepatitis C infections respectively, and 200-5000 HIV
infections (8). Other diseases such as cholera and dysentery can be transmitted a lot faster through
clinical waste (9). With our battle against infectious diseases still very much a struggle, decreasing
these preventable cases through safe disposal should be a priority to all healthcare systems. Excreted
pharmaceuticals have been reported to contribute to antimicrobial resistance as well as causing
environmental effects (10).
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HCW on a global level is very different and regional differences should be accounted for. A review
comparing HCW in different countries found that developing countries had a higher percentage of
infectious waste compared to industrialised countries. However, industrialised countries produced 1.2200 times more waste than developing countries (11). Safe disposal of clinical waste requires
appropriate storage containers, transportation, and disposal sites. Research in developing countries on
HCW disposal identifies a significant problem involving a lack of finance, awareness, and training
around the topic (12).
Much research has looked into the safe practice of waste disposal with many countries developing
guidelines for handling HCW waste (12). Despite this, issues remain with many countries, significantly
in developing regions, disposing hazardous waste alongside non-hazardous domestic waste (13). A
case study in Brazil showed that only 57% of hospitals, 42% of health centres, and 14% of clinical
laboratories segregated hazardous and non-hazardous waste (14). The most common reason for the
lack of appropriate disposal is insufficient education and training. The WHO 'Safe management of waste
in healthcare activities' report, outlines short-, medium-, and long-term strategies for countries to adopt
when thinking of safe disposal (5). Furthermore, waste assessment data includes measuring how much
waste each source is producing on a daily basis. This informs decisions on waste-management plans
such as the number of containers, transport, and storage areas needed (11).
HCW does not only include the waste produced by the hospitals themselves, but also any waste
produced by community-based healthcare, such as the waste produced after home dialysis or selfadministered injections such as insulin. This is due to the shift in encouraging more home-based
management practices. HCW produced at home is less likely to be segregated from general household
waste thus increasing the risk of infectious hazards to the waste-handler (15). This highlights the
importance of education on safe disposal and risks to be directed not only to healthcare staff but also
emphasised to patients. Additionally, more research is needed to focus on community-based HCW, an
area that has not yet received a lot of attention (12).
Electronic waste (e-waste)
Ever since the Second Industrial Revolution, which introduced electrical power to create mass
production, and subsequently used electronics and information technology (IT) to automate production,
the use of electrical and electronic equipment has been on the rise. This has contributed to the growing
amount of end-of-life electrical and electronic waste (hereafter referred to as e-waste) produced globally
on a daily basis (16). Latest estimates from The Global E-waste Monitor 2017 show that the world
discards approximately 50 million tonnes of e-waste per year, of which the healthcare industry is one
of many major contributors (17).
A large proportion of e-waste is shipped to less developed countries for dumping or recycling (18). As
a result, valuable elements (e.g. copper and gold) contained within e-waste have become a key source
of income for many people working in the informal sector of developing and emerging industrialised
countries worldwide (18). Unfortunately, primitive recycling techniques (e.g. burning cables to retain
copper) and inappropriate/unsafe management practices are still used in many of these areas,
disproportionately exposing adult and child workers as well as their families to a host of potentially
hazardous substances (19).
E-waste-linked health risks can result from having direct contact with harmful materials (e.g. cadmium,
chromium, lead, or polychlorinated biphenyls (PCBs)), inhaling toxic fumes when burning e-waste,
and/or from exposure to chemicals that have reached the food chain through ecological accumulation
in soil, water, and food via inhalation or ingestion (16, 20). Additionally, the processing of e-waste can
lead to the production of many industrial toxic by-products, which can be detrimental to human health
and lead to adverse health outcomes.
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Pregnant women and children are especially vulnerable to and disproportionately affected by the health
risks resulting from detrimental e-waste exposure (21). Given they are still growing, children not only
have significantly increased intake of air, water, and food in proportion to their weight compared to
adults, but they also have a greater risk of hazardous chemical absorption, which can hamper
development and even cause irreversible damage (20). Many children are exposed to e-waste-derived
chemicals in their daily life as a result of unsafe recycling activities often conducted at their home –
either by family members or by the children themselves – or through dumpsites located close to their
homes, schools, and play areas (20, 22). A systematic review of the health consequences of exposure
to e-waste has reported increases in spontaneous abortions, stillbirths and premature births, and
reduced birthweights and birth lengths associated with exposure to e-waste (19). Other reported
adverse effects include congenital malformations, abnormal thyroid function and development,
neurobehavioural disturbances, and genotoxicity (16, 20, 23).
Various international calls for action over the last few years have highlighted the need for strategic
interventions to tackle the growing global e-waste problem. These include, but are not limited to, the
Libreville Declaration emanating from the first Inter-Ministerial Conference on Health and Environment
in Africa 2008, the Busan Pledge for Action on Children’s Environmental Health of 2009, and the
Strategic Approach to Integrated Chemical Management’s expanded Global Plan of Action issued at
the International Conference on Chemical Management ICCM3 in 2012 (22). WHO and its collaborating
partners have been working to identify the main sources and potential health risks of e-waste exposures
as well as define successful interventions, recently launching the E-Waste and Child Health Initiative
aimed at protecting children and their families from detrimental health consequences due to e-waste
(22). Furthermore, there are a number of international initiatives which address global e-waste
management and trade concerns, and issues of environmental pollution due to e-waste (e.g. Solving
the E-waste Problem (StEP) Initiative, Mobile Phone Partnership Initiative (MPPI), Partnership for
Action on Computing Equipment (PACE), Global e-Sustainability Initiative (GeSI), the International
Telecommunications Union’s (ITU) Global E-waste Monitor and Statistics Partnership, and the Strategic
Approach to International Chemical Management (SAICM)) (24).
Operating room waste
Generating over four billion pounds of waste each year, the healthcare system in the United States is
the second largest contributor of trash and one-third of the waste is produced by the operating room
(25). Between 20% and 70% of health care waste originates from a hospital's operating room, and up
to 90% of operating room waste is improperly sorted and sent for costly and unneeded hazardous waste
processing (26).
Data from single-centre studies show that more than 50% of general operating room (OR) waste is
uncontaminated and potentially recyclable, but is incorrectly disposed of as contaminated or hazardous
waste by OR staff (27). Lack of staff education on waste segregation and treatment cost of each type
of waste is often a cause of this incorrect disposal, leading to irrational unplanned waste disposal on
unintended material for each disposal bag (28). Longer surgical cases can generate up to 50 pounds
of waste, and both orthopaedic and cardiac procedures can produce upward of 100 to 200 pounds of
waste per case (29).
In addition to environmental benefits, greening the operating room presents potential financial profits.
Reports and research are however limited regarding the outcomes of bringing such changes to the
operating room. This lack of available data calls for additional study in this area, particularly through the
monitoring and evaluation of green changes in healthcare facilities. Five green recommendations for
surgical practices were identified: operating room waste reduction and segregation, reprocessing of
single-use medical devices, environmentally preferable purchasing, energy consumption management,
and pharmaceutical waste management (30).
Ethics of medical donations
The financial disparities across the globe have had a significant impact on healthcare in low- and
middle-income countries (LMICs), with up to 4.8 billion people lacking access to safe surgery and
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anaesthesia (31). This has resulted in a long tradition of healthcare partnerships within high-income
countries (HICs) and aid-relief organisations donating medical equipment. Whilst this is usually with the
best of intentions, growing criticism from many LMICs has raised issues over the quality of donations.
The WHO estimates that 95% of medical equipment in LMICs is imported. They report that in subSaharan Africa, 70% of the medical equipment was donated, of which, 10-30% was in working condition
(32). This again begs the ethical and moral question of how altruistic the intentions of donors are.
A toolkit provided by the Tropical Health and Education Trust (THET) has given an in-depth analysis
surrounding the issues with medical equipment donations (33). It sheds light on recipients' concerns
over consideration of the equipment donated. One such example is from the case study reported by
Howie et al., in 2008. The team investigated why 20 oxygen concentrators donated to a hospital in the
Gambia had suddenly stopped working (34). Following interviews with staff involved, it was discovered
that the hospital did not have the specifications such as voltage to ensure the equipment worked
properly and that there was a lack of technical knowledge to maintain the equipment (34). A learning
point taken from this is the importance of fostering long-term partnerships whereby parties on either
side can ascertain the needs of each other. It shows that investing time and resources in background
research as well as training users improves the longevity of donations.
Amongst the ethical questions asked, there also must be an environmental perspective. Whilst the
current need for donations, especially in humanitarian settings is vital, it is in effect not sustainable.
With many donations unusable, this only contributes to the growing problem of waste. In order to try
and address these issues, we must encourage a sustainable supply chain. Government, donors, and
aid relief organisations should be encouraged to invest in infrastructure to develop medical equipment
within LMICs. This, in turn, would create jobs, knowledge and provide income to reduce the gaps within
countries. This is evident with the Jaipur prosthetic foot, that has been designed to meet the needs of
the people to suit their environment. Being patent-free, it has benefited more than 22 countries (35).
Innovations such as this should be encouraged and funded to allow growth. As we have seen in global
pandemics such as COVID-19, the issues with the global supply chains need to be looked into (36).
Medical donations are not a long-term solution to the problems faced by LMICs. If we are to truly
address the issues, then funding should be implemented to offer practical and sustainable options.
Capacity building and training
Training for donated equipment to LMICs
Inclusion of capacity building and training for equipment donated is crucial for patient care. A report in
the British Medical Journal (BMJ) cited that this was a huge gap that was omitted by donors (32). An
estimated 60-82.5% of donors did not provide adequate training to users. This is a huge flaw in the
system which needs to be rectified and returns to the ethical issues regarding patient safety.
Reports have identified areas requiring focus including user training, interpretation of results,
troubleshooting and maintenance of equipment (32, 33, 35). This reiterates creating a partnership and
planning donations between parties. This, therefore, allows elected individuals to oversee and negotiate
conditions of donated equipment. Training individuals involved in the logistics is also vital to prevent
damage to equipment in transit but also to ensure correct documentation is taking place for
accountability along the transport journey (33). Training logistics workers and healthcare staff in manual
handling, not only encourages best practice but also aims to reduce the risk of injury. The WHO created
a template framework outlining the underlying principles for successful donations (37). Creating a
framework policy may help control the quality of products received by countries, such policies have
been implemented by Jamaica’s Ministry of Health (38). Areas of stipulation pertaining to training as a
mandatory process upon receipt of equipment may curb the issues that many countries face.
Training on safe waste management
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As mentioned in the previous section, the practice of waste disposal is a problem globally. The problem
lies not only with the lack of policy and regulations put together by governments and healthcare
establishments, but also with the deeply-ingrained way in which healthcare staff work. When assessing
patients’ views on the topic, one research group found that 70% of healthcare staff suggested that the
most effective solution to the problem is introducing training and audits (39). One study showed that
doctors and nurses were better informed on the topic than cleaning personnel (40). The WHO, therefore,
suggests directing separate training to four different personnel, who all come into contact with medical
waste. These include hospital managers and administrative staff, doctors, nurses, and nursing
assistants as well as cleaners, porters, auxiliary staff, and waste handlers (41). Training healthcare
managers would ensure that they are aware of the significant health hazards faulty waste management
can have, therefore encouraging executive decisions to be made for appropriate waste management.
The impact of training needs to be constantly monitored, to assess its effectiveness, sustainability, and
replicability. A report in Istanbul measured the effectiveness of their training by having pre- and posttraining questionnaires on the topic of HCW management (39). Local policy regulations are commonly
not adhered to, therefore introducing a cultural change within the staff themselves by education and
training ensures they follow regulations. To ensure the development of such a change, training
programmes should occur on a rolling basis that is updated to align with current guidance.
Finally, education at a community level, as suggested by WHO is also important. Education ensures
that the public is aware of potential health hazards and can prevent exposure as well as increase patient
responsibility (41).
Funding and research
The healthcare sector has a substantial carbon footprint. A large proportion of this arises from managing
HCW which has a significant environmental impact, putting a considerable financial strain on health
care providers. For example, in 2015/16, 69% of NHS trusts reported a total expenditure of £33.3 million
on waste disposal (42).
The waste management hierarchy outlines several key concepts of HCW management including
prevention, minimisation, reuse, recycling, energy recovery, and disposal (43). Funding to support HCW
management should encourage the different levels of this hierarchy to develop sustainable methods of
HCW disposal as well as funding initiatives in developing greener technologies.
Adequate HCW management requires national and international guidelines backed with sufficient
funding. A 2015 WHO report assessed the status of HCW management in selected countries
specifically reporting on policies and legal frameworks for HCW management as well as their supporting
financing systems. The report highlighted that several countries (particularly LMICs) are benefiting from
international financial support through organisations and projects including the WHO, Global
Environment Facility (GEF), Pacific Hazardous Waste Management (PacWaste) and the United Nations
Development Programme (UNDP). That said, several countries are yet to develop a financing system
to support their HCW management policies or even develop a national HCW management policy. For
example, countries including Nauru, Palau, and the Marshall Islands had no national framework for
HCW management, however, were recipients of funding through the PacWaste project to assist HCW
management. Cambodia, on the other hand, does have a national policy but no financing system to
support this (44). Whilst this report provided an important insight into national policies and financing
systems, it also highlighted several countries where data was not available, including HICs. Therefore,
a similar analysis of policies and frameworks in other countries, as well as more transparency in
information from individual governments, is needed to fully assess this issue at a global scale. This is
particularly important as inadequate funding to support HCW management disproportionality affects
LMICs as most LMICs are still using incinerators for HCW disposal. However, significant lack of training
and funding to support safe and effective use of the incinerators is resulting in the production of toxic
waste and increased risk of disease transmission as noted by a systematic review of HCW management
in Ethiopia (45).
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Funding to reduce HCW is not just limited to HCW management, there is also a need to drive innovative
research into sustainable medical equipment in order to reduce the amount of HCW. The healthcare
industry is rife with single-use products and its contribution to HCW is of considerable concern in
infectious diseases, particularly during pandemics. Despite the environmental burdens, single-use
equipment is often favoured over reusable alternatives due to cost-effectiveness. While there have been
several developments around reusable equipment, a systematic review found that whilst such
equipment exists, a need for further research to assess the products has resulted in a hesitancy within
healthcare workers to adopt such equipment (46). The need to financially assess novel products is
imperative when taking into consideration the environmental impacts. Safe, reusable equipment may
be more expensive but if developed correctly may reap huge long-term benefits.
A 2008 report within the NHS identified the procurement sector contribution to 60% of NHS carbon
emissions of which 36% were from the pharmaceutical industry. Medical equipment was also identified
as contributing significantly towards the NHS carbon footprint (47). Since then, there has been a move
within some pharmaceutical companies and healthcare providers to adopt life cycle assessments (LCA)
to measure the environmental impact of their products. An LCA involves a detailed assessment of
potential environmental factors associated with the production to the use and disposal of a product.
This takes into consideration factors which cover production, use, and disposal (48). Such assessments
are essential to identify key areas for further research and technological innovation. For example, one
study identified potential areas for research to address the environmental impact of anaesthetic gases
which were previously deemed ‘medically necessary’ avoiding scrutiny (49). Governments should work
towards adopting a similar approach across all health care equipment that is available for purchase to
the healthcare sector to allow for more sustainable procurement.
There are several aspects of HCW management that require further funding. Addressing the lack of
clear financial systems is urgently needed to support innovation in HCW management. Particularly with
LMICs, there are inadequate HCW management policies and funding is highly dependent on
international support. The lack of transparency across several countries on funding for HCW
management identifies the gaps to be addressed. This reinforces the need for an international
government-led movement to increase funding available for research into sustainable management of
HCW and the development of sustainable medical equipment to reduce HCW.
Sustainability
Sustainable equipment usage
The Centre for Sustainable Healthcare clearly outlines the fourth of four principles of sustainable clinical
practice as ‘preferential use of technologies and interventions with lower environmental impact’. This
statement highlights the need to replace environmentally damaging medical equipment with more
sustainable and greener options. The framework with the four principles being: prevention, patient
empowerment, lean service delivery and low-carbon technologies; emphasises that a sustainable
health system does not simply mean a more sustainable hospital but also accounts for all equipment
needed, investigations undertaken, and patient journeys required. All these factors can be affected by
clinicians’ decision making and ultimately lead to a more sustainable clinical practice. In terms of
medical equipment use, not only are more environmentally friendly options needed but a cultural
change within the practice of medicine. Training around environmental conscious practices is
paramount to encourage behavioural change, to reduce unnecessary medical equipment usage. This
is not limited to healthcare staff but the wider health sector as we all have a role to play.
Additionally, a fifth non-clinical principle is to improve operational resources such as reduced packaging
(50). To allow for this to happen, there is an immediate need for further education and innovation within
the Design for Environment industry. In recognition of the fact that single-use models are so prevalent
in this industry, it is important to consider the wider product service system to be redistributed, reused
or recycled (51). Furthermore, there is a fundamental gap relating to the research and development in
hospital sustainability (46). Providing funding initiatives and cross-country communications will identify
the gaps to improve these areas. This, in turn, may stimulate discussion around sustainable healthcare,
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encouraging further research to develop novel technologies for greener medical equipment. This will
also allow healthcare workers to offer sustainable alternatives within their hospitals.
Medical equipment reuse and recycling
Recycling of packaging material, as well as non-contaminated medical equipment, is extremely useful
in waste reduction, and with it, sustainable disposal or use of medical equipment. Furthermore,
reusing is an even more effective method as it doesn’t require any energy or resource expenditure,
like recycling. However, this can only be done when the equipment is not contaminated and is in good
enough condition to be used safely (52). A good example of reusing medical equipment is seen in the
Mid Essex Hospital National Health Service (NHS) Trust. The Trust reused or recycled used walking
aids, saving £25,000 (€28,045). This simple idea not only demonstrated sustainable practice but also
provided a financial incentive (53). To implement these techniques, it is important that patients are
educated on durable medical equipment recycling and reuse so that they can take care of the
equipment before returning it. Additionally, training on sustainable medical equipment usage is
needed for rehabilitation providers too, as otherwise, they may dispose of reusable equipment (4).
This practice will also help reduce medical equipment shortage as developing countries can make
effective use of reusable medical equipment without taking a heavy economic blow (54).

References:

1.
Karliner J, Slotterback S, Boyd R, Ashby B, Steele K. Health Care’s Climate
Footprint. Health Care Without Harm; Arup; 2019.
2.
Healthcare Climate Challenge 2020 [Available from:
http://healthcareclimatechallenge.org.
3.
Healthcare and related wastes: UK Government Environmental Agency; [Available
from: https://www.gov.uk/how-to-classify-different-types-of-waste/healthcare-and-relatedwastes.
4.
Ordway A, Pitonyak JS, Johnson KL. Durable medical equipment reuse and
recycling: uncovering hidden opportunities for reducing medical waste. Disabil Rehabil
Assist Technol. 2020;15(1):21-8.
5.
Yves C, Jorge E, Ute P, Annette P, Philip R, Ruth S, et al. Safe management of
wastes from health-care activities 2nd Edition. World Health Organisation; 2014.
6.
Health-care waste: World Health Organisation; 2018 [Available from:
https://www.who.int/news-room/fact-sheets/detail/health-care-waste.
7.
Azmal M, Kalhor R, Dehcheshmeh NF, Goharinezhad S, Heidari ZA, Farzianpour F.
Going toward Green Hospital by Sustainable Healthcare Waste Management: Segregation,
Treatment and Safe Disposal. Health. 2014;Vol.06No.19:9.
8.
Prüss-Ustün A, Rapiti E, Hutin Y. Estimation of the global burden of disease
attributable to contaminated sharps injuries among health-care workers. Am J Ind Med.
2005;48(6):482-90.
9.
Coker A, Sangodoyin A, Sridhar M, Booth C, Olomolaiye P, Hammond F. Medical
waste management in Ibadan, Nigeria: obstacles and prospects. Waste Manag.
2009;29(2):804-11.
10.
Guardabassi L, Petersen A, Olsen JE, Dalsgaard A. Antibiotic resistance in
Acinetobacter spp. isolated from sewers receiving waste effluent from a hospital and a
pharmaceutical plant. Appl Environ Microbiol. 1998;64(9):3499-502.
11.
Diaz LF, Eggerth LL, Enkhtsetseg S, Savage GM. Characteristics of healthcare
wastes. Waste Management. 2008;28(7):1219-26.

IFMSA International Secretariat, c/o IMCC, Nørre Allé 14, 2200 København N., Denmark

12.
Hossain MS, Santhanam A, Nik Norulaini NA, Omar AKM. Clinical solid waste
management practices and its impact on human health and environment – A review. Waste
Management. 2011;31(4):754-66.
13.
Countries I-RCoHIWMiD, Coad A. Managing medical wastes in developing
countries : report of a consultation on medical wastes management in developing countries,
Geneva, September 1992 / edited by Adrian Coad. Geneva: World Health Organization;
1994.
14.
Da Silva CE, Hoppe AE, Ravanello MM, Mello N. Medical wastes management in the
south of Brazil. Waste Management. 2005;25(6):600-5.
15.
Blenkharn JI. Clinical wastes in the community: local authority management of
discarded drug litter. Public Health. 2008;122(7):725-8.
16.
Lundgren K. The global impact of e-waste: Addressing the challenge. International
Labour Organization; 2012.
17.
Baldé CP, Forti V, Gray V, Kuehr R, Stegmann P. The Global E-waste Monitor 2017.
In: United Nations University ITUISWA, editor. 2017.
18.
United Nations Environment Programme. E-waste: Inventory Assessment Manual.
2007;1.
19.
Grant K, Goldizen FC, Sly PD, Brune MN, Neira M, van den Berg M, et al. Health
consequences of exposure to e-waste: a systematic review. Lancet Glob Health.
2013;1(6):e350-61.
20.
Robinson BH. E-waste: an assessment of global production and environmental
impacts. Sci Total Environ. 2009;408(2):183-91.
21.
Heacock M, Kelly CB, Asante KA, Birnbaum LS, Bergman ÅL, Bruné M-N, et al. EWaste and Harm to Vulnerable Populations: A Growing Global Problem. Environmental
Health Perspectives. 2016;124(5):550-5.
22.
WHO | Electronic waste WHO: World Health Organization; 2020 [Available from:
https://www.who.int/ceh/risks/ewaste/en/.
23.
Noel-Brune M, Goldizen F, Neira M, Berg M, Lewis N, King M, et al. Health effects of
exposure to e-waste. The Lancet Global Health. 2013;1:e70.
24.
Kuehr R. 1 - Global e-waste initiatives. In: Goodship V, Stevels A, editors. Waste
Electrical and Electronic Equipment (WEEE) Handbook: Woodhead Publishing; 2012. p. 316.
25.
Eckelman MJ, Sherman JD, MacNeill AJ. Life cycle environmental emissions and
health damages from the Canadian healthcare system: An economic-environmentalepidemiological analysis. PLoS Med. 2018;15(7):e1002623.
26.
Lee RJ, Mears SC. Greening of orthopedic surgery. Orthopedics. 2012;35(6):e940-4.
27.
Wyssusek KH, Foong WM, Steel C, Gillespie BM. The Gold in Garbage:
Implementing a Waste Segregation and Recycling Initiative. AORN journal.
2016;103(3):316.e1-8.
28.
Guetter CR, Williams BJ, Slama E, Arrington A, Henry MC, Möller MG, et al.
Greening the operating room. Am J Surg. 2018;216(4):683-8.
29.
Penn E, Yasso SF, Wei JL. Reducing disposable equipment waste for tonsillectomy
and adenotonsillectomy cases. Otolaryngol Head Neck Surg. 2012;147(4):615-8.
30.
Kwakye G, Brat GA, Makary MA. Green surgical practices for health care. Arch Surg.
2011;146(2):131-6.
31.
Meara JG, Leather AJ, Hagander L, Alkire BC, Alonso N, Ameh EA, et al. Global
Surgery 2030: evidence and solutions for achieving health, welfare, and economic
development. Lancet. 2015;386(9993):569-624.
32.
Marks IH, Thomas H, Bakhet M, Fitzgerald E. Medical equipment donation in lowresource settings: a review of the literature and guidelines for surgery and anaesthesia in
low-income and middle-income countries. BMJ Glob Health. 2019;4(5):e001785.

IFMSA International Secretariat, c/o IMCC, Nørre Allé 14, 2200 København N., Denmark

33.
Mullally S. Making It Work. THET. 2013.
34.
Howie SR, Hill SE, Peel D, Sanneh M, Njie M, Hill PC, et al. Beyond good intentions:
lessons on equipment donation from an African hospital. Bull World Health Organ.
2008;86(1):52-6.
35.
Howitt P, Darzi A, Yang GZ, Ashrafian H, Atun R, Barlow J, et al. Technologies for
global health. Lancet. 2012;380(9840):507-35.
36.
Shortage of personal protective equipment endangering health workers worldwide
WHO: World Health Organization; 2020 [Available from: https://www.who.int/newsroom/detail/03-03-2020-shortage-of-personal-protective-equipment-endangering-healthworkers-worldwide.
37.
WHO | Donation of medical equipment: World Health Organization; 2020 [Available
from: https://www.who.int/medical_devices/management_use/manage_donations/en/.
38.
Policy and Procedures Guidlines for Gifts and Donations to the Ministry of Health
Jamaica. In: Health Mo, editor. Kingston, Jamaica2014.
39.
Ozder A, Teker B, Eker H, Altındiş S, Kocaakman M, Karabay O. Medical Waste
Management Training for Healthcare Managers - a Necessity? Journal of Environmental
Health Science and Engineering. 2013;11.
40.
Mathur V, Dwivedi S, Hassan M, Misra R. Knowledge, Attitude, and Practices about
Biomedical Waste Management among Healthcare Personnel: A Cross-sectional Study.
Indian J Community Med. 2011;36(2):143-5.
41.
Prüss A, Giroult E, Rushbrook P. Safe management of wastes from health-care
activities. WHO: World Health Organization; 1999.
42.
Freedom of Information Follow up Report on Management of Waste in the NHS.
London: Royal College of Nursing; 2018.
43.
Technical Brief: Sustainable Health Care Waste Management. Geneva, Switzerland:
The Global Fund; 2020.
44.
World Health Organization. Regional Office for the Western P. Status of health-care
waste management in selected countries of the Western Pacific Region. Manila : WHO
Regional Office for the Western Pacific; 2015.
45.
Yazie TD, Tebeje MG, Chufa KA. Healthcare waste management current status and
potential challenges in Ethiopia: a systematic review. BMC Res Notes. 2019;12(1):285.
46.
McGain F, Naylor C. Environmental sustainability in hospitals - a systematic review
and research agenda. J Health Serv Res Policy. 2014;19(4):245-52.
47.
NHS England Carbon Emissions: Carbon Footprint modelling to 2020. United
Kingdom: National Health Service, Sustainable Development unit; 2009.
48.
Klöpffer W. The Role of SETAC in the Development of LCA. The International
Journal of Life Cycle Assessment. 2006;11(1):116-22.
49.
Postlethwaite D. Development of Life Cycle Assessment (LCA) : The role of SETAC
(Society of Environmental Toxicology and Chemistry) and the 'Code of Practice'. Environ Sci
Pollut Res Int. 1994;1(1):54-5.
50.
Mortimer F, Isherwood J, Wilkinson A, Vaux E. Sustainability in quality improvement:
redefining value. Future Healthc J. 2018;5(2):88-93.
51.
Moultrie J, Sutcliffe L, Maier A. Exploratory study of the state of environmentally
conscious design in the medical device industry. Journal of Cleaner Production.
2015;108:363-76.
52.
Hutchins DCJ, White SM. Coming round to recycling. BMJ. 2009;338:b609.
53.
NHS to reuse more medical equipment: Department of Health and Social Care UK;
2018 [Available from: https://www.gov.uk/government/news/nhs-to-reuse-more-medicalequipment.
54.
Eze S, Ijomah W, Wong TC. Accessing medical equipment in developing countries
through remanufacturing. Journal of Remanufacturing. 2019;9(3):207-33.

IFMSA International Secretariat, c/o IMCC, Nørre Allé 14, 2200 København N., Denmark

IFMSA International Secretariat, c/o IMCC, Nørre Allé 14, 2200 København N., Denmark

Bylaws Paragraphs concerning Policy
Bylaw Paragraph 17.2 Definitions
a. Policy statement: Short and concise document highlighting the position of
IFMSA for specific field(s). A policy statement includes neither background
information, discussion related to the policy, a bibliography and nor does it
quote facts and figures developed by outside sources. The maximum length of
a policy statement is 2 pages, including introduction, IFMSA position and call
to action.
b. Position paper: A detailed document supporting the related policy statement
that contains background information and discussion in order to provide a more
complete understanding of the issues involved and the rationale behind the
position(s) set forth. A position paper must cite outside sources and include a
bibliography.
c. Policy Commission: A policy commission is composed of three people, with 2
representatives of the NMOs and one Liaison Officer. The proposer of the draft
is part of the policy commission and is responsible of appointing its members.
The tasks of the policy commission are the following:
i. They are responsible of the quality of the policy document with the
approval of the proposer.
ii. Ensuring the content is based on global evidence.
iii. Collecting and incorporating NMO feedback after the call for input.
iv. Coordinating the discussion during the General Assembly.
d. Policy Reviewing Committee: A policy reviewing committee is composed of
Vice-President for External Affairs, with 3 representatives of the NMOs. A
Policy Reviewing Committee shall submit a report to the Executive Board and
the National Member Organizations according to Annex 1. A report shall
include the review of all submitted policies and reasons behind the final
recommendation.
•

•

•
•

•

Bylaw Paragraphs 17.3 -17.7 Adoption of policies
A draft policy statement, position paper and the composition of the policy commission
must be sent to the NMO mailing list by the proposer in accordance with Annex 1. Input
from NMOs is to be collected between submission of the draft and submission to the
General Secretariat.
The final policy statement and position paper are to be sent in accordance with
paragraph 9.4, using the template provided in the call for proposals. The proposal must
be co-submitted by two NMOs from different regions or the Team of Officials. A
corrected version of this document may be submitted according to paragraph 9.5.
Correction may not be used to add members to the policy commission.
Policy statements and position papers must be presented to NMOs during the first
working day of the IFMSA General Assembly.
A motion to adopt the policy statements and position papers must be submitted the
day before the relevant plenary by two NMOs from different regions or an IFMSA
Official, the IFMSA Team of Officials or the IFMSA Executive Board. Adoption requires
⅔ majority.
Amendments may be sent to the proposer in accordance with Annex 1. Amendments
made during a General Assemblies or after the deadline stipulated in Annex 1, shall
be submitted to the Chair at the latest 23:59 observed in the timezone of the relevant
General Assembly on the day before the scheduled start of the session in which the
policy will be voted on. These amendments require ⅔ majority to pass.
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