rrrrrr_rr-rrr'rrrr”r.rr'r'rrr'r'rr.

r rrri

r

r

Bl

. EREYRIERI
T AEIRETIREE

1 Review Of Alternative Technologies
@Fo.r T@g Treatment Of Clinical Waste

-_
B

FEENVTHERRE
BIEREE
BIIH R R i 154
Waste Policy & Services Group

Environmental Protection Department

The Hong Kong Special Administrative Region Government

ZEER¥EF+TH
December 2000

EPD/TR5/00



HE
HE 3
FlERER 5
X8 T A, oo R Y i L T E AT RO AR S 7
HERNEREE 9
H AR IEE RN &R 15
MmO R 19

Bf 88 (3G 2 15 25 30 RR A%)

A BRBYBEFRREBESEXME (FH ERM Hong Kong [1994 #1].
FREARE: BRBEVEEEERMETGILER - REHE )

HEBRBEDREBERKAOEIRRE (E INSCITE [1999 £].
FHIHEBLN  BRBVERE  RTRBREENETHHERSES )

S B Tt

2 B R T R B R R

T 1 0 R ) R L T B4 7 4
Kk 5 T B 1 S 9 95 ) B R

7 A8 B 007 A 3

2 47 P S ) AR TR 20 B O £ BB R

5 8 7 42 15 1 006 R B 10 R

) RMEGTEHEENRERBS QO EIMER -
ERPHERBEYSLERHEAR N BEUEENEY

K. mattaiRr (HREVERER) WER
SRR B BT AR PRI R W 52

o

T o " ® o o

ey






i * 1

1.1 BREMZHALEBRRERBYNBEER  CEBEBANGGE T
Wl FHBERRYIML)  BRENRUBEERSRTRERMER BERY
ERBZN - B FLEEWSE - WEREH - #RABRE RS TCEH
NEHBYSELE BOGRBYNES  BHELEREBY TN A
RENEE FANENFEYETHREEFENH AR L AR HEEHE
HElEBNWEHE - RUKERAFENHIAEERRBY -

1.2 BT EFHMARSERRBYRETRE  UBFHBERENGEE
RHEACEBYRAE D OEENFEBCRBRAMETHEOERBEY - SIE#H
BERFEREORE AN SERITEELEFG(TR"RT)  BFERETEN
ZRVWHAAPLOLZENSEECE KA RTENHBTTRAR  HEE2R
LREBUNEYREEN  UFSEBHZRASREE -  EHRRFTHRCRED
REFHZRAFNER » THEHIF -

1.3 BNFARERCEEDEEFORACBREBYWRABERETER
F-ENEFERGNNE  KRAOTRENONY  RIZEBEHETHETAR
BERFMAPHERGRLUNER  UFUEBFERETRY  LEFHES
T . 2 O 0 38 W) AU BT -

1.4 HEAZBR -AAZENMEE#ETHRRBYEE HERN %
HEREIWEERSBAABRIL(ZEER] MERERALZRE HTE)
BMRELR > LHEXRE —SMA - R REBRRDOREZEATHER
St > RESERH - W > DIREA - Fio - EREERSEE TN ER
WA -

1.5 HEEALHFRBRNSHER  EEZEHRWINTEERE LIRS H
v SRERERN B EERITRE - 875 6 Pe o 3 1A s
EMVOOWHMELRERE  MIERKEZR ZERME  aFEREENER -
4 BESEERAAEERGETEFOIRRRERR - THREH5 X
BERBME EREHNUERESSEYRELMEE - & T AL E
fIPAtRasis > ATEE T MMERERY NTFWMEYE S K (microbial
aerosol) - AW H R LXMW HAAE > GRETERE S EH T FHE R
BEER T RE MR R AU R B Y B R CRAR BT B 0 (K I 5 A R R R ) R B £ 1l
BEIRERECENEAEEEND RME -



1.6 AR EEREEN AR S ERY  MEEXRBYW(TEE - 5%
Mz NE RS RN (UEREBHANNER)FRREY  WE
FRESRmRARAERSNERBY)EEE - LA ERDEE - MK
REBLHEREABEEARBS  HEHBYIFEIHER  RikF W
DEE -

1.7 ETHRYSETRIFESHREENBEBYNEE  AELBY
REMAZREABRBYR HAERESFFRBANETHNRS TERNE
B HEELERBY FLURERGKBFEBYISIGEATHMLEZY - F
B BRAEREREWMEHBREBYN  fIMNERBYNERRBRLTH
TRA EMEERAEETRE A TTE - FiL o AR Rk A 8RB
VIRBHURELEGENHAY LEFH HESTATERIAFERE IR
RER HRECERBYNNLEVIESERLHHBENRZ > MEk
EAFREERBRYSE -

1.8 A & B A BOAE BR BE £ 9 (0 BB R R ) AR AT B 5E - B R R IR A
e WEFINBYOREZRAERRIRR  FREFEMHRSE - U
TE2REBRERFERARCHRRE S - RBEIBRBRURENRE  RF
BHEBRACKMBREBYIRSMENCEF AR BB EE -

L9 RMASHEHNFSENERRRECBRKRNE AL HRRE W
e RHSHRYENBEYRERREE RN - S LA B E T
B £ BB ATAENFINSAREE - Bt SRBYEE
B A PO RR % 0 U U IR 1 05 U0 I KO TR - L O R — 44 22
x

1.10 R EERE  RAFRUSHAREIMES S8 HET K
PR e — R AU B LA - BRI AR T RERME AW LA
FrEEBENRREY - Kb RAEBRAARLCEEFSRERRREDN Y
B ERESRGECERYEH SO UREEFREFVERBYEE & -




B ERYE y J

2.1 HEBYELER 2 WEABEWARSEEEBEELE - B
A REEANBRBYARSTENEEE » /B ABHEHE - RIEE
BREARETHERCERAYBEENAEBRERNAEEREL - OEE
BY BT AR MR A EE -

2.2 BXERHEABOBERY  BUTBEBAXELCERYEESLG U
FEER RS EBRREY -

2.3 BFEE—-IWNECERAZ1TERTTAZHHE  BAREBRELE
O emAERIETE TBAEEZRTRELEBLZRAT >  HERD
ARTHEZBYRBSLCREFRBYMETHRASEALETER
MRBHLORMBERBRIFRE - MIHEEIR > BABE - AL TFHREER
MONEHTELARAGNER -

24 FRMEREEREONEARETUERGOBAE o W EEE A
RBO TR ERTARAEE -

2.5 FPRBAE-ILANEZARK  HEERBICLBBEDEE DO
RUBRRLTARMLCBHEYABREBY  BWNAEER ANWNLERLR=ZHH
HWEEEHNERGNER BEPRHERTGERRFHARNERRER - E
AMA—ERBUEE  BRNELEHERBNTRERERER  SRBEAN
ZRERIOFERE -

2.6 AEBRER -ANAAERATEZH  MBETFHENERTWET R
MEMER  ZHURGDARYERACEBREE S CRABEEDE
=

2.7 BREBIAR-AAAEFEFZHATEER2OCOF—REH
M EBRYEAP L REBRRBYNERLBAMNERER  AIZETREE
LZROREAFHEZRIBHER - L4 BN FREF - HRIEER > i
ZOCOHERALHRERBEGHNERM M AE T ERAOHRER - &5
MO REFERICEZEZRTERL  EMEALCERYEETLE
EERBRY -FERIINTE FHEETEGRRENERKTRFERERYNE
BEFFHREA > BITHAESESFERYREBELEWN - TWIFBUFRHEE
LR AHRBEERWRSRYVSFERANBERERNEEZIEON - L



HRmEEFELEREHEHE -

2.8 RHOHEHBEEZEREEEARTRAMNE  BERENR _OCO0OFEHB
moABRERYERESENR IREBEE  BERETHEERY EE W R
REHBRERFERYMN AL IRBHERBEAEELEWARE - 4
BRENERZABTEBASKSEHARNERLMBRRE 20 EES
MEERRBYREIWNOES  AREBEBTREREH DB EETH
BERBYREEMRS  BRURIAFAR NRGREMAEOHEREN - I
HAERBERBYOLI R AR -



IR B R R R

45

i | B

5

EITHIARET
BORHE TR B

3.1 EF TR B E SRR BUT G RE RS e SR
¥ Fr £k HIHY 75 % (ERM HONG KONG [1994 5] - 7R MR W - BFBYEZ L
BRRIBE TSI - REWE )

3.2 EWER - ANEEER  HFHABELNERBY RN S LM
AREZEEN  HEHNES > 8F 0 ABHRARESRNSEE @ RA0F
REA SRR EE  FS @R MAEMERY  REEY - LB
o MEFEEBRYRESANES S TNHBRUZERVEWRE - E
TEEFERETERNBRFERE Y RBKRY - #&iEH  FERHE
RMGHERBEUREAABEEESEEREINEREYBIARE - =H &
AR BB - Fimd: - 58 - BA -MEX - REEER) BRPERW
FEREE HEERFHS MRRERFRDAETREY -HEENHEHEE -
WELEL  XRARERCEARZ-EE5HREBYEALN - SEE R
GRSk R A

B EEH R E&ER)ETIRE

3.3 ~AANEY BERTHWE EEABMEMLY > Bi0m "R
BIBEERFFT A, (USAEP EEP)R R EBEIN M FEB(USETDT R » 5
MORKBRBYRBEWIT(EY - 2HEHRGEHNAEN - 2% NNEE
BREMHSERRBRYEAEMAE -FOHRK -

3.4 Hig - EPRES AN B 17T 3 B Y o] 8277 BY (K 505 K B SR R
VRS - BEREH T — 4 25 BY USAEP EPP T{EH5MREEE
MAERAARGEEBERE THEFELBRBYN AT - ANSCITE
[1999 F1- SERERZN - BHBYZERE  BETEREEHGETHE
e o) BREBMAESES  FAXBEES TRIRS

(a) BEHRTEBEBETHIGABEIBEY  FEZEEDCH
UIRER YR



(b) XBBFFEBMEECRBYREMBLHCERY RS EREY
() HEFMTRESHRIEEERBEY

(d) ZBHAELATAREIRR

() ABBUHEMHKERHEERMLEY(VOCs)

() RAXBREUTERERNKBRRRAYSENSTE K

(g) ZHEH -RARDHMIIE -

3.5 wEEH  MRARELERKREBERSY  THEKBEZEHHS - R
EREXBRENEENFUREECH AW ESWAFFEAREMEEY
WRBEY > MAERERZE -

3.6 5 & PR 0 IO At 75 Bk O BEORE ~ (b B R A O B e B RE HE R BE 0 IR AL
FERIE MG LB - RS R B ff &k B -

3.7 HEWws i -HEENEREDHEEANESWERYNEERRE
i $E 7T &9 1 5% (Jones & Konheim,1994)(fffk L) - X IBEWEMIESRWO T ¢

(a) ZERBHKXZEBB SO FERE) HE/LEA T EHK
HEIELEY

(b) MAFMEREBREFLTRYKUSFEHER > WEEERA
FFRpMBENERETS

() "REBRERAFEANBERYFAELOIRY  5IRWEE
W AL JEL Jigr BEE SRSt RNV R R B A AT S SRy LR - FEE T
WRT > BEARTER 107 &

(d) MEHEEBESRRAEZBRSRMEEB)ERRERZER
WHE  REFRSRRERRE -

3.8 ZEETHESERETERFRANERBRYEE L - ZEA
REHEERETHEREMELANERBYELRSEZRY  BERETHE
BeRWKERPTHES 0.12 Kg ERBY - ZH - XEAWHREKESERERF
RERATES 55, 22 R 0.6 Kg BWRBEY - FHAWEETEE RE TERELE
BERSTRARBYSHE -



HEEX R AR E - 4

4.1 BEAETESEBEEGRERTHEOME  BRER_2OOOE
HHEE T -~ CRRERBYEE AN R ULEHBEEECER Torgam HEFELH
Ay William K. Townend 5% 4 ) + B 3% 31 17 59 B 5 38 ) R B2 £ 00 S 10 PES ] R 20 %
BB AHE > THREEERWEPFRABOEE - Townend LA R EHB
MEBERGIWMN E—EE  TEEBERBEYHS(ISWABRREY L
fE N ERE - Townend LA FEBMERBREE  CREBYEEIEHLEYE
ERRE - A AR REEHB(WHORERM > It A 2H R A AHR
Hi R #Y “Teacher’s Guide:Management of Wastes from Health-care Activities” iy
FELZ — - @M LIFREXE Brunel KEBRKH I P.LH John D,
Donaldson ## & Sue Grimes [ LH B - BN HKXEIIRBRITHRE » o5
B CR D FWERNVER  HIEBRN TR -

4.2 BEERGHEL BHBEYEREER  MEAREME  BHEYE
HMELTERDEE

(a) HERBYANEREYHENE R/ REEEE  UREEH
LYREY

(b) MEEFERYANFE > DEREREEER &R MECIREEIE
Hh T T 8 TS A R R B RV $H ) ¢

(c) EEWBEBYRESHLIMNERRD LA &
(d) KiE®EL BIERE -

4.3 TRAERPNNEREEY AN > BEMRE TERTEHRA
I F AT Ao gE - EEBCEBR - EmE 5 EKRE -

(a) FxE H YR B R

(b) RELEMEEKLERH

) REEERMITEARBERBEY TEREEEEERERF &K
(d) TEHRABRERTEHEE -

4.4 BT W& EERETRBEEEYT 408558855y 8=
Bifr- ERFERG P GESNF L 7V BRFEMARE WSS ERET R
REZEABEEIR - BB - BHERERBEEE  DLRAEZABR)

9



HAMERMEWENAERLAL) : RAFRWUETRERENSE) - EX
Rl BRI E L REN —RWESABXLUBRESIT T -
EREFREZEHNEN EXTBHBEERAIAE BERERCENRS)
HERELFEXRBHE R AREDEFSRZEEZRALFNEIEZEREY
B 7 ik e

4.5 HEGCHREPHABRBERNBRBY BMEMFELFMILE  BEXE
RERFSHENSME - THSHFEARLRER

451 FEEREREWSORI

4511 BWRBYREMNET - HEXIEZEHN EHBWHETRIER
B DB EEREREYEEYE  BREOWERIEREDH
HEMED  BS “®N" - Eb "BEl" REXZZBRMEY -
MEMBATREBEMBE > THUATE  FFUEFRU —RAXR
EZRTHSIPBEMTUERERNALEST  MHEE EBEZHE
MAEMEBERD 10° 5 - RERA 99.9999% - R “WE" - BHRE
FIREEFERTE  S#ELMILETIER - REEFEGEF
LHIESIREEF#E o BB AT

(a) AREF-TRBRFEMAEYCRRMAEZFRERN)

(b) FEBE - BHEZEFAREEEME ARSI RERATTA
RIS PR RER > EA—ERERRAHEF

() #RFFHE - HERBAMME - —EFmIFR—LHE TR
RALURBBRODBNMEDNEEFEAREETFR -

4.5.1.2 EHRRCEUSERERY URESRSHMAE HHE
HE R ERE > U REYRYETHRE /A KW -
REBRHTHARAGYRZVERBERENERKE  TEENIR
HESHE -

4.5.1.3 WEHMERL > SHEAE(ERE - BEACBEREENE
BEBY AR ARFLERFERRBEUMT - EE LM -
HRMHRETCABXEETLUAFF EBHEEMOHEE RS > mx
R 2 e b 55 M B AT M (B R BT R B (STAAT ORI P 12
WEMANFMBRRBEHTRAMNDINELER > URBDEZN
FEARERNAGEFIR  RRIWHESER - EHTFELH - B
GRAAEEEIEEHESERMERY  RABE LINRAKFHK

10




FofNBYER LANSS(EEET AERERRBEYHFMEE
EEEERD  BREAMOEE : BRERYOREE BUESE
HEVHE  EFNRERBEHONE BERKRIEBREBELCAN
Mnese EMoRs - WHEHEHRE - Wi > RESHEIWEESR R
BN EWARLABHZENESERME  URABENRD -
PlalE X EREREOME  RERAHEABRBRYDN &
BREZRHBSERBHEEER -

4514 RHHFSHE  HARAERACERFIGEEINEEER
B B SEMEY  SETUHNERREYETEE - BiEd
MU MTHRGRVESBECHENERERKE H TEERA
e B - SR HRTREABURABY RS ABMRES T L
MERE - SEHEERMHAHBYR S S0 BEGEN
BRIE S GHE - WA RAREMA T oHEE ) MEW Zavin
BMmBRRERYRER BRI H AW LR -

4515 ENEHEEREWEMHEN BRAETELETHE
B9 e 18 22 Pk 0 i R A o D R v B B D GE R

452 EHRFIFSHINOERERBRDYAREEEH
=g/

4.5.2.1 B R i BH S0 B RS 8N B N An - e R B o ) Y e B A -
TEREBRWHBLDHN  NEATHBRNGEDRCELTEHOES -
HREAHEAT TR ERSERRRY > LEBYEEELIKEDY
VWE WEEHTHERREN - BEEN RS TREERFIS R
BB RSB LM o BRIFMT AR I TRELE -

4.5.2.2 FHEEFERMEHAR - MR LS EES S
DGR EE A A AR - LS Y R R SR 0 B MR
FEEETHRBE - B4 - SR AGYBRERETYH - Bl
HESMERE  RAEL—RETERBYRER  EEREER
HERMERNM ST WEBTETE » BA 28T -

4.5.2.3 MEHEREL EHAMESELWRNERE - 88 - Hik
BHRECBEESF)N FTRAKRERBDUIN > AT RE - D
RERARCEXEBTHBABY AN - MUBFBEEEFLRE
EHoHEEWATRETERBRYPOZEREBHEB O A®&S) 5
ERRTIREEAY 7] ) P YD R AR - (R 59 M R L AR MR AR R B

11



EREEOR R - L4 EMEMITHR  REEENBERY AT
DLRNE  EERTRERERFANRE -

4524 SEEWRERERXHBEFRRY EREFIEHREERK
mHREBYLASIBLRATERE (BFERARACTARA) -
EEERBRNBEYONE REHBEHE/NARAESRENRDE
BWoE MBS THRANKE QB RBYNEENS &
BAZRA - WHAWSHER  £AFTRENERRR A KAIT
HRFEBE 2R « G104 A i By 8 1 3K 3L B AR AR ) R 1S R
W BGREDIHER - LA REBEEALTENHERE BEX
BEAWEEREN THEAR  ITHMABRYERSRKEEHY 2
BOERELE  BRAUT  XERWHE -

.53 RBIBERIERY

4.53.1 RBIWMEEL  FAEFBRYREESWEEXSRIEL
R REREERY -

4532 WUEHWNEEHNEZRBEHEBY > W IER KRR - %
HERERVEECHRREANERLE - A > WARERBEDR
8 £ Ry R R H R LTS RS AR B > 3
KERBYAEHBEATROBEBRTAHNTIRESR - BT W
SRt RERFERDIREZHNEHMER - BN -8 05 -
Fms - RREERXEEEREBYFFAEANERGE -

4.53.3 REBREHEH X SESWEATESIR EEEE HE
EEHUBESENRBHRY  NEAZBERETHRERSER
SEMNERMERACEN  c ERANBEREY U HBRH HRL
MEE BA2d0 BUESHBERGSED - HIUFRES
MRERBEOHR  FURSENRNEEBERE - FEOBER
HESHERREAR M - ERORERE  UHFX 100 BRER K
WK 95 E 100 EHMEEE  TRAEUHBREABERYAELY
BATHETINSREAER, - £NMAE T LBEMIATEGE
Ao A ARERBOANBREKERAKBEEY - £MFEEHK 90
E 130 &k - KIRE@FEBYPEZTLK -

4534 HEEH MIEEAEHRRYOEEGHE  BE+o
B BEREERRYSMNBREREE UREEMRAREMDBR
M- AHERBH  REEEHEROABERYETOMEES

12



ERMAEATHFHERS  FoOEEENELERAELENTERBHRZ
ek BORRUARHETIAME - BExiEHEEHRY ARG E
MERGFLBBREECUEMBRFABYRCRBARNER) A
B o EA A HRRERELERHE > R ARERFTELER
HY & Ml 95 5| e HE O HE -

4535 SEGWATEGESEBESERY  BTFLEEERE A
"I R - MBHRRYIBEGRERKRANERTEASAE -

4.53.6 BRBYUMABERACRGELE R ML & A
ZHELZENERGREGEE  DER _EXARREMESFEOIERK
-

454 RFBEEE

4.54.1 HREZSHERNORMBETRL FERRHEFE X
FRBMREBGEREEBREDYARTU+TIK - B—-FHE > X
FEHSHBRBYRBEERN T BCE LB R RERE - 8RR
BHEROBEIBENEABEERAR - A0 XBEFEMEZ T REBE
BENIOSH)E - ANEERET —EHEERBEYRERES R
EMPREEENY - BRE - MIRATFREAME - BHERE
EHFESE - Lo REHERREFFC(CDCO)AHE » ZB—EDEHE
Bl 3 B (JfE A B ) i 30T 7R 3 2R 4T BB SE M R B S B R B
#He ZEBMBBRRTHEEEER  ED -EHEEZERELENEH
A BP—RTARGOEMBEKROERE R -BEXERERE
HZGENMAS R ANEREEER -  MXBERBREEELER
BRI 1 b it A B e B 3R R R Y -

4.5.4.2 HERESIDPLONBRERESFLHERERBS S ERE 0 &
HEEFOMEYE R # (microbial aerosol) ~ A AT FIRE - £y & -
TEREMRE  DEXTERE - WENRHEH  BEBEHBEDILIE
GREREREHEBREREOHE WRLAEREZES BREREKES
MEBRGE RETRREEREYN LANRE -

455 MERBNBEYHROREEXHE

WEmEEL BREYEEEANGNLES Y RAKLER -
It - B AR AR - MRt kbR Bl BB U T RE 2 K MR &R
MR ME S B ER G - f0 ERERYSH KESMR

13



BRX CRBEANEBRBNFRE KRUNMEER - Bl EERE
BERNBYETLURESE BE - ERRAB@RAAETR) -

R

4.6 HEARAHSPHETRASERERY BB S W ARE - L&
BHE2RTEHERNERBYEHE  HEHEITRTSELMERE -

4.7 KBEKBLERARENER  DERELAERASEERRT®
Rl BXERUNTERERTEACEEDAEDP LUREERBYOERSR -

4.8 REMS » BEEBRBUT ¢

(a) REAHMTETHWRIAANER  URESERBHMANK
D0 B B B ARG B R AR BT S R A O

(b) REAMZBEM(EFAIFEBRERMORRE © &

() EHBNELEW QR VANEHR  ERERRENNML—
BMEBMRE TR SRR -

14




HL A AU S SR R 5

5.1 BRESANATEELTENERBYREBSWOEAER - HREFA
RBEZBEEMTEEANERBEYRERHETENEE LT B#EBEREBEY
REHMARE BEHEHNE

() IFNBENERRAERNNEEZFEHN RS ESERT B EE
KM &R K

(b) ZRBBWTIRARRAEARTEENBE RN R - LENE—FH
# o

5.2 FUELSE MRS REYREBFEREROETRFEE - S H R 8
E- fbot o H iR 7R I8 U A BR ECAT RN AR AR % (5E IR 7 B AR M R T R A
WigkF R G- BEFEHRABBMT -

51

(2) SRR Y BN (20 /ol B - BLHUF) - BB B S @) ad BB AR
EREZRM GEIH A Hins - BRREERGEB)RE RNEE
WY RE Tk -

(b) EEERE > HRENERRZEHIEWTZEZE L EWE
Rl WELHREAEGREE MRS EEEMERE - B
EERMEHBHEBY -

(c) FFZ LB >  THENEAERBY KSR EY - Kb
—~HERE  REBEBYULEtMERRY  EREBRE NG
RRABERFBAEGESS -

(d) MERBMORGIATEEH 2 - HATEIELREET G HHE
BHEHES - REERN  FE2RBETEEHNETEFEMKE
CRBNESRET +oBEBNRBHERERRE -

S
(o) ZESZE R P > o B (A0 ok B MO B IR 4R 3
B R BE - OB R f SR PR T ) » 1038 3 M B Y 350 B 4 1 24
BRI -
15



() HHMEMATREMESI R EELANTRMBEIEREAH S
hEMRERK) BEMBRERITRAARNERE - 8Rifi - &
EHRHEEZRETRIM AR KLEAENER T REHR
o MHULFRE -

(g) BHBEWEXREER YR - X8 > ZREMEEHEBERLYE
o HOFEEENERRS Y (MR G LT EELR
BIEEY) MBLrRER2NEERCENMTEAGS - —&
AR IERRORCEER SRR RB R EE
BEARRMARMERARRE BROEBENA  EREK
WHRENEREY  DEESLURTARBERKEERL - 1
o BEREANERE AR NDBEFRBZIRTOBR
MAEHE -

(h) F—EBMHEFZGEE) BHUEAESSEER AT RE
HEI BT B Y R B AN T b BB R AL A B R [ A 3E L — 3R
&t RE-FBOEERBRBLESH - RRKNEZEG G
HENEINRAKBEFEMEE  EEREEME -

B BH %% H

5.3 ERRALEOBRESRER O AW ETHEREFEWE AAYN
R GREEHNECEBYREATLRERHBYRMGEIEX - RELEE
VRATLHBWEBREREHEAS 5200 BT (A& H - MBS OREE 10
NEBRERYTE > BTUEERAR 2200 87T -

5.4 ARt ERmER  ERERINF RN EREANEEEN
BRLCFARBOEE - BRBECBARAARE  AELTS RS RB B
HEEfRER(fs HE I ME - MBABRETENEREAGSRLEE
BYRBEPLHE MEBEBRHMNDWCERYERMEPLHTE - MIKEER
FHNEXBHREERM  HHEABRRBEMAL -

5.5 REMEGEFRLOD L REMNBREN  TEEHEREEHABE
RERHAS MiEtRCEAEREEBRREYEERH L EFNTS HME
Wi - ZHEREHBERE

(a) MLAEWRB/ MRS VR R BREBERY

(b) BB RBEW MG R oI E BEEREYERR SRR
R ERTY -

16



(¢)

(d)

(e)

H

(g)

(h)
(1)

EEHW/BRARVER  RE-H S B0 E S HORE:
B E B Y17 BR e AH B P8 B A 1

A BRI WE T (Transit Skip) B B 2 5 % 4k
8 T 32 0 0 1

B B R B W B A M ALY B B8 A T o O B T
B ;

12 0 P28 B B T O P R S B T
B

HEWM - BR KRR RN > SREE - R R
P 905 F 56 O 7 AR

—GRBER R

ERTRADNRA  LHBORFREHEDS -

5.6 REBEATRINVERZZENWRA B EFEHERRBEALZHR

5.7 RRSHEEMAEERARE—F » Ll NHS@EAPDELRE
MBI IR SR G " A5 5545 2 1 i 49 4 7 7 L A 2 1 B
B FEBFH BT —ABBTEMEK - OIUTHE  BERFGYEE
F T ERBE WG ER - ) —EANETREEE R B EENARA
o MBEEERNRMEYERR A EEEE Y S ESTE RS ERRR)
THREETFARED

(a)

(b)
(<)
(d)
(¢)

(f)

(@)
(h)

REBBREBYEERN  WERBEFANERERAY FH
B

BHEFERRREERTENRA

NERBRBEDARENR  BHREERBYRERBEOEM
BEEERRBEG KPR

EITHT A YRR - SIRERAET RN T Ry B
HI e > 0383 T SR PR

I ERTHE BEAWNFABREBYREREEEREDY
HR o R AR BT

BERIGENEZRBERIS  USSBE8k: &
W —EE SN B YA -

17



5.8 MEMA SRR ~SRBREEERM - LR
EEHHEEG & F) HARTRUN (RRBYEHRBER) SEL > BE
EREHTESRCHE MABRBRAERCHEAN 22T & K)-

5.9 fitéd HERNFBENWBALER SR TACEBYREECOCRAORE
ABRRARAEREYNESERAREERHMEE  HEHEXENE  HRIE
AEETIRA  RSFARMNVENE OFUTERE  BREEEFMG - T
RUTHERR - B SRR GS -  CEGAMETR  EFE S
HEWBATLER -

8



s R b

Il

6.1 HERIWERRBREFARREN BB - BEDBEEWER
B - SEREREFRT  AEOEWNERE - #WN - FoE - a8 BXE
mERHAREH HERCRERRBEYARERRITHERNEN - TH
IR KR EHMEBEHAE  CERARESENTGTLEH KM - B
B o A R -

6.2 EEE BERAFEHBYREESWRREDE > o RREOHE
FHENBRREBERE  REFESIESIANBRBRBIRES  XEHM
ARREZEZERMFRACBUREXABERELE  ARBHEFHE T 2R
REFRRLIWOEHS D > MRORTRERBEAEEFIIEBRR LA -

6.3 ERBABERNER HERCPRE) RABREERAREHEHT
AETERSER - SHRFCEMERZENBREDEY » RRXERERE
REEZFHETHORRBOHAE -  EXARTRERFEHMMTEAENES
R SEREREREENERABSRY  SELXEZENTRBEA
oM BEMARERNBHEBIIRE  FEEERNBRAR MM
M- MEBRREELRYE  FAFREEERE -

6.4 BYSIETUEEBRIERBYNELE D UTRABYRAR A
FERABFEYDHEY - HR HRHFASEBANEBELTIANGEE  £8E
EHRAERY  FURBERBCSWEAREEYR ST EEHBY TR
THEDEMABRTGR - HE  (THEABRABEYNEREERERERLH
BELEDNHERE FEE KA U7 - ok Rk B a8 iR B e
REVESLEERANY - €270 e EREE - FEEBERXL
HEEHEBRRBYAALCEY  TARAERBRBEBETEE BBAE
W -

6.5 FHEBRENEEREANEREDYE  BTRE  LERESR
REBHEARBABEHEBY AT UBRBSEERTRANMEE > TEEY
MR ARTRBEWRRDE - Bb4 - JT 8 £ 35 B — i 5 8 2 5 i
BHEEBERLOBEFOER Kt ARERNBEERKORE - BH
EEETFHAEREFBHRE r UBR{LARBEAR -

6.6 BT MAT 8 — S AT BT (R0 DA SR S E R A O W
HBYMETEE HESEMMAEEr R EREEY W RRSEMLEY -

19



HERAHYU  SEEWNHGRESLESHMER N EBIRE  TRERN
HIEHEEE - R ARESHEWEFANAERK  REFXRRETBHUN
MR ERBE R -

6.7 HAFRIHAEMS FERAEEWERRUEREY > BERER
[B] R P S A T B ) — ML > M FEEENMEHEE - AR R ERD R
AEEEFREBR T RN L  MHEIRARCRERETERRAEN
ARBEERY ERWERTAMBEEFRITIESTHERMER » LREAERNKE
R e -

6.8 BENS  RAMBENHEERL WG X EEE  E£AAHT KN
HE  REEREIRTTHUBHBYAEILD G HEAHELIREE - R
THRRCEELERYESR S LN RERFBRUEERFEENEREY
WHESHARBEEMIEREE Bt ARMRARCEHEREEN
REWNLE UBS AR PHYRED. r BREUERFEHEZE

RESEY-

20



CONTENTS

Page
Executive Summary 3
Introduction And Background 5

Previous Reviews Of Clinical Waste Treatment Technologies 7

Summary Of Findings From The Expert Review 9

information Collected From Gther Sources 15

Summary Of Findings And Recommendations 19
List of Appendices

A,  Summary of Categories of Clinical Waste and Disposal Options {Extract

m

T o m

of ERM Hong Kong [1994). Centralised incineration Facility: International and
Regional Comparative Assessment of Clinical Waste Management. Final report.)

Advantages/Disadvantages of Common Clinical Waste Treatment Systems
(Extract of INSCITE [1999]. Alternative Treatment Technology: Autoclaving  for
Clinical Waste. Conducted for the Hospital Authority, HK.)

Expert Review’s Study Brief

Expert Review of Clinical Waste Treatment Technologies

Report on Technical Visits to Study Clinical Waste Management and Treatment
Technologies in Other Countries

Information on the Treatment of Clinical Waste in New Zealand and Japan

Review of Plasma Technology
Estimate Costs of Providing Different Clinical Waste Treatment Facilities

Information obtained from a supplier of Microwave Treatment Facility

Information extracted from Hong Kong Productivity Council report (2000) -
Proposal on the Use of Plasma Waste Converter to Treat the Hazardous and
Difficult-to-Treat Waste

Information extracted from the World Bank’s Heathcare Waste Management
Guidance Note

Studies carried out to Characterize and Quantify the Emissions from Alternative
Technologies






Chapter
1

EXECUTIVE SUMMARY

1.1 The inherent hazards of clinical waste generated from hospitals and clinics
are pathogens and sharps. To reduce the risk to waste handlers and the
public, clinical waste requires segregation, collection and proper treatment
prior to disposal. While efforts have been made by the hospitals and clinics
to reduce the quantity of clinical waste at source through waste segregation,
a small quantity still requires special treatment and disposal. The present
disposal of clinical waste at the landfills is far from satisfactory and we need
to put in place a comprehensive control scheme and envirenmentally sound
disposal arrangement.

1.2 The Government has examined various treatment options, and has made
reference to the overseas practices before proposing high temperature
incineration at the Chemicat Waste Treatment Centre (CWTC) as the
treatment and disposal option of clinical waste in Hong Kong. To address the
concerns of the local residents, the Government has conducted an
Environmental Impact Assessment (EIA)} which confirms that the high
temperature incinerator at the CWTC being fully equipped with pollution
abatement systems can completely destroy the biohazardous nature of
clinical waste and meet the stringent emission standards. The EIA findings
have been consulted with the Advisory Council on the Environment and
gained their support.

1.3 The proposal to incinerate clinical waste at the CWTC has also been
consulted with the Kwai Tsing District Council, and in light of their concerns
as well as the cbjection raised by the Green Peace, and at the request of the
LegCo Joint Environmental Affairs and Health Services Panel, the
Government has commissioned a review to re-visit the various treatment
technologies.

1.4 Since the last review carried out by the EPD in 1993-94, alternative
treatment technologies {mainly autoclaving, microwave treatment, and
chemical disinfection) are becoming more common especially in some US
states. However, incineration is still the predominant and most well proven
technology adopted in Europe, Australia, and the Asian region such as Japan,
Singapore, Malaysia, and Taiwan.

1.5 Contrary to the claims made by certain parties, these alternative
technologies do generate both air and liquid emissions, and would equally
require proper pollution abatement. Uncontrolled emissions of volatile
organic compounds are especially problematic, and this would pose serious
constraint if the equipment is installed at hospital settings. The use of
shredders to enhance the effectiveness of treatment by these systems may
also cause occupational health problems, since shredders are easily
damaged by hard objects and during maintenance, the workers may get in
direct contact with the infectious waste or exposed to microbial aerosols
when the equipment is opened. Unlike incineration, there are very few



1.6

1.7

1.8

1.9

1.10

documented studies to identify and quantify the potential environmental
and health hazards of these technologies, and hence they do not attract the
same level of public attention and concerns.

Since these technologies are not able to treat clinical waste containing (or
contaminated with) pharmaceuticals, cytotoxic drugs (which may be
carcinogenic, mutagenic or teratogenic) and chemicals such as ointments in
the swabs and dressings (which will end up as VOC emissions), more

- stringent waste segregation measures would have to be adopted. Human

body parts also require separate arrangement for disposal since autoclave,
microwave or chemical treatment is not compatible with cultural practices.

Waste segregation would help to reduce the volume of clinical waste
requiring treatment, as well as to ensure that pharmaceuticals and chemicals
are not mixed with clinicat waste before treatment. However, since clinical
waste is generated from many different activities within medical
establishments, it is inevitable that chemical substances may find their way
into the clinical waste stream, and some clinical waste may be contaminated
with pharmaceuticals and chemicals. Moreover, it is improper and not
practicable to open every package of clinical waste to inspect and confirm
the absence of chemical substances. Therefore, treatment by autoclave or
microwave technology would generate toxic emissions under such
circumstances. In that respect, incineration has definite advantage by
offering a fail-safe solution since chemicals present in the clinical waste
stream can be completely destroyed by high-temperature incineration,
hence there is less need for stringent waste segregation.

Other thermal treatment technologies such as pyrolysis and gasification have
also been examined. These technologies are similar to incineration which
makes use of the energy content of the waste to achieve thermal destruction,
and would equally require an after-burner to completely destroy those
fractions which have not been pyrolysed or gasified. Experience on the very
few larger scale plants suggests that they require good control on the waste
composition in order to provide suitable waste feed for pyrolysis or
gasification and to reduce the formation of dioxins during these processes.

It is also noted that many European countries are restricting the landfill
disposal of waste containing organic matter in accordance with the new EC
Landfill Directive. The role of incineration will become more important as a
well-proven technology for bulk waste reduction. Therefore, clinical waste,
after treatment by these alternative technologies, may still have to be sent
to the Waste to Energy Plants for co-incineration with municipal solid waste.

Based on the above review, while there are certain merits in adopting the
emerging alternative treatment technologies, they cannot provide a total
solution to deal with ALL kinds of clinical waste, apart from other
constraints and unknown risk associated with these technologies. It is
therefore recommended to adopt incineration as the treatment method for
clinical waste, and the CWTC be modified at the earliest opportunity so as to
provide a more environmentally sound disposal method.
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2.1

2.2

2.3

2.4

2.5

2.6

2.7

Clinical waste is generated in medical institutions such as hospitals, clinics,
pathological and medical research laboratories. At present, the majority of
clinical waste generated in Hong Kong is disposed of at landfills, while a
small amount consisting of human tissues are incinerated at two Hospital
Authority’s incinerators or at the crematoria operated by the Food and
Environmental Hygiene Department. Disposal of clinical waste by landfilling
is not considered to be satisfactory.

In order to provide for proper disposal means for clinical waste in Hong Kong,
the Government proposed to modify the Chemical Waste Treatment Centre
(CWTC) to incinerate all kinds of clinical waste.

The Government presented the proposal to the LegCo Joint EA and Health
Services Panel on 30 May and 24 Oct 1997, subject to the findings of an
Environmental Impact Assessment (the EIA) on clinical waste disposal at the
CWTC and public consultation. At the same time, the EPD also consulted
the Kwai Tsing District Board (KTDB) on the proposal in early 1997.

Both the LegCo Panel Members and the KTDB members expressed concern on
whether there would be any adverse environmental impact to the vicinity of
the CWTC due to the implementation of the proposal.

The EIA was completed in March 1999 and the findings confirm that the
CWTC is capable of treating both chemical waste and clinical waste in an
environmentally acceptable manner. The Government then consutted the
Advisory Council on the Environment (ACE) on the ElAon 3 May 1999. The
ACE endorsed the findings and recommendations of the EIA study subject to
some minor requirements. The Government committed to fulfill all ACE's
requirements in implementing the proposed project.

The EIA study findings were consulted with the KTDB on 13 May 1999. The
KTDB maintained their objection to the proposal of using CWTC to treat
clinical waste.

The LegCo Joint EA and Health Services Panel was then consulted on the
proposal to incinerate clinical waste at the CWTC and the EIA study findings
on 14 Dec 1999 and 7 Jan 2000. The Government also invited an international
expert to brief Panel members on the dioxin emissions in Hong Kong on 5 May
2000. In light of the concern raised by the Greenpeace and the Kwai Tsing
District Council (KTDC) on the use of CWTC to dispose clinical waste at the
Panel meetings, Panels members requested the Government to re-visit
alternative clinical waste treatment technologies before a decision was
made on the disposal arrangement for clinical waste in Hong Kong. The Panel
Chairperson also requested the Administration to provide more information,
in particular the emission levels and impact on the environment of such
technologies, for further deliberations by the Joint Panel.

5



2.8

To address the concerns of Panel members and the general public, the EPD
has, in mid-2000, engaged an independent international expert on clinical
waste management to review the currently available clinical waste
treatment technologies and international practices of clinical waste
treatment, and to identify the constraints of applying such technologies in
Hong Kong. In addition, information has also been separately gathered by
the professional staff of EPD on various clinical waste treatment
technologies during their overseas technical visits or through other
comimunication channels. This report summarises previous reviews of clinical
waste treatment technologies carried out by the Government and Hospital
Authority (HA), the findings of the expert’s review, the information gathered
by EPD, as well as other relevant information, and makes recommendations
on the clinical waste disposal arrangements in Hong Kong.



PREVIOUS REVIEWS OF Chapter
CLINICAL WASTE 2

TREATMENT TECHNOLOGIES

Review carried out by the Government

3.1

3.2

During the early stage of development of the clinical waste control strategy,
the Government had reviewed the practices adopted by various countries in
managing clinical waste (ERM Hong Kong [1994]. Centralised Incineration
Facility: International and Regional Comparative Assessment of Clinical
Waste Management. Final report.).

This report, completed in 1994, indicated that the clinical waste generated
in Hong Kong was very similar to many other places and countries. Clinical
waste was very heterogeneous in nature, comprising human tissues and
amputated organs, soiled dressings contaminated with blood and other body
fluids, sharps, infectious agents, microbiological cuttures, containers
contaminated with pharmaceuticals, chemicals, cytotoxic drugs and
disinfectants, and infectious or contaminated animal carcasses and beddings
arising from medical research etc. The report indicated that the preferred
option for disposal of such heterogeneous nature of clinical waste was
incineration in a number of countries and places (e.g. Germany, France, |taly,
Spain, Singapore, Taiwan, Japan, Canada, UK and USA). Developing countries
such as the Philippines, Indonesia and Thailand adopted co-disposal of
clinical waste with municipal waste at the landfills. It was also noted that
some alternative clinical waste treatment technologies were being
developed in USA and in Germany. The practices adopted in the various
countries and places are summarized in Appendix A.

Review carried out by the Hospital Authority

3.3

3.4

In mid-1998, the Hospital Authority (HA) arranged 4 key staff to attend a 5-
day Medical Waste Treatment Technologies workshop organized by United
States - Asia Environmentat Partnership Environmental Exchange Program
(USAEP EEP) and the United States Environmental Training Institute (USET])
in New York. The intention was to obtain first hand knowledge on the

- development and use of alternative clinical waste treatment technologies in

USA.

Subsequently, the HA has commissioned a US consultant responsible for
conducting the USAEP EEP workshop to examine the feasibility of using
autoclave to treat clinical waste generated by HA’s institutions, noting that
on-site treatment might help reduce the overall expenditure on clinical
waste cotlection and disposal (INSCITE [1999]. Alternative Treatment
Technology: Autoclaving for Clinical Waste. Conducted for the Hospital
Authority, HK.}). The report prepared by the consultant indicated the
following limitations of using autoclave:



3.5

3.6

3.7

3.8

(a) most autoclaves do not handle recognizabte anatomicat wastes,
even if shredders are used; ‘

(b) autoclaves do not handle chemotherapeutic or other toxic
chemical and radiological wastes;

{c) the amount of liquid ctinical waste that can processed is limited;

(d) offensive odors can be generated; '

(e) volatile organic compounds (VOCs) may be emitted;

(fy  may require hospitals to change the method of waste segregation;
and

(g) heat recovery is generally not available,

The report indicated that autoclave is a proven technology for medical
instrument disinfection and for pre-treatment of laboratory cultures before
disposal. However, it does not provide a total solution for all types of clinical
waste,

The pros and cons of other methods such as microwave, chemical treatment
and pyrolysis have also been briefly compared with incineration. They are
summarized in Appendix B.

The report also quoted an earlier study (Jones & Konheim, 1994} carried out
to characterize and quantify the emissions from alternative technologies
(Appendix L). The study concluded that:

(a) carcinogenic compounds (e.g. formaldehyde and benzene) were
emitted frem the autoclave but not from incinerator;

(b) the direct inhalation cancer risks were comparable for the
incineration and autoclave atternatives if dispersion
characteristics were similar;

(c) the direct inhalation risk for autoclave emissions that were
typically exhausted from a building vent with little or no plume
rise was significantly greater than from the same size incinerator.
Under some conditions, the cancer risk could exceed 10%; and

(d) all thermal treatment {e.g. autoclave and microwaves) shoutd
have the same regulatory attention as incinerators to ensure they
pose low risk.

The consultant also examined the clinical waste management practices in
HA’s hospitals. [t was found that the amount of clinical waste produced by
HA’s hospitals was the lowest of all the countries he had visited in the past
10 years. HA produced only 0.12 Kg/bed/day clinical waste in 1999, as
compared to 5.5, 2.2 and 0.6 Kg/bed/day in UK, USA and the Netherlands
respectively. It was noted that clinical waste segregation was consistentty
practised in all HA’s facilities.
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4.1

4.2

4.3

4.4

To address the concerns of the LegCo Panel members and the general public,
the EPD has, in mid-2000, engaged an independent international expert on
clinical waste management, Mr. William K. Townend of the Torgam
Development Ltd, to review the currently available clinical waste treatment
technologies and international practices of clinical waste treatment, and to
identify the scope of applying such technologies in Hong Kong. Mr. Townend
was the immediate past President of the Institute of Waste Management
(IWM) in the UK, as well as the Chairman of the Working Group on Health
Care Waste of the International Solid Waste Association (ISWA), Mr. Townend
has previously worked with the UK Environment Agency, and has extensive
experience on clinical waste management. He has also acted as a consultant
and adviser to the World Health Organization (WHOQ) and is the co-author of
the WHO publication "Teacher’s Guide: Management of Wastes from
Health-care Activities”. The review has also been assisted by Professor John
D. Donaldson and Dr. Sue Grimes of the Centre of Environmental Research,
Brunel University, UK. The Study Brief for the review and the Review Report
are attached at Appendices C and D respectively. The key findings are
summarized in the following paragraphs.

The review pointed out that clinical waste is potentially hazardous and
aesthetically offensive. Clinical waste treatment serves the following
important functions:

(a) Disinfecting and/or sterilizing infectious materials in the clinical
waste to reduce its microbiological hazard;

(b) Destroying the sharps in clinical waste to minimize its physical
hazard (and to prevent reuse of disposable syringes in the
underground market);

(c) Rendering clinical waste unrecognizable and un-offensive; and

(d) Achieving significant volume reduction.

Any clinical waste treatment technologies to be selected for use should be

capable of fulfilling the above functions in an environmentally sound, safe
and cost-effective manner. To achieve these, any treatment option should:

(a) Possess automatic controls and built-in failsafe mechanisms;

{b) Have proper monitoring and recording systems;

(¢} Possess system to ensure waste cannot bypass the treatment
process; and

(d} Meet relevant occupational and safety standards.

The review identified that a wide range of technologies have been
developed for treating clinical waste in the past few years. The expert
described each technology in some details. He classified them into the more
widely applied technologies (incineration, autoclaving, microwave and
radio-wave treatment, chemical disinfection), other thermal treatment
technologies such as pyrolysis and gasification, and novel technologies

9



4.5

(irradiation, plasma technology etc.). As pointed out by the expert, the
novel technologies are emerging technologies and in general they have not
been well proven commerciatly. For the more widely applied technologies,
incineration has been the main disposal method for clinical waste for many
years in many developed countries, even though alternative technologies
such as autoclave, microwave treatment and chemical disinfection are
gradually becoming more common in recent years.

The expert has made a detailed comparison of the more common clinical
waste treatment technologies. A number of factors are considered to be
particutarly important in selecting the appropriate technologies:

4.5.1 Efficacy of Killing Infectious Microorganisms

4.5.1.1 One of the main purposes of clinical waste treatment is to disinfect
or sterilize the waste to reduce the infectious biohazardous
properties. The ability of a treatment technology to reduce the
infectious materials is known as its efficacy. Sterilization means
rendering the waste free of microorganisms. This cannot be
absolute and difficult to prove. Hence, it is usually expressed as a
probability of a number of microorganisms surviving a particular
treatment process. This function is usually expressed as 6 log,,
reduction of survival probability in a microbial population, i.e. a
99.9999% reduction. Disinfection is difficult to define, as the
effectiveness of individual disinfection process can vary. The
guidelines of the Centres for Disease Control of US define the
following levels of disinfection process:

(a) High-level disinfection - can be expected to destroy all
micro-organisms with the exception of large number of
bacterial spores;

(b) Intermediate disinfection - inactivates Mycobacterium
tuberculosis vegetative bacteria, most viruses and most fungi;
does not necessarily kill bacterial spores;

(c) Low-level disinfection - can kill most bacteria, some viruses
and some fungi; it cannot be relied on to kill resistant
microorganisms such as the M. tuberculosis or bacterial
spores.

4.5.1.2 Incineration is considered to be the most effective technology in
sterilizing the waste because it burns the waste at high
temperature to achieve complete destruction of all types of
bacteria, viruses, fungi and other infectious agents. The resulting
residue is a small amount of completely sterilized inorganic ash
which can be disposed of at sanitary landfills.

4.5.1.3 The review indicated that the efficacies of alternative technologies
(autoclave, microwave, chemical treatment) in disinfecting clinical
waste depend on a number of operational factors and conditions. No
national standards are yet available for assessing the efficacy of
alternative technologies. The U.S. State and Territorial Association
of Alternative Treatment Technologies (STAATT), which is a non-
governmental association, is stll in the process of developing
standard procedures in evaluating the efficacy of alternative

10



treatment technologies, and suggested that alternative
technologies should be subject te the recommended evaluation
procedures prior to approval for use. It is also pointed out by the
expert that the proper disinfection of clinical waste by these
technologies is highly dependent on the skills of the waste disposal
workers who determine the actual operating conditions during
treatment of clinical waste, the nature of the waste, the packaging,
whether the waste is shredded or not, the operating temperature
and duration of treatment. It may be difficult to ensure complete
destruction of all types of pathogens at all times. Hence, proper
monitoring system to ascertain the disinfection efficacy must be
implemented, e.g. to measure the killing of selected species of
bacteria, viruses and fungi on a regular basis.

4.5.1.4 The review indicated that pyrolysis and gasification could also

sterilize the clinical waste because they treated the waste at high
temperature to achieve destruction of alt types of microorganisms.
Similar to incineration, the resulting residue is a very small amount
of completely sterilized inorganic ash which can be disposed of at
sanitary landfills. However, such technologies would require good
control on the waste composition to provide suitable waste feed
since those waste components which could not be pyrolyzed or
gasified would require an after-burner to completely destroy these
fractions. Therefore, these technologies have much similarity to
incineration, and the clinical waste treatment plant operated by
Zavin in the Netherlands is in reality a “pyrolytical” incinerator.

4.5.1.5 Regarding novel technologies such as radiation and plasma

4.5.2

technology, the expert did not recommend the Hong Kong
Government to experiment with such technologies since we need
secure and reliable disposal arrangement.

Suitability for Removing Physical Sharpness and
Obnoxious Appearance of Clinical Waste

4.5.2.1 This relates to the ability of the clinical waste treatment

technologies in destroying sharps, rendering clinical waste
unrecognizable and destroying residual amount of drugs and
chemicals. Incineration is most versatile in this aspect as it can
achieve complete destruction of all types of clinical waste and turns
the waste into an ash-like substance. For alternative technologies,
they are generally less effective in destroying sharps and rendering
clinical waste unrecognizable unless they are equipped with
powerful shredders.

4.5.2.2 Alternative technologies such as autoclave, microwave and

chemical treatment are not recommended by many countries for
treating human body tissues or amputated body parts. The said
technologies cannot effectively disinfect such wastes without
thorough shredding. Moreover, it is against cultural practice to
shred these wastes (in many countries including Hong Kong), treat
them with autoclave, chemical or microwave and then dispose of
them with other municipal solid waste.

i1



4.5.2.3

4.5.2.4

4.5.3

4.5.3.1

4,5.3.2

4,5.3.3

The review also indicated that several alternative technologies (e.g.
autoclave, microwave, radio wave, chemical treatment etc.) may
usually require shredding of clinical waste prior to treatment in
order to ensure more even heating and effective penetration of
steam or chemical into the interior of the waste. The shredder is
always a problem since hard objects (such as contaminated metallic
hip-joints and equipment which may be mixed with other clinical
waste) may damage the blade of the shredder and hence require
frequent equipment shutdown for repair and maintenance. The
operator may be exposed to potential health risk when the shredder
is opened which inevitably would expose the untreated clinical
waste and the blade,

The inability of alternative technologies to treat all types of clinical
waste means that clinical waste not suitable for these technologies
must be segregated out for separate treatment, usually by
incineration. The more stringent segregation requirement is
generally not favored in the management of clinical waste because
this means that the health care professionals have to spend more
time and effort to separate the waste instead of caring for the
patients. Additional segregation requirement may not be practically
feasible in understaffed hospitals and sometimes simply not possible
to do 50, e.g. segregating residual chemicals and drugs from used
syringes or other clinical wastes.  Moreover, from the health and
safety point of view, it is not practical and advisable to open the
waste containers to check whether the waste has been properly
segregated.

Air and Liquid Emissions

The review indicates that no clinical waste treatment technology
is completely free from air and liquid emissions; some may
generate more while some may generate less.

For incineration, the main concern is with air emissions such as
dioxins and mercury. The health impacts of incineration have
been well studied and recognized. However, if clinical waste
incinerators are equipped with appropriate air poltution control
equipment to meet the stringent air emission standards,
incineration of clinical waste witl not cause any adverse impacts on
the environment and public health. The review indicates that
incineration of clinical waste is still the main method of disposal of
clinical waste in many European countries, Australia, Taiwan,
Japan, Singapore, Malaysia and USA.

The review indicates that whilst dioxins would not be a problem
for alternative technologies, other potentially harmful air
emissions could be associated with alternative technologies. For
example, autoclave facilities are known to emit wide arrays of
toxic Volatile Organic Chemicals (VOCs). Clinical waste such as
used syringes or used ampoules would contain small amounts of
chemicals, pharmaceuticals and cytotoxic (anticancer) drugs.
Swabs which are used to clean equipment and clinicat utilities may

12



4.5.3.4

4.5.3.5

4.5.3.6

4.5.4

4.5.4.1

also contain residual amount of chemical disinfectants. Soiled
dressings may also contain ointments and chemicals. Heat
treatment at low temperature, e.g. steaming at 100°C, microwave
treatment at 95-100°C, may not destroy the hundreds (if not
thousands) types of such chemicals in the clinical waste. Moreover,
new chemicals may be formed at elevated temperature. Mercury
and mercury compounds, if present in the clinical waste, would
also be evaporated from the waste during heating to 90-130°C.

In fact, there are very limited studies carried out to identify the
nature of such emissions, and their potential environmental and
health hazards are still unknown. The corresponding regulatory
controls and research on the air emissions of these alternative
technologies are apparently less welt developed in various
countries partly because of a lack of understanding of the
emissions from these systems and partly due to the lack of public
concern. These emissions would require control by appropriate air
pollution abatement equipment similar to clinical waste
incineration facilities. Nevertheless, detail guidelines or emission
standards for the design of these facilities are not readily available
due to the lack of research in this area.

Alternative technologies may also generate liquid emissions which
have to be treated prior to discharge. The amount of liquid
emissions may vary according to the technology used.

Pyrolysis and gasification of clinical waste may generate dioxins,
and similar to incineration, would require proper air pollution
control equipment to capture the dioxins and other toxic
emissions.

Occupational Health Risks

The expert considered that the risk of incineration of clinical
waste perceived by the public could be very significant, even
though the actual risk of incineration at properly controlled
facilities was very low. On the other hand, the expert has pointed
out that certain occupational health risks, which was more real
than the perceived risk of incineration, had already been reported
for alternative clinical waste treatment technologies. For example,
the USA National Institutes of Occupational Safety and Health
reported a microwave leakage incident from a microwave
treatment facility in 1997. The microwave which leaked into the
working environment was found to be many times more than the
health standards. In addition, the Centres for Disease Control
(CDC) also reported that there was a recent outbreak of suspected
occupational-retated tuberculosis among employees at another
alternative treatment facility (radio wave) in USA. Three
employees acquired active tuberculosis; one of them was found to
be multiple-drug resistant. One of the workers was infected with
a strain of tuberculosis bacteria identical to the strain identified in
a patient treated at a medical facility that sent waste to the
medical waste treatment facility.

13



4.6

4,7

4.8

4.5.4.2 The CDC report identified various problems ranging from

4.5.5

microbiological aerosols, design probtems, technical problems,
work flow problems and fire hazard. The report points out that
treatment of medical waste is not as simple as buying an
equipment and pushing a button to operate. [nstead, a
comprehensive and environmentally sound and safe management
system must be implemented to properly safeguard the health of
the public and the waste-handling workers.

Subsequent Disposal of Treated Waste

The review indicates that clinical waste invariably contain residual
amounts of chemicals, pharmaceuticals and cytotoxic drugs.
Hence, even after autoclave, microwave or chemical treatment,
the treated waste may still be contaminated with the wide arrays
of residual amount of chemicals and toxic substances. For example,
if the clinical waste contain mercury, the mercury can still be
found in the treated clinical waste. Such treated waste should
therefore be properly segregated, handled, transported and
disposed (e.g. by incineration).

Recommendations

The constraints of applying the different clinical waste treatment
technologies have been assessed by the expert with specific reference to the
proposed Clinical Waste Control Scheme and due consideration of the local

factors,

Based on the findings of the advantages and disadvantages, and the
constraints on the use of alternative treatment technologies for HK, the
expert recommended the Government to proceed with its proposed use of
the Chemical Waste Treatment Centre to treat clinical waste.

In the longer term, the expert recommended the Government to:

(@)

(b)

(c)

keep abreast of the independent research being carried out
worldwide and carry out a watching brief on the international
standards for efficacy and environmental testing of various
treatment technologies;

keep abreast of developments in various alternative technologies,
including novel treatment technologies; and

after obtaining more information on a) and b), to consider

installing at a suitable site an alternative treatment facility in the
longer term.
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INFORMATION COLLECTED

FROM OTHER SOURCES 5

3.1

5.2

Additional information on clinical waste treatment technologies have been
cbtained separately by the EPD. Several technical visits to overseas clinical
waste treatment facilities have been made by EPD staff to understand the
development of clinical waste disposal technologies. The purposes are:

(a) to collect information from government officials in controlling or
permitting different clinical waste treatment technologies in their
own countries; and

(b) to obtain first hand information through visits to different facilities
and direct discussion with the facility operators.

A summary of information gathered on clinical waste disposal practices
during such visits is attached at Appendix E. Information was also obtained
from relevant authorities, organizations and suppliers through subsequent
communications (Appendices F - J). In summary:

Incineration

(a) High temperature incineration is still the most common method of
clinical waste treatment in Europe (the Netherlands, Austria,
France, and UK) and in the more developed countries or places in
Asia (Japan, Singapore, Malaysia and Taiwan).

(b} In these countries, one or more regional incinerators are usually
built to treat clinical waste because individual hospital lacks the
resource and expertise to properly build and operate the facilities.

(c) Many incinerators are designed to co-incinerate hazardous waste
with clinical waste. One of the reasons is that the treatment
temperature and pollution abatement equipment are much the
same for incinerating clinical waste and other hazardous waste.

(d) Al incineration facilities demonstrated compliance with local
regulations on air emissions, which may vary from country to
country. In particular, many European facilities are built to meet
very stringent air emission requirements set out by the proposed
European Commission (EC) Directives for incineration.

Alternative Technologies

(e) Alternative technologies (autoclave, microwave, chemical
treatment) are also adopted in some of these countries (e.g. France,
Australia, UK) but the number of facilities is far less in number than
incineration.

15



5.3

5.4

5.5

(f)y Alternative technologies may still create emission problems other
than dioxins (e.g. YOCs and odour} which attract less concern from
the general public. However, such emission problems should be
properly addressed through independent studies/research and by
installing appropriate air pollution control equipment.

(g) Alternative technotogies are found more common in the U.S. In
the U.S., autoclave and microwave treatment are getting more
popular partly because of less objection from the local community
(even though there may still be air emissions) and partly because of
the high cost of retrofitting old incinerators. In some cases, even
though the newly built incinerators can meet the most stringent air
emission standards, the local community still objects to the
operation of the facilities. It is noted that in several states, clinical
waste after treatment by alternative technology is still incinerated
in cement kiln as refuse-derived fuel. It shoutd also be reckoned
that these alternative technologies have yet to demonstrate their
efficacies according to national standards which are still being
developed.

(h) In some Eurcpean countries such as France, the clinical waste after
"pre-treatment” by the alternative technologies such as microwave
treatment, is co-incinerated with MSW at the Waste-to-Energy
Incinerator. One waste management contractor in UK is also
planning to do se when the EC Landfill Directive is implemented in
the next few years.

Treatment Costs

When the LegCo Joint EA and Health Services Panel was consulted on the
proposal to incinerate clinical waste at the CWTC and the EIA study findings,
the estimated cost of disposal of clinical waste at the CWTC was raised. A
revised capital cost of 552 million for modification of the CWTC (see
Appendix H) and an annual operating cost of $22 million would be required
for the disposal of 10 tonnes of clinical waste per day.

Most package plant suppliers claim that the capital and operating cost of
alternative treatiment technologies would be much cheaper than
incineration. The EPD has collected more information on the costs of various
treatment technologies (Appendices H to J). The capital cost of an autoclave
is estimated to be higher than the CWTC option while the operating cost is
expected to be lower than the CWTC option. Both the capital and operating
costs of a microwave facility would be comparable with that of an autoclave
facility,

The apparent lower capital cost estimates made by the suppliers usually
cover the package plant only and do not include many other essential
requirements for the entire clinical waste treatment facilities and
operations in Hong Kong. They include:

(a} Structures/buildings to house the autoclave/microwave/chemical
plant, shredders and compactors;
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5.6

5.7

5.8

{b) Reception areas and associated structures for handling the vehicles
delivering clinical waste to the facilities;

(c) Facility to weigh the vehicles/clinical waste, and to calculate cost
of treatment of each load of waste and the associated computer
facilities to track the waste movement;

(d) Facitities to automatically load transfer skips of clinical waste into
the incineration or treatment facilities;

(e} Cold storage facility for holding skips of animal and human tissue
and amputated organs;

(f) Washing facilities for washing and disinfecting all clinical waste
transfer skips used by hospitals and clinics;

(8) General facilities such as safety facility, ventilation and odour
control facility, temporary storage facility for transfer skips used by
hospitals, clinics and collectors;

(h) General electricat and mechanical works; and

(i) Cost to administer the project, opportunity land cost and
contingencies etc,

The costs of providing such essential requirements and infrastructures are
usually much more significant than the cost of a package treatment
equipment,

In relation to the operating cost of alternative technologies, the UK NHS
(Dept of Health) has pointed out in its technical memorandum that "most
manufacturers of alternative treatment technologies quote an operating
cost for their product. These figures are formulated on inconsistent
assumptions - for example, depreciation basis, interest rate, residual
disposal etc.- and should not be used for selecting a technology.” The
operating cost of alternative technologies quoted by some parties is purely
direct cost of operating the equipment (e.g. electricity, water or chemical).
It has usually been underestimated and should include but not timited to the
following essential operations:

{a) Provision of cleaning and disinfecting all transit skips (for safe
transportation of clinical waste) before handing back to clinical
waste collectors;

(b) Repair and replacement of damaged transit skips;

(c) Provision of back up clinicat waste collection service in case of
emergency;

(d) Control and monitoring of air emissions and effluent discharges;

(e) Carrying cut of routine microbiological testings to ascertain
satisfactory killing of designated species of microorganisms under
operating conditions and certification by accredited laboratories;

(f) Compilation of trip tickets, and preparation and submission of
information to the Government on clinical waste received from all
clinical waste collectors;

{g) Provision of approved safety and environmental training for proper
operation of the facility; and

(h} Implementation of a sound Environmental Management System.

Experience in New Zealand indicated that operating cost of some
autoclaving facilities was not cheaper than incineration of clinical waste
(Appendix F). The World Bank's Guidance Note on Healthcare Waste
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5.9

Management also indicated that radio wave treatment may be more
expensive than incineration whilst the cost of autoclaving is very similar to
that of incineration (Appendix K).

The cost comparison shown in the table in Appendix H summarizes the total
capital cost and operating cost of incineration at CWTC and treatment at an
autoclave facility. However, it should be noted that the table has not taken
into account the cost required for consultant fees in site search, preliminary
feasibility studies, environmental impact assessment, engineering feasibility
study, site investigations, tender preparation etc. These costs would be
considerable and need to be included in assessing alternative technology.
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SUMMARY OF FINDINGS Chaptor
AND RECOMMENDATIONS 6

6.1 The findings of the expert review and the information collected by EPD
staff indicated that whilst alternative technologies have become more

popular in USA and some countries, incineration of clinical waste is still
regarded as the main proven technology in most European countries,

Australia, Singapore, Taiwan, Malaysia and Japan. The concerns about
dioxin, mercury and other air emissions have been satisfactorily addressed
by installing appropriate pollution control equipment.

6.2 The rapid development of alternative and novel clinical waste treatment
technologies in USA is due partly to the considerable cost of upgrading old
hospital incinerators to meet the stringent air emission standards
introduced in recent years and the need for expertise to operate the
incinerators properly without violating air emission standards; while the
main driving force is the public objection to build incinerators near their
homes.

6.3 The use of alternative technologies (e.g. autoctave, microwave,
chemical treatment), though may be less expensive in terms of both capital
and operational costs, have limitations regarding the range of clinical
waste which can be treated, as well as the lack of documented studies on
their health and safety aspects. The present review and information
coltected during the technical visits indicate that these plants do produce
discharges and air emissions, and proper poliution abatement systems

should be installed. However, there is no sufficient documented
guideline and no emission standards supported by scientific
researches or studies. This is an important factor to be considered if
they are installed in the hospital setting.

6.4 Waste segregation would help to reduce the amount of clinical waste
requiring treatment, as well as to ensure that pharmaceuticals and
chemicals are not mixed with clinical waste before treatment. However,
since clinical waste is generated from many different activities within
medical establishments, it is inevitable that chemical substances may find
their way into the clinical waste stream, and some clinical waste may be
contaminated with pharmaceuticals and chemicals. Moreover, it is
improper and not practicable to open every package of clinical waste to
inspect and confirm the absence of chemical substances. Therefore,

treatment by autoclave or microwave technology would generate
toxic emissions under such circumstances. In that respect, incineration
has definite advantage by offering a fail-safe solution since chemicals

present in the clinical waste stream can be completely destroyed by
high-temperature incineration, hence there is less need for stringent waste
segregation.
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6.5

6.6

6.7

6.8

The use of alternative technologies always require shredding of clinical
waste prior to treatment in order to ensure effective penetration of steam
or chemicals into the clinical waste. However, there are unavoidable
problems with the shredders which may pose potential heatth risk to the
aperators of the facility. The recent discovery of occupational-acquired
tuberculosis in one of the alternative treatment facilities in USA also points

to the need to assemble more comprehensive information on the
environmental, health and safety aspects of these technologies to

quantify their risk.

The review carried out by the expert indicated that some novel
technologies (e.g. plasma-based technology) can also sterilize the clinical
waste because they treat the waste at very high temperature to achieve
destruction of all types of microorganisms. Similar to incineration, the
resulting residue is a very small amount of completely sterilized inorganic
ash which can be disposed of at sanitary landfills. However, such
technologies are regarded as emerging advanced technologies and the
expert did not recommend the HK Government to experiment with such
technologies for the time being.

It is noted that the clinical waste after treatment with alternative
technologies has been co-incinerated with municipal waste (MSW) at
Waste-to-Energy facility rather than disposed at the landfills. Such practice
would become more common in European countries when the new EC
Landfill Directive is implemented, since these countries are moving away
from landfills as a disposal method for MSW and rely on incineration to deal
with non-recyclable combustible wastes.

In conclusion, while there are certain merits in adopting the emerging
alternative treatment technologies, incineration has continued to play an
increasingly important role in most European countries as the proven
technology to treat clinical waste. The EIA findings have already concluded
that the CWTC is fully equipped to treat clinical waste in full compliance

with the stringent emission standards. It is therefore recommended to
adopt incineration as the treatment method for clinical waste, and
the CWTC be modified at the earliest opportunity so as to provide

a more environmentally sound disposal method.
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Table 1

Appendix A

Summary of Categories of Clinical Waste and Disposal Options

Country

Categorisation of Clinical Wastes

Preferred Disposal
Options

United
Kingdom

Group A. Soiled surgical dressings, swabs and all other
contaminated waste from treatment areas,

Material other than linen from cases of infectious disease.
All human tissue (whether infected or not), animal
carcasses and tissues from laboratories, and all related
swabs and dressings.

Group B. Discarded syringes, needles, cartridges, broken
glass and any other sharp instruments.

Group C. Laboratory and post-mortem room waste.
Group D. Certain pharmaceutical and chemical waste,

Group E. Used disposable bed-liners, urine containers,
incontinence pads and stoma bags.

Incineration for all
categories.

Germany

Type A. Wastes not requiring special measures regarding
the prevention of infections eg household and similar
wasles (eg newspapers, jonmals, plastics, glass etc).

Type B. Wastes, which, for the purpose of collection and
transport within hospitals, must be disinfected eg wastes
contaminated with blood, sccretions and excrements such
as bandages, plasters, disposable underwear, disposable
syringes.

Type C. Infectious wastes which, for the purpose of
collection and transport within and outside the hospital,
require special attention.

Type D. Wastes, the disposal of which requires special
attention within and outside hospitals ¢g solid mineral
wastes, pesticides and pharmaceutical products,
laboratory wastes and chemical residues, waste from x-
ray departments, non-ferrous metal wastes, mineral and
synthetic oils and old medicines.

Type E. Medical wastes, which are only subject to special
attention due to ethical considerations.

Landfill

Incineration or
specific treatment
technologies such

as steam sterilisation
prior to landfill.

Incineration or
sterilisation (if
sterilisation is
accepted as a final
disposal option).

Recycle organic
wastes. If recycling
not possible,
incineration.

Incineration or
treated to allow co-
disposal with
municipal waste,
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Preferred Disposal

Solid Wastes including:

Kitchen wastes from hospitals or similar institutes.

Food wastes from various hospitals wards, other than
those for patients with infectious diseases.

Food wastes from health and medical laboratories,
excluding medications, biological wastes and their
containers, wastes from diagnostic, therapeutic and
research activilies, as well as wastes from wards housing
patients with infective diseases, or from structures
destined to their care,

Clinical Wastes Requiring Special Disposal Procedures
including:

Expired pharmaceutical preparations.

Animals from laboratorics and veterinary medical studies.

Glass containers for pharmaceutical or infusion solutions
(recycling or disposal in Category I landfill © afier
sterilisation or disinfection where necessary).

Metallic material of limited volume (recycling or disposal
in Category I landfill after disinfection or sterilisation
where necessary).

Country Categorisation of Clinical Wastes Options
France High risk wastes (infectious from surgery, obstetrics,

laboratories etc.)

Specific wastes (comparable to municipal waste but

originating in hos pitals including non -risk medical

wastes, eg. plasters, bandages, radiographs).

Household waste {comparable to municipal waste). Contaminated wastes:
incineration
sterilisation priox
landfill or incineration.

In addition, the Ministry of Health distin guishes between | Non-contaminated

two principal categories of clinical waste for the purpose | wastes:

of wasle treatment, namely. incineration or landfill,

Contaminated wastes

Non-contaminated wastes {comparable to municipal

waste},

Italy Clinical Wastes which can he combined with Urban

Incineration or landfill
for all categories.

Incineration.
Incineration.
Recycling or

disposal in Category I
landfill™ after

sterilisation or
disinfection where

nNecessary.
Same as above,

M T andfills for urban solid wastes and for special wastes which can be assimilated to urban wastes, designed

according to the environmenta] criteria provided in the Dispositions of 13 September 1984,



Country

Categorisation of Clinical Wastes

Preferred Disposal Options

Blood, facces, and urine samples after disinfection.

Any other waste not listed as requiring special
disposal procedures, but still considered clinical
wastes, after sterilisation.

Incineration.

Incineration.

Spain

No specific definition of clinical waste. Waste from
hospitals, other medical activities, pharmaceutical
waste, medications and veterinary products are
classified as hazardous wasies.

Incineration.

Singapore

» Cultures and stocks of infectious agents and
associated biologicals

« Pathological wastes, including tissues, organ and
body parts removed during surgery or autopsy

¢ Waste human bloed and products of blood

* Sharps used in patient care or in medical, research,
or industrial laboratories, including hypodermic
needles, syringes, scalpel blades, and broken glass

« Contaminated animal carcasses, body parts and
bedding

+ Wastes from surgery or autopsy

+ Laboratory wastes from medical, pathological,
pharmaceutical or other research, commercial or
industrial laboratorics

» Dialysis wastes
s Discarded medical equipment and parts

s Wastes from patients isolated with highly
communicable discases.

Incineration for all
categories.

Malaysia

No specific definition of clinical waste.

No categorics of clinical waste are defined.

Incineration of
infections/clinical wastes.

Hospital solid wastes to
landfill.

Thailand

s Cultures and stocks of infectious agents and
associated biologicals,

» Pathological wastes, including tissues, organ and
boy parts removed during surgery or autopsy

» Waste human blood and products of blood

» Sharps used in patient care or in medical, research,
or industrial 1aboratories, including hypodermic
needles, syringes, scalpei blades, and broken glass

» Contaminated animal carcasses, body parts and
bedding

Co-~disposal with municipal
solid waste for all
categories.
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Country

Categorisation of Clinical Wastes

Preferred Disposal
Options

Thailand

* Wastes from surgery or autopsy

* Laboratory wastes from medical, pathological,
pharmaceutical or other research, commercial or
industrial laboratories

* Dialysis wastes.
¢ Discarded medical equipment and parts,

* Wastes from patients isolated with highly communicable
diseases.

Co-disposal with
municipal solid
waste for all
categories,

Indonesia

Surgery and autopsy waste, infectious liners
Sharps

Laboratory waste and postmortem waste
Chemical and pharmaceutical waste

Medical equipment, such as bedpans, incontinence pads,
urinoir, etc.

Co-disposal with
municipal solid

wasle for all categories.

Philippines

No specific definition of clinical waste.

No categories of clinical waste are defined.

Co-disposal with
municipal solid
wasle.

Taiwan

* Waste specimens, human body parts, animal body parts,
organ or tissue generated in an operation room, delivery
room, medical laboratories, pathological 1oom, autopsy
room, or rescarch laboratories,

* Wastes generated in a communicable disease control
room or isolated ward,

* Dialysis waste, wasle blood or products of blood.

» Other combustible wastes that have been in contact with
patients’ blood, exudate, excretion, or secretion,

*» Discarded sharps objects such as necdles, blades, sewing]
needles, and syringes, petri dishes, test tubes, slides, and
cover slips.

Other incombustible wastes that have been in contact with
patients blood, exudate, excretion, or secretion.

Incineration for all
categories.

Japan

*+ Blood, blood serum, bleed plasma as well as body fluid
(including sperm) and blood antibodies.

* Surgical as well as pathological waste.
* Sharp objects stained with blood,

* Object used in tests and check-ups, contaminated with
germs,

* Other blood stained objects.

Incineration for all
categories.




Country

Categorisation of Clinical Wastes

Preferred Disposal Options

Japan

Objecis from an ill person or objects having been stained
or having the risk of being stained and do not fall into the
categorics above.

Incineration for all categories.,

Canada

Human Anatomical Waste, This consists of human
tissues, organs, and body parts, but does not include
teeth, hair and nails,

Animal Waste. This consists of all animal tissues, organs,
body parts, carcasses, bedding, fluid blood and blood
products, items saturated or dripping with bleed, body
fluids contaminated with blood, and body fluids removed
for diagnosis or removed during surgery, treatinent or
autopsy, unless a trained person has certified that the waste
does not contain the viruses and agents listed in Risk
Group 4 (see Table 8.2a in lext), This excludes teeth,
hair, nails, hooves, and feathers.

Microbiology Laboratory Waste. This consists of
laboratory cultures, stocks or specimens of
microorganisms, live or attenuated vaccines, human or
animal cell cultures used in research, and laboratory
material that has come into contact with any of these.

Human Blood and Body Fluid Waste, This consists of
human fluid blood and bloed products, items saturated or
dripping with blood, body fluids contaminated with blood,
and body fluids removed for diagnosis during surgery,
trcatment or autopsy. This does not include urine or
faeces.

Waste Sharps. Wasle sharps are clinical and laborator y
materials consisting of needles, syringes, blades, or
laboratory glass capable of causing punctures or culs.

Incineration for all categories.

Incineration for all categories,

United States
of America

¢ Cultures and stocks of infectious agents.
*  Human blood and blood products.

¢ Human pathological wastes, including those from
surgery and autopsy.

*  Contaminated animal carcasses from medical
research,

*  Wastes from palients isolated with highly
communicable discases.

*  All used sharps and certain unused sharps,

Incineration for all categories,
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Advantages and Disadvantages of

Appendix B

Common Clinical Waste Treatment Systems

Influential Process Advantages Disadvantages
Parameters
Incineration | Turbulence and mixing; | Reduction of waste Public opposition;
Moisture content of volume and weight; High investment cost;
waste; Ability to make waste | Formation of dioxins and
Filling of combustion unrecognizable; furans;
chamber; Acceptability for all High maintenance,
Temperature and waste types; testing, repair costs;
residence time; Heat recovery potential. | Vulnerability to future
Maintenance and repair. restrictive emissions laws.
Steam Temperature and Low investment cost; | Inability to change waste
Autoclave pressure; Low operating cost; appearance;
Steam penetration; Ease of biological Inability to change waste
Size of waste load; testing; volume (if no shredding),
Length of treatment Creation of residue that | Lack of suitability for
cycle; is less hazardous than | some waste types;
Chamber air removal. for incineration. Production of uncha
raceterized air emissions;
Ergonomic concerns.
Microwave | Waste characteristics; Ability to make waste | High investment cost;
Moistare content of unrecognizable (ith Increased waste weight,
waste; shredding™), Lack of suitability for
Microwave source Significant volume some waste types;
strength; reduction; Production of
Duration of microwave Absence of liquid uncharaceterized air
exposure; discharges. emissions;
Extent of waste mixture. Ergonomic concerns.
Mechanical/ | Concentrationof Significant volume High investment cost;
chemical disinfectant, reduction; Increased waste weight;
pH, temperature; Ability to make waste | Lack of suitability for
Contact time with unrecognizable ith some waste types;
chemical, shredding); Production of
Waste and chemical Rapid processing; uncharaceterized air
mixing; Waste de-odourization. | emissions;
Recirculation versus Need for chemical storage
flow-through. and use.
Noise; Ergonomic
concerns.
Pyrolysis Waste characteristics; Almost no waste Novel technology;

Temperature;
Length of treatment
cycle.

remains;
Ability to make waste
unrecognizable;

Heat recovery potential.

All emissions must be
treated;
Skilled operator needed.

* Italic words are added by EPD to the original report.
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Appendix C
SPECTAL CONDITIONS OF CONTRACT

Tender for the Provision of Service for

Review of Clinical Waste T Technologi

Background

The Government proposes to implement a Clinical Waste Control Scheme (CWCS)
to provide legislative control over the collection, transportation and disposal of clinical waste
in Hong Kong. The Government also proposes to modify the Chemical Waste Treatment
Centre (CWTC) for safe incineration of clinical waste. The reasons are:

(a) The CWTC is equipped and designed to meet the stringent air emission
standards adopted by developed countrigs. | has sufficient capacity to handle all
the clinical waste projected to arise over the next ten years,

(b} By modifying the CWTC, rather than building a new facility, significant
resources and development time can be saved.

(¢} Land can be saved as there is no need to find another site for the incineration
facility.

{d) Incineration offers a total solution to the treatment of different kinds of
clinical waste without imposing stringent requirements on waste segregation.

2, To assess if it would be environmentally acceptable to dispose clinical waste at the
CWTYC, an Environmental Impact Assessment was conducted in 1998.  Various aspects were
assessed, in particular the possible health risks due to emissions of dioxins and furans. The
findings indicate that the maximum predicted concentration of such chemicals is equivalent to
only 0.09% of the background concentration, and the calculated daily intake via inhalation is
equivalent to 0.001% of the internationally accepted Tolerable Daily Intake standard of 1
peTEQkg’ d*'. Results from a trial burn also indicated that emissions due to incineration of
clinical waste would readily meet the proposed stringent emission standards, which are
comparable to those adopted in other advanced countries. Overall, the results confirmed that
the incineration of clinical waste together with chemical waste at the CWTC would not cause
any adverse environmental impact.

3. In December 1999 and January 2000, the Joint Panels on Environmental Affairs
and Health Services of the Legislative Council (LegCo) were consulted on the Government’s
proposal to modify the CWTC for the incineration of clinical waste. The proposal was
criticized by the Greenpeace representatives at the meetings. Greenpeace considered that the
Government should adopt other safer and cheaper alternative clinical waste treatment
technologies such as autoclaving and microwave which they said had been widely employed
inthe U.S. Their main concern with incineration of clinical waste was the possible toxic air
emissions, inclyding dioxin and mercury.

4. In view of the increasing use of alternative technologies in other countries, some
LepCo Panel members considered that the Government should study such alternative
technologies before proceeding with the use of CWTC facility to incinerate clinical waste in
Hong Kong. The Hospital Authority has carried out a preliminary study on the use of
autoclaving and it is noted that such alternative waste treatment technology may emit VOC
and other toxic emissions. The Government is also concerned with various environmental
risks associated with alternative technologies, noting that such risks have not been well
documented in the literature. The Government therefore decides to engage an international
expert on the subject (hereafter called the Consultant) to carry out a review (hereafter called
the Study) of available clinical waste treatment technologies so as to examine their pros and
cons. This will help the Government to address LegCo Members’ concemns and to formulate
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the line to take if individual hospitals or a private company wanis to set up such facilities for
the treatment of clinical waste.

Objectives of Study
5. The Consultant will be appointed to carry out the Study with the following key
objectives:

{(a) To identify available clinical waste treatment technologies worldwide;

(b) Tocompare the pros and cons of the various clinical waste treatment technologies;
and where treatment technologies provide partial treatment or pre-treatment, to
advise on appropriate further treatment;

{c) To review the development and current situation of clinical waste disposal
practices in overseas countries; and

(d} To advisc on the constraints of applying various clinical waste treatment
technologies to Hong Kong, and the operational precautions if such technologies
are adopted. '

Definition

6.

“Commencement
Date”

Means the date appointed by the Govermment Representative
upon receipt of the Consultant’s

“Contract Period”

Means from the Commencement Date for a period of 6 months
and for subsequent periods as may be mutually agreed

“Consultant”

Means the Consultant engaged in this Study and the Contractor
referred to in the Standard Terms and Conditions of the Contract

The Services

7.

During the Contract Period, the Consultant shall devote his/her time, attention and

abilities to the Government Representative as may be necessary for the proper exercise of
his/her duties as specialist advisor to the Government.

8.

Without prejudice to the generality of the above, the Services shall consist of

carrying out the following tasks:

(a)

(b)

Research into and identify the available clinical waste treatment technologies
worldwide. This shall be done by reviewing international literature and consulting
the relevant agencies and organizations.

Provide a detailed account and comparison of the pros and cons of those clinical
waste treatment lechnologies which have found wide application in overseas
countries including, but not limited to, the following technologies: autoclaving;
microwave treatment, chemical disinfecting systems. Parameters compared shall
include but not limited 1o the following:

- destruction of pathogens;

- applicability to different types of clinical wastes;

- ability to render clinical waste unrecognizable;

- requirement on clinical waste segrepgation;

- generation of toxic emissions and wastewater;

- operational safety and health;

- reliability and ease of maintenance;

- volume reduction of treated waste;

- handling of waste treatment residues;

- waste treatment costs;

- space requirements;

- public perception; and

- the need for further treatment prior to final disposal.



(¢) Review the development and current situation of clinical waste disposal practices
in various countries. Countries reviewed shall include but not limited to the
following: U.S.A., Canada, UK, Germany, Australia, Japan, Taiwan and Singapore.
Based on the review resuits, the Consultant shall identify if there is an increasing
trend of the application of alternative technologies in overseas countries,
particularly in the U.S., and the rationale behind such changes.

(d) Assess and advise on the constraints of applying the clinical waste treatment
technologies as discussed in Section 8(b) above taking into account the
Government’s proposed Clinical Waste Control Scheme. Due considerations
should be given to the following local factors in Hong Kong:

- nature and quantity of clinical waste;

- clinical waste management practices;

- environmental impacts;

- control and enforcement;

- siting issues;

- capital and operating cost;

- availability of other existing and planned disposal facilities; and
- time of implementation etc.

In carrying out this part of work, the Consultant should consider both on-site and off-
site options. In addition, the Consultant should make reference to the study “Alternative
Treatment Technology: Autoclaving for Clinical Waste” conducted by the Hong Kong
Hospital Authority.
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I CHAPTER 1 EXECUTIVE SUMMARY I

1.1 All four of the objectives set out by The Government of the Hong Kong Special
Administration Region in the Contract as follows are covered in the present

review:
a) To identify available clinical waste treatment technologies world-wide.
b} To compare the pros and cons of the various clinical waste treatment

technologies and where treatment technologies provide partial
treatment or pre-treatment to advise on appropriate further treatment.

c) To review the development and current situation of clinical waste
disposal practices in countries overseas.

d) To advise on the scope of applying various clinical waste treatment
technologies to Hong Kong and the operational precautions if such
technologies are adopted.

1.2 In this Executive Summary, the scope of study and the methodology used are
outlined; and a précis of the results and advice are presented.

1.3 METHODOLOGY

1.3.1 Key data and information from the following sources have been
obtained:

The British Library

The Internet

Trade journals

Published academic research

Manufacturers’ brochures

Regulatory Organisations

Non Governmental Organisations

Naticnal and International Bodies
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1.3.2 Detailed information on the practices involved in clinical waste
management has been obtained from Europe, North America and the Far East.
The efficacy testing criteria for the technology have been researched. The
health and safety issues and environmental aspects of alternative technologies
have been analysed.

1.4 SCOPE OF STUDY

The available clinical waste treatment technologies worldwide have been
identified and researched. Most countries listed in the contract document have
been cavered and some countries not listed have also been included.
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1.5

1.6

IDENTIFICATION OF DIFFERENT TECHNOLOGIES

1.5.1 The treatment technologies analysed from a process point of view are as
follows:

* Incineration Treatment Technology

+ Alternative Treatment Technology

* Novel Treatment Technology

Incineration Treatment Technology

1.5.2 This is now a well-established traditional practice, to which increasingly
stringent emission and environmental control standards are applied. Modern
plants, as in Hong Kong, can meet the current stringent environmentat
standards. Similar thermal treatment technologies (pyrolysis and gasification)
have also been considered.

Alternative Treatment Technology

1.5.3 Established alternative treatment technologies, which fall under the
generic heading Thermal Disinfection (excluding incineration} or Chemical

Disinfection, have been dealt with. Four specific categories have been analysed:

. Wet thermal treatment (autoclaving)

. Dry thermal treatment {hot screw feed technology)

. Electromagnetic wave irradiation {(microwave and radio-wave)
. Chemical disinfection

Novel Treatment Technology

1.5.4 Two new novel alternative treatments have also been considered:
. Plasma based systemns
. Irradiation (by electron beam or radioisotopes)

COMPARISON OF DIFFERENT TECHNOLOGIES

1.6.1 The advantages and disadvantages, which are common to all three
systems, are set out in full in Chapter 4 and 5 of the report.

a) The main advantage of the alternative technologies is the lower capital
cost of some of the package plants, and possibly operating costs when
compared to incineration.

b) There would also be less public resistance to the installation of the
alternative technologies in other countries probably because they are
smaller instatlations with less obvious air emissions.

1.6.2 The main point of concern is the fact that the efficacy of killing micro-
organisms, environmental and safety standards and risk assessment for the
alternative technologies are not yet fully developed and further independent
research and testing are required.

1.6.3 One of the disadvantages of the altemative technologies identified is
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the potential of releasing volatile organic compounds (YOCs), mercury and
other un-characterized air emissions into the environment. Offensive odour
may also be produced from autoclave. These can theoretically be minimised by
installing appropriate air pollution control equipment. The air potlution control
systems applied to incineration plants may be dissimilar to those applied to
alternative technologies mainly because the waste is not being subjected to a
combustion process in the alternative technologies. The control systems are
likely to be simpler and less expensive but further research needs to be carried
out to evaluate this issue.

1.6.4 Another limitation of the autoclave (and microwave, radio-wave,
chemical treatment) system to treat human and animal tissue and body parts,
pharmaceuticals, chemicals and cytotoxic drugs (which may be carcinogenic,
mutagenic or teratogenic) are real at the present level of the development of
the system and impose restrictions on the use of such system.

1.6.5 Grinding or shredding of clinical waste is necessary prior to treatment
by various alternative technologies to ensure better penetration of the steam,
chemical disinfectant, or proper heating in order to achieve better killing of
micro-organisms. This is also necessary for removing physical hazards presented
by sharps and to render all other types of clinical waste unrecognisable.
However, the shredder is likely to be subject to mechanical failure or
breakdown. If this occurs whilst it is charged with untreated clinical waste,
considerable care must be paid to operator safety in the removal of the
untreated waste and in the handling of the equipment (e.g replacement of
damaged blades or removal of obstructions such as metal hips) which will have
become contaminated. Furthermore, shredding of clinical waste may lead to
the formation of microbial aerosols in the working place; this should be
properly controlled to prevent occupational health risk.

1.6.6 Whilst incineration can destroy all micro-organisms and clinical waste,
disinfection efficacy of various alternative technologies relies greatly upon
operational conditions. A system must therefore be present for the alternative
technologies to ensure achieving adequate disinfection because the treated,
untreated or partially treated clinical wastes have similar appearance. Proper
monitoring of the efficacy of disinfection of selected strains of bacteria, viruses
and fungi must be carried out on a regular basis.

1.6.7 A moderate ievel of research and development work is being carried out
on the novel treatment technologies. They may achieve complete destruction
of micro-organisms and all types of clinical waste. Some tend to be more
expensive both in capital and operating costs (than autoclave, microwave, and
chemical treatment) and some more expensive than incineration. In most
cases waste treated by irradiation can be disposed of by incineration at the
Waste-to-Energy facility or properly designed landfill (obtaining where
necessary the approval of the appropriate regulator), whereas waste treated by
plasma technology could be directly landfilled.
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1.7

1.8

PRACTICES IN OTHER COUNTRIES

1.7.1 A review of practices of using different clinicat waste treatment
technologies worldwide has been carried out. Whilst it has not been possible to
obtain information from all of the countries listed in the contract, the
information obtained from the countries where it has been possible and the
additional ones gives a good representative sample of different sizes of
population, geography, economic development and development of clinical
waste management.

1.7.2 Three important observations have been noted:

a) Incineration is still a very important and common disposal method
particularly where landfill is limited and where there is the pressure to
reduce biodegradable waste being disposed of in landfill sites as in the
European Unicon, High temperature incineration is also still the most
common method of clinical waste treatment in the more developed
countries or places in Asia (Japan, Singapore, Malaysia and Taiwan).

b) There is a wide divergence in the number of treatment and disposal
systems both between countries and internally within countries (e.g.
USA).

¢) There is an increasing use of the alternative technologies mainly due to
cost consideration and public perception of the risks associated with
incineration.

ADVICE ON THE APPLICATION OF VARIOUS CLINICAL WASTE
TREATMENT TECHNOLOGIES IN HONG KONG

1.8.1 The constraints of applying the different treatment technologies have
been assessed and researched with specific reference to the Hong Kong
Government's proposed Clinical Waste Control Scheme and also giving due
consideration to the local factors in Hong Kong.

1.8.2 The conclusions and the advice are set out in paragraph 7.4 and are
based on the observations and findings contained in the present report.

1.8.3 Based on the findings of the advantages and disadvantages, and the
constraints on the use of various alternative treatment technologies for Hong
Kong, it would be more appropriate for the Government to proceed at once
with its proposed use of the Chemical Waste Treatment Centre (CWTC) to
incinerate clinical waste. Incineration is a well established and proven
technology which produces the smallest amount of residues and such residues
can be disposed of in a properly designed landfill site. There are also clearly
established air emission standards for its regulation.
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[CHAPTER 2 BACKGROUND AND OBJECTIVES OF
THE STUDY

2.1

BACKGROUND

2.1.1 The Government of the Hong Kong Special Administrative Region
proposes to implement a Clinicat Waste Control Scheme (CWCS) to provide
legislative control over the collection, transportation and disposal of clinical
waste in Hong Kong. The Government also proposes to modify the Chemical
Waste Treatment Centre (CWTC) for the safe incineration of clinical waste. The
reasons are as follows:

a) The CWTC is equipped and designed to meet the most stringent air
emission standards adopted by developed countries. It has sufficient
capacity to handle all the clinical waste projected to arise over the next
ten years.

b) By modifying the CWTC, rather than building a new facility, significant
resources and development time can be saved.

C) Land can be saved, as there is no need to find another site for the
incineration facility.

d) Incineration offers a total solution to the treatment of different kinds of
clinical waste without imposing stringent requirements on waste
segregation.

2.1.2 To assess if it would be environmentally acceptable to dispose of
clinical waste at the CWTC, an Environmental Impact Assessment was
conducted in 1998. Various aspects were assessed, in particular the possible
health risks due to emissions of dioxins and furans. The findings indicate that
the maximum predicted concentration of such chemicals is equivalent to only
0.09% of the background concentration, and the calculated daily intake via
inhalation is equivalent to 0.001% of the intemationally accepted Tolerable
Daily intake standard of 1 pg TEQ kg™ d”'. The results from a trial burn also
indicated that emissions due to incineration of clinical waste would readily
meet the proposed stringent emission standards, which are comparable to
those adopted in other advanced countries. Overall, the results confirmed that
the incineration of clinical waste together with chemical waste at the CWTC
would not cause any adverse environmental impact.

2.1.3 The Hospital Authority also employed a consultant in early 1999 to carry
out a preliminary study on the use of autoclaving to treat clinical waste; the
study indicated that such alternative waste treatment technology might emit
Volatile Organic Compounds and other toxic emissions to the atmosphere.

2.1.4 In December 1999 and January 2000, the Joint Panel on Environmental
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Affairs and Health Services of the Legislative Council (LegCo) was consulted on
the Government's proposal to modify the CWTC for the incineration of clinical
waste, The HA report has also been submitted to the Joint Panel for
information. The Greenpeace representatives at the meetings criticised the
proposal. Greenpeace considered that the Government should adopt other
safer and cheaper alternative clinical waste treatment technologies such as the
use of autoclaves and microwaves, which they said, had been widely employed
in the U.S. Their main cancern with the incineration of clinical waste was the
possibility of toxic air emissions, particularly dioxins and mercury.

2.1.5 In view of the objection and the claim that there was an increasing use
of alternative technologies in some other countries, some LegCo Panel Members
considered that the Government should review such alternative technologies
before proceeding with the use of the CWTC facility to incinerate clinical waste
in Hong Kong.

2.1.6 The Government is also concerned with various environmental and
health risks associated with alternative technologies, noting that such risks
have not been well documented in the literature.

2,2 THE OBJECTIVES

2.2.1 In the light of the concerns that have been identified, the Hong Kong

Government has decided to engage an international expert on the subject to

carry out a review of all available alternative clinical waste treatment

technologies world-wide and to examine their advantages and disadvantages.

The review will assist the Government to formulate their response if an

individual hospital or a private company decides to establish one of these

facilities for the treatment of clinical waste.

2.2.2 The international expert will carry out the following detailed tasks to

achieve the overall objective of the study:

a) Identify the clinical waste treatment technologies that are available
world-wide.

b} Compare the various alternative clinical waste treatment technologies
and identify the advantages and disadvantages of each one. Where
treatment technologies provide partial treatment or pre-treatment,
advise on appropriate further treatment.

c) Review the development and current situation with respect to clinical
waste disposal practices in other countries.

d) Give advice on the scope of applying various alternative clinical waste
treatment technologies to Hong Kong, and the operational precautions
that will be required if such technologies are adopted.
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CHAPTER 3 THE SCOPE OF THE STUDY AND
METHODOLOGY

3.1 GENERAL BACKGROUND

The social, econamic and cultural background to the situation in Hong Kong and
an appraisal of the work already carried out to implement a Clinical Waste Control
Scheme will be studied first. This will be followed by an assessment of the report
published by the Hong Kong Hospital Authority "Alternative Treatment Technology:
Autoclaving for Clinical Waste".

3.2 DETAILED SCOPE OF THE STUDY

3.2.1 Research into and identify the available clinical waste treatment
technologies worldwide by reviewing international titerature and consulting the
relevant agencies and organizations.

Obtain the necessary details so that an account may be given of the
advantages and disadvantages of those clinical waste treatment technologies
which have found wide application in overseas countries including, but not
limited to, the following technologies: autoclaving, microwave treatment,
chemical disinfecting systems.

The parameters to be compared shall include, but not be limited to, the

following:

. Generation of toxic emissions and wastewater; o
. Operational safety and health; >
. Reliability and ease of maintenance; o
. Yolume reduction of waste; c
. Handling of waste treatment residues; 8_
. Waste treatment costs; (al
. Space requirements; <
. Public perception; and

. Further treatment requirements prior to final disposal.

3.2.2 Carry out a review of the development of current clinical waste disposal
practices in various countries. The countries and places reviewed shall include
but be not limited to the following: U.S.A., Canada, UK, Germany, Australia,
Japan, Taiwan and Singapore.

3.2.3 Identify if there is an increasing trend in the application of alternative
technologies in overseas countries, particularly in the U.S., and the ratignale
behind such changes.

3.2.4 Assess and advise on the constraints of applying the clinicat waste
treatment technologies taking into account the following local factors in Hong
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Kong:

. Nature and quantity of clinical waste;

. Clinical waste management practices;

. Environmental impacts;

. Health and safety aspects;

. Caontrol and enforcement;

. Siting issues;

v Capital and operating costs;

. Availability of other existing and planned disposal facilities;

. Time of implementation etc.; '

. Government’s proposed Clinical Waste Control Scheme; and

¢ The study conducted by the Hong Kong Hospital Authority -
" Alternative Treatment Technology: Autoclaving for Clinical
Waste”.

3.3 METHODOLOGY

3.3.1 Upon the commencement of the study, a visit was made to Hong Kong

by the author of this report and there was an opportunity taken to visit a

government clinic and a government hospital (Queen Mary Hospital} where the

current practice of clinical waste management was examined on site. To fulfil
the objectives of the study, the current situation with respect to alternative
and novel technologies for the treatment of clinical waste has been analysed as
follows:

a) Available data and information on existing systems and their use have
been researched using a variety of data sources including the British
Library, The Intemet, Trade Journals, Manufacturers Brochures,
Professional Journals, International and National Regulatory
Organisations, Non Governmental Organisations and published academic
research.

b) Information on the practices involved in clinical waste management has
been obtained from countries in Europe, North America and the Far East.

c) The available information on the efficacy testing criteria for the
technology has been acquired.

d) Available data obtained on the research that has been carried out on
the health and safety issues associated with the alternative technologies.

3.3.2 The results of the research are detailed and discussed in Chapters 4, 5

and 6. In Chapter 7 advice is given on the scope of applying alternative

technologies in Hong Kong. An Executive Summary of the study is given in

Chapter 1.
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CHAPTER 4. IDENTIFICATION OF DIFFERENT
TECHNOLOGIES

4.1 INTRODUCTION

4.1.1 Since the beginning of the 20th century hospitals in a large number of
countries have had access to on-site boiler plant and incinerators for the
disposal of waste produced in healthcare. About 25 years ago a number of
events combined to act as a catalyst for the changes that led to the
development of the large-scale alternative technologies for the treatment of
clinical waste. The events that led to entrepreneurial companies to take the
opportunity of developing large-scale waste treatment plants based upon
existing technigues of disinfection were:

a) The greater awareness of the envircnment identified and promoted by
the first United Nations Conference on the Environment held in
Stockholm in 1972;

b) The emergence of new global epidemics such as human
immunodeficiency virus (HIV) and hepatitis B virus (HBV) creating fear
and concern of the general public;

c) Changes in waste mahagement legislation and recognition of the risks
associated with clinical waste

d) Growth in the use of disposable articles, equipment and packaging used
in healthcare activities and disposat by old incinerators;

e) The introduction of legislation to achieve cleaner air emissions;

f} The expense of providing new incineration plant and the expense of gas O
cleaning equipment for upgrading old incinerators; v

g) Public reaction to the siting of new incineration ptants and old 5
incinerators: and -

h) The resulting closure of a large number of hospital incineration plants QU
due to lack of funding to retrofit these plants. a

T,

4.1.2 These events took place mainly in the United States of America and
were triggered there to some extent by the changes in 1978, which led to the
State waste management legislation in California as well as Clean Air legislation
in the rest of the USA.

4.1.3 Definition of disinfection and sterilisation

One of the main functions of treating clinical waste is to minimize the
biohazardous nature of the waste. It is necessary to define the terms
"disinfection” and “sterilisation” before discussion of the different treatment

technologies:

a) Sterilisation means rendering free of micro-organisms. This can never
be absolute but it should effect a reduction in the number of micro-
organisms by a factor of more than 10° (i.e. more than 99.9999% are
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4.2,

killed).

b} Disinfection is difficult to define, as the activity of a disinfection
process can vary. The guidelines of the USA Centres for Disease Control
(Garner & Favero, 1985) allow the following distinctions to be made: -

High-level disinfection: can be expected to destroy all micro-organisms
with the exception of large numbers of bacterial spores.

Intermediate disinfection: inactivates Mycobacterium tuberculosis
vegetative bacteria, most viruses, and most fungi; does not necessarily
kill bacterial spores.

Low-level disinfection: can Kill most bacteria, some viruses, and some
fungi; it cannot be relied on to kill resistant micro-organisms such as
tubercle bacilli or bacterial spores.

4.1.4 In this chapter, the alternative treatment (chemical, wet thermal and
dry thermal, electromagnetic wave treatment), thermal {incineration, pyrolysis
and gasification) and novel (plasma, irradiation) treatment technologies are
described and the advantages and disadvantages of each technology identified.

CHEMICAL DISINFECTION

4.2.1. Chemical disinfection is used in all clinicai facilities on a routine basis to
kill micro-organisms found on all types of surface particularly medical
equipment, and the internal surfaces of buildings. Whilst chemical disinfection
is commonly used to treat liquid waste (e.g. urine, blood etc), it has only been
developed for the treatment of other clinical waste in the recent years.

4.2,2 The process involves the addition of powerful chemicals (disinfectants)
to the waste to kill or inactivate the pathogens. Mechanical shredding of the
waste is essential as a pre-treatment to ensure maximum contact of the
chemical with the waste and to break up any voids due to packaging. Shredding
is usually effected mechanically by the use of rotating blades. Water may also
be added during the shredding process to cool the process and provide a
medium for the chemical disinfection to take place. Chemicals in gaseous form
can also be used for chemical disinfection; the agents used are ethylene oxide
or formaldehyde (N.B. both are human carcinogens). This system is used mainly
for the treatment of clinical items intended for reuse and which cannot be
subjected to heat and moisture.

4.2.3 The waste is disinfected rather than sterilised. Some chemical
disinfectants are specific in inactivating only certain types of micro-organisms
whilst others can effectively kill all types. Knowledge of the types of micro-
organisms present in the waste is therefore essential so that a proper chemical
disinfectant can be used. Microbial resistance to different disinfectants has
been well documented and it is possible to list the major groups of micro-
organisms from most to least resistant as follows:

12
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. bacterial spores

. mycobacteria

parasites

hydrophilic viruses

viruses

vegetative fungi and fungal spores
. vegetative bacteria
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Schematic Diagram of a Chemical Disinfection System

4,2.4 The types of chemicals used for disinfection of clinical waste are mostly
aldehydes, chlorine compounds (e.g. sodium hypochlorite or bleaching solution),
ammonium salts and phenol compounds. The selection of the chemical
disinfectant will depend upon:
. the technology to be employed
. the effectiveness of the chemical
. the risks to human health and the environment associated with the
disinfectant
. the range of micro-organisms that are likely to be encountered in the
process

4.2.5 There are two further methods of chemical disinfection that are in the
development stage:

a) The use of ozone for the disinfection of waste is at present under
investigation. Ozone is a strong and relatively safe chemical.

b) The second method is being developed by the Matrix Technology PTY of
Australia. The waste is first pre-treated with perexide and then
undergoes shredding and alkaline oxidation by the addition of calcium

13
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oxide (bumt lime) followed by encapsulation in a siliceous mass. The
treated waste is then suijtable for final disposal in a landfill site.

4.2.6 Advantages and Disadvantages of Chemical Disinfection System

The advantages are:

a)

b}

The capital investment costs are generally lower than incineration.

Depending upon the chemicals used and subject to the approval of the
Regulators, the treated waste may be disposed of into landfill sites if
the process has been properly carried out.

The disadvantages are:

a)

d)

Shredding or milling of clinical waste is required prior to treatment with
the chemical disinfectant. The shredder is likely to be subject fo
mechanical failure or breakdown. |f this occurs whilst it is charged with
untreated clinical waste, considerable care is reguired in the removal of
the untreated waste should that be necessary and also in the handling
of the equipment which will have become contaminated.

Powerful disinfectants are required to kill the most resistant
microorganisms. Such chemicals are also likely to be hazardous (e.g.
glutaraldehyde and bleaching solution) and should be used only by well-
trained and adequately protected personnel. For example, a worker was
killed in a recent accident in HK due to the suspected inhalation of the
commonly used bleaching solution during cleansing work (Apple Daily,
17 Aug 2000). Depending on the types of chemicals to be used, they may
be irritating, corrosive, carcinogenic or generate unpleasant odour.
Some may be explosive if not properly used. For example, the US
National Institute for Occupational Safety and Health reported that
ethylene oxide was involved in 10 explosions at industrial sterilization
facilities between 1994 - 1998 and one of the explosions caused 1 death
and 59 injuries (NYOSH, April 2000).

Disinfection efficiency depends on operational conditions, e.g. it
depends on the concentration of active ingredients and the degree of
acidity or alkalinity. It is important to ensure that the chemical used
will not be diluted in the treatment process beyond its effective
concentration. Some disinfectants may be inactivated when mixed with
bleod or serum in the clinical waste. Some disinfectants cannot kill all
bacteria spores, or with questionable virucidal action, or may be
incompatible with some rubber or plastic in the clinical waste. A
system must be present to ensure that adequate disinfection is achieved,
as the treated, untreated or partially treated waste looks the same.
Proper monitoring of the efficacy of disinfection of selected strains of
bacteria, viruses and fungi must be carried out on a regular basis.

Only the surface of solid waste will be disinfected. Hence, it is

14
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4.3

important to ensure proper shredding of clinical waste to expose all
surfaces to the chemicals. Any surface that is not exposed may still

harbour pathogens.

e) The system intreduces an additional chemical burden on the
environment and the most common chemicals that are used are chlorine
based.

f) Air and liquid'emissions, which may be generated need to be properly

controlled. For example, acidic components if present in the clinical
waste may release chlorine from chlorine-based disinfectants (such as
bleach). Chlorine gas is toxic and should be properly controlled.

g) The system is unsuitable for:
i cytotoxic drugs
ji. human and animal tissue and body parts
ii. pharmaceuticals
iv. chemicals

h) The treated waste is likely to be wet. Care should therefore be taken to
allow the waste to dry in a properly drained area before transport on

road or delivery in a watertight vehicle/container so as to avoid spillage.

4.2.7 This system is only rarely used for the treatment of clinical waste due to
the potential exposure of workers to the hazardous disinfectants. Treated
materials can contain residual amounts of toxic chemicals that can be released
aver a period of time.

THERMAL DISINFECTION (WET, DRY AND ELECTROMAGNETIC WAVE
TREATMENT)

4.3.1 Introduction

Thermal disinfection can be categorised as follows:

a) Wet thermal treatment (Autoclaving)

b} Dry thermal treatment (Hot screw feed technology)
c) Electro magnetic wave treatment

4.3.2 Wet Thermal Treatment (Autoclaving}

Thermal disinfection using steam has been in use in healthcare facilities since
the beginning of the 20th century as the principal method for sterilising
reusable surgical and laboratory equipment. It has also been used for treating
microbiological specimens before they are disposed as solid municipal waste.
Autoclaving or steamn sterilisation systems use superheated steam to sterilise
the waste in metal pressure vessel of sufficient strength to withstand the
required pressures and in a controlled manner. They are designed to allow the
waste to be in direct contact with the steam for sufficient time at the required
temperature and under the necessary pressure so that the pathogenic micro-
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organisms present in the waste are Killed. There are four main phases in the
complete autoclave cycle:

a) Phase 1 - Introduction of steam
The saturated steam can be introduced into the autoclave vessel in two ways.
They are: -
. by air displacement and the use of gravity where the cold air sinks
to the bottom of the vessel being replaced by the saturated steam,
. a vacuum is created in the vessel by exhausting the air present prior
to the addition of the steam.

b) Phase 2 - Temperature raising
As the steam is added the pressure and temperature increase until such time as
the requirements for a successful operation have been met.

c} Phase 3 - Exposure
The waste in the autoclave is then held in the vessel and exposed to these
conditions until such time as the waste has been disinfected.

d)__Phase 4 - Cooling
This is a cooling down period when the steam is slowly exhausted from the
vessel and the pressure returns to that of one atmosphere.

P Gai
i Air Indat To Vacuumn

Staam Out @ , l:_—llL

(r:“-lr . T)/ Steam Jacket

Autoclave Chamber

Valve

Steam Inlet ¢

J’i‘ %
3"" T l\‘ T . J—
RUAUAY

J vaive
ml i )
Steam Trap

from Jacket Thearmonmater

Steam & Water nmn;_n Steam Trap

and Relsase Valva

Schematic Diagram of An Autoclave (With No Shredder)

Autoclaving is conceptually simple and has been proven over many years in the
healthcare sector. {ts development and use for waste management is of more
recent origin. It has become accepted as a suitable system for the treatment of
clinical waste in the USA and is more commonly employed than other
alternative technologies. Its use is increasing world-wide both as a pre-
treatment system prior to finat disposal in the municipal Waste-to-Energy
plants and for disposal in highty controlled situations in landfill sites. There is a

16

Torgam : Review of Clinical Waste Treatment Technologies



wide variety of manufacturers and of systems in operation and the
manufacturers are usually prepared to design a system to meet the particular
needs of the customer.

The systems can be divided into the following categories:

a)

b)

¢}

d)

Small table-top Autoclaves

These are normally used in laboratories or operations having small
quantities of clinical waste to dispose of such as the surgeries and the
clinics of doctors, dentists or veterinary surgeons. They will produce the
steam required within the system by adding water and will treat one
charge only before adding more water. They are usually between 60 and
200 litres in size.

Laboratory Autoclaves
They are floor standing and can be connected to the hospital steam

lines. They are used in laboratories for the disinfection of laboratory
waste prior to its leaving the laboratory for either further treatment by
shredding or for final disposal.

On-site Autoclave Treatment Plants

They are free-standing devices that can be sited outdoors in specifically
designed and specified areas. They are fully insulated and will either be
connected to the steam lines within the hospital or have their own
dedicated steamn boiler and pump if a pre-vacuum system is used.

Large Scale Wet Thermal Treatment Systems

These facitities are usually designed to treat the waste from more than
one hospital and can either be operated by a group of hospitals or by a
commercial operator. They can be either sited on land belonging to one
of the hospitals or a site belonging to the merchant operator depending
upen the circumstances.

There are a variety of ways in which these systems can be designed:

a)

d)

Simple steam disinfection of the containerised waste without any pre-
treatment or post-treatment and the containers of treated waste are
transported for final disposal at landfill sites or at Waste-to-Energy
plants.

Pre-treatment of the waste by shredding after which the waste is placed
in the treatment vessel. After treatment the waste is bagged and then
ready to be taken for final disposal as in (a).

Disinfection of the containers of waste in the autoclave followed by
shredding and compaction prior to final disposal as in (a).

Bags of clinical are placed into a pressure vessel with a separate
rotating internal drum. High-pressure steam is then added causing the
containers of waste to become soft and during agitation in the rotating
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drum the bags will disintegrate. The disinfected waste is then subjected
to a vacuum condensing system to dry the waste, which is then passed
through a size reduction system (e.g. a shredder) before being delivery
for final disposal as in (a) above.

The wet thermal treatment system can also be combined with a
chemical treatment system. For example, one patented system is
designed to sterilise, render unrecoghisable and make reusable all forms
of clinical waste {except pathological and pharmaceutical waste). This
is achieved by first subjecting the waste to shredding and pulverisation
with the simultaneous introduction of sodium hypochlorite (bleach).
This is claimed to sanitise both the equipment and the waste. The
system then separates excess fluids from the waste using an auger press
for re-circulation. The last stage of the process has an encapsulated
auger where steam is injected onto the waste in temperature-~controlled
conditions, It is claimed that the residual waste is sterilised and has
nearly dry constituency. It can then be sent for recycling as it is no
longer infectious and falls out of the category of for example the
European Union definition of hazardous waste or to final disposal. The
sterile waste can then be passed through a patented recycling system
where the waste is fed into a rotating gravity separator where water is
again added to float the lighter material from the heavy fraction which
fall to the bottom of the system. The lighter fraction will flow to a de-
watering centrifuge. The treated waste is then classified by being
passed over jets of air - the heavier particles drop to the floor of a
chamber and the lighter particles pass into another chamber. The
plastic waste after this process is polypropylene and polyethylene and
can be used to produce waste containers such as sharp’s containers and
other products such as fence posts etc. The sale of the recycled plastic
waste will depend on regional market requirements. Recycling of plastic
clinical waste will normally only be considered if a business case has
been made to justify the investment in the patent recycling system. For
example, if there is already supply of cheaper raw or recycled plastic
materials (e.g. in Hong Kong), it may not be economically viable to
recycle the plastic from clinical waste.

There are many factors which affect the process of autoclaving and

hence the efficacy of disinfection:

aj

Presence of residual air within the autoclave chamber prevents effective
sterilization by reducing the temperature of the steam regardless of the
pressure. This may lead to inadequate sterilization of clinical waste.
Some autoclaves overcome this problem by using vacuum to pull all
residual air from the chamber and to burst the bags containing the
clinical waste. Alternatively, the bags should be shredded. However,
this will iead to the formation of microbial aerasols which may be
released to the outside of the chamber {Marshall et al, 1999). Proper
microbiological filter must be present to minimize the microbial hazard.
However, few commercial units are equipped with H.E.P.A. (High
Efficiency Particulate Air) filters on their vacuum exhaust systems to
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b)

address this issue. The third way is to require the waste facility workers
to open the bags, but this is not recommended because this will place
the worker at risk due to microbial aerosol in the bags.

Factors that can cause incomplete displacement of air include: improper
loading (which may prevent the circulation of steam within the chamber)
and the accidental use of heat resistant plastic bags.

Waste such as large body parts, large quantities of animal bedding and
fluids inhibit direct steam penetration and may lead to inadequate
sterilization under standard conditions.

4.3.3 Advantages and Disadvantages of Wet Thermal Treatment Systems

The advantages are:

a)

b)

c)

The capital investment costs are lower than incineration.

The treated waste, if the process has been properly carried out, may be
disposed of into landfill sites or to Waste-to-Energy plants subject to the
approval of the Regulators.

Hospital staff is familiar with operations of small-scale autoclave and
steam sterilisation systems.

The disadvantages are:

a)

b)

Clinical waste may require shredding prior to treatment to ensure better
penetration of steam into the waste. The shredder is likely to be subject
to mechanical failure or breakdown. If this occurs whilst it is charged
with untreated clinical waste, considerable care is required in the
removal of the untreated waste should that be necessary and also in the
handling of the equipment which will have become contaminated.

Autoclaving heats the clinical waste to 121°C-131°C. Vapour will be
formed during this heating process. Chemicals such as residual amount
of pharmaceuticals, disinfectants and cytotoxic drugs unavoidably
associated with clinical wastes would be vaporised and escape into the
environment. Mercury, if present in the clinical waste, would atso be
vaporised at this temperature due to its high volatility. There is also a
possibility of the production of offensive odours. Hence, air emissions
may need to be properly controlled. Autoclaving also makes the waste
wet; liguid emissions may be formed and need to be controlled.

Disinfection efficiency depends on operational conditions, e.g. residuat
air in the chamber may reduce efficacy of killing pathogens, cold spots
may be present if waste is too closely packed or the chamber aver-
loaded, steam may not be able to penetrate if the bags of clinical waste
are tied too tight etc. A system must be present to ensure achieving
adequate disinfection, as the treated, untreated or partially treated
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waste looks the same. Proper monitoring of the efficacy of disinfection
of selected strains of bacteria, viruses and fungi must be carried out on
a regular basis.

d) There will be with certain systems an additional chemical burden on the
environment. The most common chemicals that are used are chlorine
based.

e) The system is unsuitable for:
i. human and animal tissue and body parts
ii. pharmaceuticals
jii. chemicals
iv. cytotoxic drugs

f) The treated waste is likely to be wet. Care should therefore be taken to
allow the waste to dry in a properly drained area before transport on
road or delivery in a watertight container/vehicle so as to avoid spillage,

g) To treat the waste with steam above 100°C would require treatment
under high pressure, Special safety precautions are required and
requirements may have to be complied with under the Boiler and
Pressure Vessel Ordinance in Hong Kong. Dry hypochiorides or any other
strong oxidizing material must not be autoclaved with organic materials
such as paper, cloth etc (i.e. oxidizer + organic material + heat may
produce an explosion) {California State Polytechnic University, 1995).

4.3.4 Dry Thermal Treatment (Screw-feed Technology)

One type of the dry thermal disinfection processes is based upon screw-feed
technology where the waste is first shredded and then heated by a rotating
auger. Patented systems based upon continuous feed augers are already
operating in a number of applications. The system requires the waste to be
shredded to a particie size of about 25mm. The waste then enters the auger,
which is pre-heated to a temperature of 110°C-140 °C by oil circulating
through its central shaft. The waste is then propelled through the auger during
a 20-minute retention time. There is no direct contact between the hot oil and
the clinical waste, The waste residues are then compacted for final disposal to
landfill sites or Waste-to-Energy plants.

4.3.5 Advantages and Disadvantages of Dry Thermal Treatment Systems

The advantages are:

a) The capital investment costs and possibly the running costs are lower
than incineration.

b}  The treated waste, if the process has been properly carried out, may be
disposed of into landfill sites or to Waste-to-Energy plants subject to the
approval of the Regulators.
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c) The treatment process does not involve the use of hazardous chemicals.
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Schematic Diagram of a Dry Thermal Disinfection System

The disadvantages are:

a} Shredding or milling of clinical waste is necessary prior to treatment. The
shredder is likely to be subject to mechanical failure or breakdown. If this
occurs whilst it is charged with untreated clinicat waste, considerable
care is required in the removal of the untreated waste should that be
necessary and also in the handling of the equipment which will have
become contaminated.

b) Disinfection efficiency depends on operational conditions. A system rmust
be present to ensure achieving adequate disinfection, as the treated,
untreated or partially treated waste looks the same. Proper monitoring of
the efficacy of disinfection of selected strains of bacteria, viruses and
fungi must be carried out on a regular basis.
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c)  Dry thermal treatment heats the clinical waste to 100°-131°C. Vapour
will be formed during this heating process. Chemicals such as residual
amount of pharmaceuticals, disinfectants and cytotoxic drugs unavoidably
associated with clinical wastes would be vaporised and escape into the
environment. Mercury, if present in the clinical waste, would also be
vaporised at this temperature due to its high volatility. There is also a
possibility of production of offensive odours. Hence, air emissions may
need to be properly cantrolled.

d) The system is unsuitable for:
i.  human and animal tissue and recognisable body parts
fi. pharmaceuticals
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iii. chemicals
iv. cytotoxic drugs

4.3.6 Electromagnetic Wave (Microwave and Radio wave) Disinfection
Systems

Microwaves are short, high frequency electromagnetic waves which are
generated in electron tubes, with built-in resonators, special oscillators or
solid-state devices to control the frequency. Most micro-organisms are
destroyed by the action of microwaves at a frequency of about 2450 MHz and a
wavelength of 12.24 cm. Microwave thermal treatment systems for clinical
waste operate by agitating the water molecules in or on the surface of the
waste materials causing them to vibrate and the vibration produces heat. in a
microwave treatment unit a loading device transfers the wastes into a shredder,
where it is reduced to small pieces. Steam is then added to the waste, which is
then transferred to the irradiation chamber. The chamber is equipped with a
series of microwave generators. The waste is then irradiated for about 20
minutes. The microwaves heat the moisture contained within the wastes to the
point {usually about 95°C} that the clinical waste contained therein is
disinfected. Once irradiated, the waste is then compacted inside a container
for final disposal to either a landfill site or a municipal Waste-to-Energy plant.

The efficacy of microwave disinfection should be checked routinely by
microbiological tests. The microwave process is used in several countries (e.g.
USA) and is becoming increasingly popular. However, relatively high costs
coupled with potential operation and maintenance problems mean that it is not
yet recommended for use in developing countries (WHO, 1999a). Microwave
irradiation equipment with a capacity of 250 kg/hour {600 tonnes/year, assume
operating at 8 hr/day x 300 days/year), including loading device, shredder,
steam humidification tank, irradiation chamber, and microwave generators,
plus a waste compactor, may cost about US$S 0.5 million.
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Schematic Diagram of a Microwave Disinfection System
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A proprietary system of treatment in use in the USA is known as the Electro-
thermal Deactivation (ETD) process. The system includes a system of pre-
grinding the waste and then passes the waste through a field of high-intensity
tow-frequency radio waves oscillating at a frequency of 10 mega-hertz to heat
the waste. it is claimed that the pathogens in the waste are killed at
atmospheric pressure and at temperatures as low as 90°C and that they can
penetrate deeper than higher frequency waves like microwaves.

4.3.7 Advantages and Disadvantages of Electromagnetic Wave Disinfection
Systems

The advantages are:

a}  The capital investment costs and possibly the running costs are lower
than incineration.

b}  If the process has been properly carried out, the treated waste may be
disposed of into landfill sites or to Waste-to-Energy incinerators subject
to the approval of the Regulators.

c) The treatment process does not involve the use of hazardous chemicals.
The disadvantages are:

a) Exposure to electromagnetic wave radiation is dangerous especially when
high energy or high intensity of radiations involved. It is known that
microwave radiation can heat body tissue the same way it heats other
materials. The lens of the eye is particularly sensitive and exposure to
high levels of microwaves can cause cataracts. Likewise, the testes are
very sensitive to changes in temperature. Accidental exposure to
microwave can cause sterility. It can also cause burns, and damages to
the nervous system. There is also a possibility of danger from long-term
exposure to iow-level microwaves. A continuous electromagnetic wave
leakage monitoring system and programme must therefore be
implemented.

b)  Shredding or milling of clinical waste is necessary prior to treatment to
ensure better penetration of steam into the waste. The shredder is likely
to be subject to mechanical failure or breakdown. If this occurs whilst it
is charged with untreated clinical waste, considerable care is required in
the removal of the untreated waste and also in the handling of the
equipment which will have become contaminated.

c}  Disinfection efficiency depends on operational conditions. A system must
be present to ensure achieving adequate disinfection before disposal as
the treated, untreated or partially treated waste looks the same. Proper
monitoring of the efficacy of disinfection of selected strains of bacteria,
viruses and fungi must be carried out on & regular basis.
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d} Electromagnetic wave treatment, like autoclave treatment, heats the
clinical waste but to 95°C-100°C only. Vapour will still be formed during
this heating process. Chemicals such as residual amount of
pharmaceuticals, disinfectants and cytotoxic drugs unavoidably associated
with clinical wastes would be vaporised and escape into the environment.
There is also a possibility of offensive odours. Hence, air emissions may
need to be properly controlled. Microwave treatment also requires the
waste to be wet and this may need to be supplemented with a steam
supply. Liquid emissions may be formed and need to be controlled,
despite the amount of liquid may be less than that of autoclave treatment.

e} Relatively high costs coupled with potential operation and maintenance
problems mean that the system is not yet recommended for use in
developing countries (WHO, 1999a).

f} It has been reported that the efficiency of the microwave system will
decrease if the liquid content exceeds 10%, if the metal content of the
waste is greater than 1% or if metal pieces larger than 0.2 kg are present
(Brunner, 1996}.

g)  The system is unsuitable for:

i. pharmaceuticais

ii. human and animal tissue and body parts
fii. chemicals

iv. cytotoxic drugs

4.4 THERMAL TREATMENT (INCINERATION AND PYROLYSIS/
GASIFICATION)

incineration

4.4.1 Incineration is the traditional method of treating clinical waste. The
technology has been developed for over a century and the environmental
impacts on the environment have been extensively studied. Improvements in
incineration technology and pollution abatement equipment can minimize the
environmental impact of incineration of clinical waste. Modern state-of-the-art
clinical waste incinerators can meet the most stringent environmental
standards.

Pyrolysis

4.4,2 Pyrolysis is the process of chemical decomposition of organic materials
by heat {up to 2500°C) in the absence of oxygen. This process is commonly used
in the manufacture of charcoal or coke for many years. Pyrolysis results in a
gas stream containing primarily hydrogen, methane, carbon monoxide, carbon
dioxide, and various other gases and volatile organic compounds and inert ash,
depending on the characteristics of the material being pyrolyzed. These gases
are then incinerated in a secondary chamber at a very high temperature.
Metals and ceramics are not reduced in size but are disinfected by the very
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high temperature of the treatment unit. All residues are collected in a
receptacle and emptied as needed. An air-cleaning unit is still required to
remove unpacceptable air poliutants, such as dioxins and heavy metals, from the
effluent gas stream. This system can be apptied to clinical waste. An example
is the plant in the Netherlands at Dordrecht operated by Zavin.

Gasification

4.4.3 Gasification is a process similar to pyrolysis but where the materials to
be treated have a high carbon content and are heated to temperatures as high
as 1300°C with limited amounts of oxygen. Energy rich gases are produced.
These gases are then incinerated in a secondary chamber at a very high
temperature. The waste materials are decomposed and sterilised in the process
and the gases that are produced are treated by passing a series of scrubbers
and filters to remove the pollutants (e.g. dioxins, furans etc.) and either are
bumt to produce energy or used to pre heat the waste.

4.4.4 Advantages and Disadvantages of Incineration and Pyrolysis/
Gasification

The advantages are:

a) They can significantly reduce the volume and weight of clinical waste;

b) They can destroy all infectious micro-organisms most effectively;

) They burn all types of clinical waste to ash and make them
unrecognisable;

d) Shredding of clinical waste is not required;

e) They can completely destroy residual amounts of cytotoxic drugs,
pharmaceuticals and toxic chemicals in the clinical waste and hence
does not require stringent segregation of clinical waste for separate
treatment;

f) They do not produce YOCs since the latter will be bumnt out during
incineration;

g) Heat recovery is possible; and

h) The environmental impacts have been extensively investigated and
made known so that proper abatements can be carried out.

The disadvantages are:

a) Incineration of PVC-containing clinical waste may produce air emission
with dioxins and furans if proper air pollution control equipment is not
installed;

b) Incineration of clinical waste contaminated with mercury and other

heavy metals may produce air emissions with such heavy metals if
proper air pollution control equipment is not installed;

c) Capital cost may be higher than some other alternative technologies;
and
d) There is considerable public concern and objection due to the perceived

risk even though pollution abatement equipment can effectively remove
air potlutants.
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4.5

NOVEL TREATMENT TECHNOLOGIES

4.5.1 In this section two novel technologies (Plasma-based system and
irradiation) for treating clinical waste are described and the advantages and
disadvantages are identified.

Plasma Based Systems

4.5.2 Dr. Irving Langmuir, an American chemist and physicist, first applied the
word "plasma” to ionised gas in 1929. Plasma consists of a collection of free-
moving electrons and iens from atoms that have lost electrons. Energy is
needed to strip electrons from atoms to make plasma. The energy can be of
various origins: thermal, electrical, or light (ultraviolet light or intense visible
light from a laser}. With insufficient sustaining power, plasmas recombine into
neutral gas. Plasma can be acceterated and steered by electric and magnetic
fields, which allows it to be controlled and applied. It also provides many
practical uses.

High-temperature plasmas in arc furnaces can convert, in principle, any
combination of materials to a vitrified or glassy substance with separation of
molten metal. Substantial recycting is made possible with such furnaces and
the highly stable, non-leaching, vitrified material can be used in landfills with
essentially no environmental impact. The temperatures reached in a plasma arc
fumace are considerably more than that required to disinfect the waste. For
example the plasma torch process uses an electric arc to attain temperatures
as high as 10,000°C to destroy waste. One of the major disadvantages of this
novel technology is its extremely high capital and operating cost. Some plasma
systems claim that there is no emission problem. However, an earlier USEPA
report "Retech, Inc., Plasma Centrifugal Furnace - Applications Analysis
Report” indicated that there were emissions from the plasma treatment
process (USEPA, 1992). The particutate emission exceeded the Resource
Conservation Recovery Act {RCRA) limits and the report concluded that a more
efficient air scrubbing system was required. High NOx concentration in the
stack gas was also noted.

frradiation

4.5.3 A treatment system has been developed based on electron beams,
which have the ability to destroy micro-organisms and sterilise a wide variety
of materials. The electron beam generator is similar to those used for cancer
therapy equipment in the hospitals and for sterilisation of foods and
pharmaceuticals in the industry, Electrons from the beam interact with the
electrons in the molecular structure of the target material, depositing energy
and breaking the chemical bonds of organic compounds and fragmenting micro-
organisms. While a material is being irradiated, it is never in contact with any
radicactive materials, and the electrons used to treat the clinicat waste would
not make it radioactive.

Other systems may make use of ionising radiation from radioisotopes to treat
clinical waste. All types of irradiation systems require extensive shielding to
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protect the workers.

4.5.4 Advantages and Disadvantages of the Novel Technologies
The advantages are:

a) Provided that the process has been properly carried out, the waste treated
by irradiation may be disposed of into landfill sites or Waste-to-Energy
plants subject to the approval of the Regulators.

b) Novel technologies such as plasma-based systems can significantly reduce
the volume and weight of clinical waste. Similar to incineration, plasma-
based systems can kill all micro-organisms, make clinical waste
unrecognisable, can completely destroy residual amounts of cytotoxic drugs,
pharmaceuticals and toxic chemicals in the clinical waste and hence does
not require stringent segregation of clinical waste for separate treatment,
and can destroy YOCs.

The disadvantages are:

a} There is insufficient information to assess the cost due to the fact that
there are very few plants in use for the treatment of clinical waste but the
capital investment costs and operational costs are likely to be about the
same as or higher than incineration. One of the major disadvantages of
irradiation system is its extremely high capital and operating costs.

b) Where the ionising radiation comes from radioisotopes there is the problem
of disposing of any radioactive waste created during the process.

¢) The biggest disadvantage of novel technologies is that they are most likely
to be marketed as novel technigques by small entrepreneurial companies
specially designed for the customer and therefore limited proven track
record is available from the prototypes. This will certainly mean that they
will be constantly modified whilst in operation. Experience in this area has
meant that the facility is either out of use for periods of time or in some
cases has failed completely. Selecting novel prototype technologies
particularly where it will be the only facility in Hong Kong is not something
to be considered lightly as clinical waste is in constant production and very
reliable facilities must be provided for its treatment and disposal.

d) Shredding or milling may be necessary prior to treatment by irradiation.
The shredder is likely to be subject to mechanical failure or breakdown. if
this occurs whilst it is charged with untreated clinical waste considerable
care is required in the removal of the untreated waste should that be
necessary and also in the handling of the equipment which will have
become contaminated.

e) Disinfection efficiency in the case of irradiation will depend upon
operational conditions.
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4.6

f) lrradiation cannot destroy the residual amounts of cytotoxic drugs,
pharmaceuticals and toxic chemicals in the clinical waste.

g} Air and liquid emissions, which may be generated, need to be properly
controlled.

SUMMARY

4.6.1 The advantages and disadvantages of the various alternative and novel
treatment technologies have been identified in this chapter. They have been
summarised in Table D of Chapter 5.

4.6.2 in brief, clinical waste treatment technologies should be able to:

aj

b}

c)

d)

Adequately disinfect or sterilize infectious materials in the clinical
waste to reduce its microbiological hazard so that no further special
treatment is required for subsequent disposal;

Destroy the sharps in clinical waste to minimize its physical hazard
{and more importantly to prevent reuse/recycling of disposable
syringes in the underground market);

Render clinical waste un-recognizable and un-offensive; and

Achieve significant volume reduction.

4.6,3 Any clinical waste treatment technologies to be selected for use should
be capable of fulfilling the above functions in an environmentally sound, safe
and cost-effective manner. To achieve these, the treatment system should:

d)

Possess automatic controls and built-in failsafe mechanisms;
Have proper monitoring and recording systems;

Possess system to ensure waste cannot bypass the treatment process;
and

Prevent creating other occupational and safety problems in the first
place.

4.6.4 The alternative technologies have the following advantages:

a)

b)

The capital investment costs and possibly the running costs are lower
than incineration;

If the process has been properly carried out, the treated waste may
be disposed of into landfill sites or to Waste-to-Energy incinerators
subject to the approval of the Regulators;

28
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c)

d)

They do not produce dioxins and furans; and

They attract less public concern.

4.6.5 It should be noted that alterative technologies (autoclave, microwave
and chemical treatment) have the following limitations:

a)

b)

d)

f)

g)
h)

They are not able to significantly reduce the volume and weight of
clinical waste;

They may not be able to destroy all infectious micro-organisms at all
times and the process of disinfection or sterilization depends greatly
on the skills of the operaters;

They cannot make clinical waste unrecognisable, unless they are
equipped with shredders or grinders which are not only problematic
but also create airborne pathogen hazard to the operators of the
treatment facitity and maintenance staff (WHO, 1999a);

They cannot destroy residual amounts of cytotoxic drugs,
pharmaceuticals and toxic chemicals present in the clinical waste and
hence require more stringent segregation of clinical waste to allow
for separate treatment (WHO, 1999a; Table B);

They may require addition of chemical disinfectants which may be
hazardous to human and other living things;

They generate toxic and carcinogenic VOCs and other toxic heavy
metals in the vapour during the heating process. The VOCs and toxic
heavy metals cannot be destroyed at low temperature. Some may
also generate bad odour. All these may create occupational and
safety hazards and must be properly controlled,;

Heat recovery is not possible; and

Environmental impacts have not been extensively investigated or
made known.
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CHAPTER 5 COMPARISON OF DIFFERENT
TECHNOLOGIES

This chapter compares the different technologies for treating clinical waste
from the following aspects:

. Costs and financial implications

. Health, safety and environmental impacts

. Efficacies

. Reliability and ease of maintenance

. Handling of residues and further treatment requirements prior to final
disposal
Space requirements
. Public perception of risk

5.1  COSTS AND FINANCIAL IMPLICATIONS

5.1.1 The "polluter pays principle” should be applied when dealing with waste
produced at healthcare facilities and all of the costs be applied to the function
including segregation, storage, collection, purchase of equipment and labour
costs as well as the treatment and disposal costs.

5.1.2 In the WHO publication "Safe Management of Wastes from Clinical
Activities”, an example was given for the disposal costs per tonne of different
technologies in Switzerland. in general, the cost of incineration with high
standards of treatment and pollution control is comparable to wet thermal
disinfection while that of chemical disinfection is about half, The capital costs
of providing a new alternative technology facility are generally less than that
for a new incineration plant. However the operational costs are comparable
for a wet disinfection system.

5.1.3 However, when assessing the costs of purchasing and operating a new
treatment plant various points need to be taken into account and an annual
average disposal cost arrived at (Table A). It should be noted that:
a) The cost quoted by a supplier of a treatment facility usually only
includes the cost of the package equipment rather than all the
costs as shown in Table A.
b) For some alternative and novel technologies, the life cycle cost
may not be known as some of them are only newly developed.
¢) A number of factors affect the total costs of disposal of clinical
waste particularly where all of the waste types cannot be dealt
with in the same facility and some waste has to be separately
collected and disposed of by incineration. For example,
pharmaceutical, cytotoxic and chemical wastes, and body parts
cannot be destroyed by alternative treatment technologies (WHO
1998) (Table B).
Hence, careful assessment of the total costs should always be made.
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TABLE A Cost Evaluation

Site costs Land purchase, Infrastructure, Utilities
Consultancy Fees Environmental  Assessment, Engineering,
CAPITAL Architectural design.
COsTs Construction Costs Building, Storage, Offices, Treatment Plant.
Finance Interest, Taxes, Accountancy Fees.
Finance Interest, Taxes, Accountancy Fees.
Pre-processing Compaction, Containers, On site transport,
OPERATION Human resources, Chemicals, Training,
COSTS Maintenance, Protective clothing.

Off- Site Transport Vehicles, Weighing, Maintenance, Human
Resources, Protective clothing, Disposal
Costs.

Processing costs Human resources, Utilities, Electricity, Water,
Repairs and Maintenance, Consumables e.g.
filters and chemicals, Training, Regulator
compliance, Disposal of waste products and
wastewater.

Administration costs Records, Insurance, Licences.

Source of information: Torgam Developments.

TABLE B Treatment of Various Types of Clinical Waste by Various Methods

Systems Infectious | Anatomic | Sharps Pharma- Cytotoxic Chemical
Waste Waste ceutical Waste Waste
Waste
Two-
chamber, Yes Yes Yes Yes Yes Yes (o
rotory kiln X
{CWTC e
Inci to c
ncinerator) S
Q.
o
<

Single

chamber Yes
incinerator
Pyrotytical Yes
incinerator
Chemical
disinfection Yes
Wet thermal
treatment Yes
Microwave
irradiation Yes
Sanitary Yes
landfill

Based upon: WHO Teachers Guide (1998)

Torgam : Review of Clinical Waste Treatment Technologies



5.2

HEALTH, SAFETY AND ENVIRONMENTAL IMPACTS

5.2.1 Emissions from incineration and the potentiat impacts on the health and
environment have been extensively studied (US EPA, 1991). On the other hand,
whilst there was a rapid development of non-burnt alternative technologies to
treat clinical waste in other countries, e.g. USA, there was a lack of proper
attention to the potential health and safety impacts of such technologies.

5.2.2 A preliminary study carried out by Cole et al. (1993} for USEPA indicated
that there were emissions of microorganisms from specific points in the
microwave and mechanical/ chemical units. The study suggested that any
technology which allowed access to the chamber during the shredding and
grinding of untreated clinical waste, or where a phase of operation in the
treatment process remained open to the environment would have the greatest
potential of generating microbial aerosols. Microbial aerosols will invariably be
generated if clinical waste is shredded or ground before treatment. Very good
control must be in place to prevent escape of the aerasols from the shredder
into the surrounding environment.

5.2.3 In November 1997, a Report was published by the USA National
Institutes of Occupational Safety and Health (NIOSH) -"Control of Aerosol
(Biological and Non-biological) and Chemical Exposures and Safety Hazards in
Medical Waste Treatment Facilities” in which it is stated that * Concern for
medical waste treatment workers came from the unique character of the
waste material and varying treatment technologies. Medical waste contains
numerous chemicals that are themselves hazardous to worker health, and the
Medical Waste Treatment technologies have the potential to generate others.”
The NIOSH Report also pointed out that little work had been carried out to
assess the emissions from the alternative technology facilities apart from a
study carried out for the USEPA on biclogical emissions conducted by Research
Triangle Institute (Cole et al, 1993). Before this work there had been no
research carried our specifically on the identification and assessment of
hazardous exposures to the workers in the clinical waste aiternative technology
facilities.

5.2.4 The NIOSH report studied in detail four different technologies at four
different sites:

a) Off-site steam autoclave

b) Off-site microwave

c) On-site prototype pyrolysis plant

d} Off-site mechanical/chemical treatment facility

and showed that the workers at clinical waste treatment facilities using
altemative technologies are subjected on a daily basis to many types of health
and safety hazards:

a) blood borne pathogens {e.g. AIDS, hepatitis B virus etc.)

b) other infectious agents

<) exposure to hazardous drugs, chemicals and aerosols
d) non-ionising radioactivity {microwave etc.)
e) noise (arising from shredding and compacting etc.)
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) heat stress
g) ergonomics
h) wounds from handling sharps and medical instruments

and exposure could be by the following routes:

a) skin

b) mucous membranes
c) inhalation

d) ingestion

5.2.5 Safety hazards and risks of injury were identified as:

a) lifting

b) moving

C) slips

d) falls

e) machine guarding
f) electrical problems

5.2.6 The safety hazards which are faced by workers on-site such as:

a) wet floors

b) untidy working conditions

c) hazards from electrical equipment

d) obstructions

e} ergonomic considerations

f) protective clothing - it's design and application
g) worker's hygiene

h) blood splashing

are identified in the report and are very similar to those found in industrial or
hospital situations everywhere.

5.2.7 The three main areas of concern where information was not readily
available were also identified as:

. The emission of volatile organic compounds (VOCs)
. Gaseous and particulate emissions
. The hazards from irradiation

Risk due to Toxic VYolatile Organic Compounds in Air Emission

5.2.8 It is stated in the NIOSH Report that "Yolatile organic compounds are
expected to be components of medical waste and may be formed and emitted
during the treatment processes.” Emissions of gaseous and particulate
contaminants from medical waste treatment technologies have not been well
characterised. Thus, data were not available for selecting target chemicals to
be monitored at the waste facilities.

5.2.9 The report indicated that there were a wide range of VOCs found in the
facilities and only 29 VOCs which exceeded 0.05 mg/m’ were reported. In the
Summary of the Report, it stated that "several YVOCs were observed in each
facility (i.e. the autoclave, microwave, chemical treatment and pyrolytic
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facllities), but no Occupational Safety and Health Administration (OSHA)
Permitted Exposure Levels (PEL's) or American Conference of Governmental
and Industrial Hygienists (ACGIH} Threshold Limit Values (TLVs) were
exceeded’. Results showed that whilst VOC concentration of individual
chemical was acceptable within the facilities, the findings did highlight the
total YOC concentrations could be high (e.g. 3 - 3.5 mg/m’ in the autoclave
facility and 1.5 - 6.5 mg/m® in the microwave facility). The findings also
highlighted the variety of compounds that can be found in clinical waste and
day-to-day variations in compaosition. For example, the formaldehyde
concentration of an autoclave facility was found to be in the range of 0.08 -
0.18 mg, as compared to the ACGIH TLV of 0.37mg/m’ (ceiling limit) and the
OSHO PEL of 0.94 mg/m’. Since all of the tests were carried out inside the
building where the facility was located, it is not known what the levels were
outside the building.

5.2.10 However, the exposure limits quoted are for single chemicals only. The
health effect of a mixture is a more complex issue and it can be entirely
different from those of individual components. in some cases, the individual
chemical may act on the same organ or tissue or by similar toxicological
mechanisms and their effects are 'additive’. In other cases, the overall effect
is much greater than the sum of the individual effects and the effects are
'synergistic’. There are also 'potentiation’ cases when one camponent has an
effect but the second component does not but enhance the effect of the
former one in a mixed exposure (American Conference of Industrial Hygienists,
1998; UK Health &Safety Executive, 1999; HK Labour Department, 1998),

Risk of infection due to Micro-organisms in Aerosols

5.2.11 The risk of infection in using alternative and novel technologies is not
well understood. The 1997 NIOSH report indicated that the risk of infection is
difficult to estimate even when using very good data for exposure and
documented seroconversion rates. Neither good exposure data nor documented
seroconversion rates for clinical waste treatment workers were available. For
this analysis, seroconversion rates for healthcare workers were used to
represent the rate for clinical waste treatment workers. This was recognised
to be an overestimate because most infectious organisms die off outside the
ideal conditions of a host and the farther removed in time the organism is from
contact with the host the lower the chance for causing infection. For waste,
the temperature, humidity, and nutrient conditions are not optimal, so viability
and, hence, infectivity will decline with time. Therefore, because clinical
waste workers are not exposed to infectious agents immediately after they
leave the host, clinical waste treatment facility workers are expected to have a
lower seroconversion rate than healthcare workers. However, the NIQSH
Report highlighted that:

a) The risk of infection not only extends to the workers themselves,
but to their family and close associates outside the workplace.

b)  This risk of disease transmission may be through the occupational
acquisition of infection by the workers and the transmission of
disease through normal modes to their families and friends.

c}  This transmission may occur because the worker may take home
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infectious agents on his clothes if personal protective equipment
and clothing are not provided or not used as recommended.

d) This had happened in other occupations.

e) Increased caution is required if any of the secondary exposure
invalves immuno-compromised individuals (children, elderly, or HIV-
infected).

Irradiation Hazards

5.2.12 The NIOSH report indicated that there was an incident involving a
leakage of microwave close to the shredder of one of the microwave units. The
levels much exceeded 10mW/cm? {the maximum limit set by the Occupational
Safety & Health Association) and pegged the survey meter off-scale. Two
microwave meters were used on site; however, both of them were out of
calibration and one of them had lead batteries. The leak was readily reduced
once the operator was told of the situation. The microwave radiation exposure
would be controlled by regular maintenance with operating equipment. This
finding points out that, in addition to regular checks of the treatment
equipment, all testing equipment must be regularly checked, calibrated as
needed, and maintained. Failing that, the operators may not easily notice the
leakage from the microwave system until mishaps occur,

Other Hazards and Incidents

5.2.13 Further to the publication of the NIOSH report in 1997, there was a
recent outbreak of suspected occupational-related tuberculosis (TB) among
employees at a clinical waste treatment facility in USA (NIOSH, 1998). Three
employees acquired active TB. It was shown that each of the 3 patients had a
different drug susceptibility pattern, thus eliminating person-to-persen
transmission between these 3 employees. One of the cases was infected with a
strain of tuberculosis bacteria (Mtb) identical to the strain identified in a
person treated at a facility that sent waste to the clinical waste treatment
facility. Furthermore, one of them was found to be multiple-drug resistant.

5.2.14 A detail evaluation of health hazard of an alternative treatment facility
was conducted by the NIOSH of the Centres for Disease Control (CDC). The
facility started operating in 1992 and was permitted to treat sharps, infectious
waste and small amounts of human tissues using radio frequency wave (RF).
The following waste types were not accepted: chemotherapeutic waste,
chemicals and radioactive waste. The facility consisted of 13,500 square feet
area. Approximately 2300 Lb/hr (i.e. about 1000 kg/hr) of clinical waste was
treated.

5.2.15 The alternative treatment facility used a primary shredder to shred the
waste to 4-8” diameter and a secondary shredder to less than 3/8” diameter in
a containment room. The shredded waste was then compacted to a density of
25 pounds per cubic foot in a press room, Water was sprayed onto the shredded
waste to ensure 10 to 15% moisture. The shredding and compacting processes
were carried out in an enclosed area which was under negative pressure.
Exhaust air was filtered by a series of filter to ensure sterility when discharged
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to the surrounding environment. The moistened waste was then heat-treated at
95°C using RF.

5.2.16 CDC identified several factors in the alternative treatment facility that
could result in employee exposures to aerosolised bacteria (including Mtb} and
other bloodborne pathogens (e.g. hepatitis B, hepatitis C, human
immuncdeficiency virus etc):

a) Shredding and compacting of infectious waste created the potential
for aerosolization of the products contained in the waste prior to
heat treatment;

b) Deficiencies in the design of the process which resulted in the
clogging of the process line, and a ventilation system which was
unable to ensure that the in-feed chute (for feeding clinical waste
to the treatment facility) would remain under negative pressure
when such clogs occurred. When clog occurred, a situation called
"blowback” frequently occurred, i.e. the air from the containment
room would blow back out of the in-feed chute.

¢} Direct contact of the workers with the waste (including exposures
to needles, sharps, blood, human tissues etc.) during repair and
maintenance of the equipment such as shredders;

d) Exhaust air from the RF treatment unit was originally exhausted
outdoors. However, due to odour complaints from the local
community, the company had to change the process to recirculate
the odorous exhaust air from the treatment unit back into the
containment room.

e) The process required all the employees to use airline respirators
working in the containment room. The inadequacy of the
respirators was noted since NIOSH investigators still detected odour
in the containment area while using the company-supplied airline
respirators.

5.2.17 The CDC also identified potential fire hazard of the alternative
treatment facility. They noted that after prolonged use, carbon would
accumulate on the surface of the RF oven (“"cooking vessel”). They observed
that a vessel actually "arc’ and caught fire while being removed by a fork-lift,

5.2.18 The CDC further noted that the process required homogeneous
treatment of waste at 95°C for a fixed period of time to ensure inactivation of
infectious micro-organisms. However, they observed that the temperature
probing techniques employed weuld not accurately measure the temperature
and that the employees informed the NIOSH that waste not reaching 95°C was
occasionally disposed of without being re-processed.

5.2.19 A draft WHO publication (WHO, 1999c) reported that 13 other workers
also showed evidence of being exposed to tuberculosis in the RF facility but
were not symptomatic. It also reported that tuberculosis has not been reported
at other USA plants where sealed containers of clinical wastes were processed
directly without opening and/recycling the containers.
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5.3

5.2.20 On 4 Oct 2000, the CDC further reported the use of advanced molecular
biotechnology to identify the DNA fingerprints of the Mtb bacteria and
confirmed that processing clinical waste in the alternative clinical waste
treatment facility resulted in the transmission of Mtb to at least 1 facility
worker (Johnson et. al., 2000).

Discussion

5.2.21 Sufficient independent work has not been carried out on all of the
altemative technologies such that all the inherent problems have been
identified with certainty. This is particularly the case with respect to the
emissions both within the building containing the systems or externally, and the
effects on the health and safety of the workers or the general public. The
scientists who have carried out the work in this field have called for the
additional study to be carried out. There is also a need for comprehensive
operator training, preventive maintenance systems and regular inspections to
prevent, for example, the leakage that occurred around one of the microwave
units and other environmental and safety hazards mentioned above.

EFFICACY

5.3.1 The introduction of the alternative technologies for the treatment of
clinical waste caused concern amongst the environmental and public health
agencies in a number of States in the USA. As a result, the representatives of
about 15 States in the USA organised a series of meetings between 1992 and
1994 1o discuss the issues and arrived at a set of standard approaches to the
regulation of the alternative clinical waste treatment systems. One of the
main concerns is the efficacy of the technologies to Kill the wide range of
micro-organisms in a complicated matrix in the clinical waste. Questions were
also asked about the effects of the new systems on the occupational health and
safety of workers, the environment and the effects on the general public. The
technical and administrative procedures for permitting and reviewing the new
technotogies were the principal aims of this group as well as the formulation of
a set of standards. In 1994 the group became known as the State and
Territorial Association on Alternative Treatment Technologies {(STAATT). The
first official document produced by the organisation was published in 1994 and
was the Technical Assistance Manual State Regulatory Oversight of Medical
Waste Treatment Technologies.

5.3.2 This guidance document describes the consensus of the participants on
the following topics:
a) Recommendations as to the levels of microbial inactivation for use
in the evaluation of treatment systems;
b) Establishment of specific pathogen surrogates for efficacy testing of
technologies;
C) Development of enumeration formulae for the quantification of
efficacy test results;
d) Defining specific evaluation procedures for generators:
i Commercial facilities
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ii. Healthcare facilities

iii. Research and development facilities
iv. Private practitioner facilities
f)  Devising specific criteria and requirements for:
i. Waste residue disposal
it Operator training
iti. Chatlenge loads
g) Development of testing protocols for:
i. State permitting/licensing of treatment systems
ii. Site permitting
jii. User verification and challenge testing by different types
of use

5.3.3 Since its publication, this guidance document has become widely
accepted as the standard reference document on the subject in the USA and in
a number of other countries. One particular standard defines the levels of
microbial inactivation required for clinical waste treatment (See Table C}. The
minimum requirement for alternative treatment technologies recommended by
STAATT is Level |1, The various alternative treatment technologies should be
able to achieve Level il provided that the equipment is operated properly.

TABLE C STAATT Standard for Microbiological Inactivation

Levell Inactivation of vegetative bacteria, fungi and lipophilic
viruses at a 6 logso reduction or greater.
Level Il Inactivation of vegetative bacteria, fungi,

lipophilic/hydrophilic viruses, parasites and mycobacteria at a
6 log,o reduction or greater.

Level It Inactivation of vegetative bacteria, fungi,
lipophilic/hydrophilic viruses, parasites and mycobacteria at a
6 logw reduction or greater; and inactivation of B.
stearothermophilus or B. subtilis spores at a 4 logy, reduction
or greater,

Level IV Inactivation of vegetative bacteria, fungi,
lipophilic/hydrophilic viruses, parasites and mycobacteria and
B. stearothermophilus spores at a 6 log 4 reduction or

greater.

5.3.4 Since the publication of the STAATT document in 1994, new
technologies have been introduced to the clinical waste market. These were
addressed in the 1998 meeting of the STAATT and the existing
recommendations were revised to take account of the recent technological
advances. The revised edition (STAATT Il) is due to be published in the near
future.

5.3.5 However, up to the moment, there are no national standards for all the
countries studied in this report. For example, even in USA where the
treatment of clinical waste by alternative technologies has been debated for
over ten years, a national standard for clinical waste treatment has yet to be
realised.
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5.3.6 A private company, the Underwriters Laboratories, Inc. in USA (UL),
after consulting with representatives of the STAATT which has developed the
guidance document for evaluating alternative technologies, is preparing a draft
Standard (UJ.2334) with a view to seeking recognition of this Standard as an
American National Standard through the Accredited Organisation Method of the
American National Standards Institute. A Technical Committee has been set up
to address various issues of emerging technologies. The Committee has
established 7 Working Groups to assist in organising and developing various
requirements. These Groups are as follows:

a) Efficacy Work Group

b) Equipment / Facility Protection Work Group

C) Input / Output Work Group

d) Maintenance Wark Group

e) Regulatory Acceptance Work Group

f) Worker Safety Work Group

g) Production Control Work Group

5.3.7 The Standard is intended to determine whether individual equipment or
system provides for sufficient microbial inactivation and reduction of the risk of
injury to persons and damage to property incident to their use. To date, the
Standards Development Technical Committee has met five times in 1999 and
2000. However the Standard is still in the draft stage.

5.3.8 Furthermore, the UK Environment Agency and Scotland EPA are still
considering recommendations from consultants on whether the operation of
clinical waste treatment facilities in the UK should achieve the Level [li criteria
and that in certain situations, [e.g. from hospital wards with known pathogens
such as multiple drug-resistant Staphylococcus aureus] waste should be treated
in accordance with Level IV (UK NHS, 1998). This may be particulafy relevant.
to the HK situation as it has been reported that Staphylococcus aureus resistant
to most known antibiotics in the world has already been isolated in hospitals in
HK (SCMP, 1999).

5.3.9 In respect of thermal treatment systems for disinfection of clinical
waste, the UK Environment Agency and Scotland EPA are also still considering
whether it is appropriate to specify a minimum temperature to ensure
adequate killing of the micro-organisms (UK NHS, 1998).

5.3.10 The STAATT Il meeting also reckoned that operation of alternative
technologies require mandated operator training because the efficacy of
treatment and safety will depend on the operator skills. The proposed "ASME
Standard for the Qualification and Certification of Medical Waste Incinerator
Operators {Sept 1992)" has been reviewed for its potential applicability as a
guideline for developing required elements for operator training. The guideline
has yet to be prepared and approved by the relevant authorities.

Discussion

5.3.11 The criteria for efficacy testing for the alternative clinical waste
treatment technologies have taken ten years to develop and this has been an
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5.4

5.5

iterative process, which will continue until all of the problems which have been
identified are overcome. This issue applies to all of the alternative and novel
technologies where disinfection of the waste is the main objective and there is
a need to demonstrate that the treated waste is disinfected to an acceptable
scientifically based standard.

RELIABILITY AND EASE OF MAINTENANCE

5.4.1 Autoclave has been used by hospitals for many years for sterilizing
surgical equipments and laboratory cultures. There should be less maintenance
problem of the equipment itself. However, shredders may pose considerable
operational and maintenance problems as metallic and other hard objects may
tead to blockage and damage of the shredders. Independent information on
the reliability of other alternative technologies and their ease of maintenance
is not readily available and this is one area that requires further study. This is
particular true for the novel treatment technologies.

5.4.2 On the other hand, incineration has a long history. In 1877, the first
municipal waste incinerator in the world was opened in Manchester England
following earlier trials of the system in Nottingharn. High pressure steam was
first generated from waste in Lancashire in September 1899; this ultimately led
local councils to generate electricity to power trams, tight their towns, pump
water or sewage and, later, recharge electric vehicles. In 1914, there were 338
municipal incinerators in towns and cities throughout the United Kingdom.
There were 295 with boilers to recover heat of which 77 also generated
electricity. From the 1930s onwards incineration of municipal waste developed
throughout the world. The recovery of heat from the combustion of clinical
waste is well understood and is now practised throughout Europe. For example,
the "state-of-the-art” pyrolytical incinerator facility in the Netherlands
illustrates that, with proper engineering design, pyrolysis and gasification can
be used for the successful treatment and disposal of clinical waste with
environmental benefit, This long history and experience has demonstrated the
reliability of the incineration technology.

THE HANDLING OF RESIDUES AND FURTHER TREATMENT
REQUIREMENTS PRIOR TO FINAL DISPOSAL

5.5.1 One of the factors relevant to the treatment of clinical waste by most
alternative technologies (wet thermal treatment, chemical treatment and
microwave) is that the waste after treatment is wet. This may require the
treated waste to be dried or contained in leak-proof containers prior to
delivery to a landfill site or Waste-to-Energy plant.

5.5.2 Another problem arises when the waste is not rendered unrecognisable
by the treatment system before it is transported to the landfill site. There is
likely to be very strong public reaction if the media or the general public see
the residuals irrespective of whether the residuals have been disinfected (see
section 5.6 on public perception of risk). This is because it is not possible to
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determine visually whether the residuals have been disinfected. Whereas if the
waste has been treated by incineration, gasification, pyrolysis or plasma
technology, the clinical waste will be converted into ash and rendered
unrecognisable. It will be abvious to the casual observer that the clinical waste
has been heat-treated and thus rendered sterile.

5.5.3 As clinical waste treated by alternative technologies (autoclave,
microwave and chemical treatment) would still contain residual amounts of
wide arrays of chemicals, phammaceuticals and cytotoxic drugs and produce bad
odour, the treated clinical waste should be properly labelled, packaged,
transported and disposed (Ontario EPA, 1994). For incineration, gasification,
pyrolysis or plasma-based technology, the amount of residue is greatly reduced.
However, it may be necessary to further treat the ash by solidification to
reduce its metal leaching properties.

SPACE REQUIREMENTS

Space for treatment equipment

5.6.1 The space required for an autoclave with a treatment capacity of 600
tonnes per year is as follows: the autoclave itself measures 2 m in diameter by
5 m in length. The space required to site and operate the plant, the shredder
or grinder and other ancillary equipment is approximately 100 square metres
and a further 100 square metres to store the wheeled containers (transit skips)
for holding untreated and treated ctinical waste.

5.6.2 The space requirement for an autoclave, microwave or chemical
treatment plant would be very similar except in the case of a chemical
treatment plant, approximately 25 square metres would be required for safe
storage of the chemicals.

Ancillary space

5.6.3 The Clinical Waste Control Scheme for Hong Kong proposes that all the
clinical waste from all the hospitals and clinics will be treated by the CWTC.
The population of HK is 7 million at the moment and 8 million in 10 years time.
If there is to be a central facility or several regional facilities in HK, the clinical
waste will need to be transported to the facility contained in rigid transit skips
in accordance with the United Nations recommendations. The number of skips
used by the hospitals, clinics and collectors will be very significant. Facilities
will be also required to clean and disinfect the skips automatically either on
site or at other premises. The management of the skips will be a significant
factor in the use of space since they have to be stored both at the hospitals and
at the treatment facility before and after treatment together with a supply of
spare skips in case of damage.

5.6.4 To handle the clinical waste in bulk in a cost-effective manner and
reduce manual handling, it is necessary to provide equipment for loading the
skips and feeding the waste into the treatment compartments automatically.

o
al
e
c
@
Q.
a
<T

41

Torgam : Review of Clinical Waste Treatment Technolegies




5.7

Considerable space should also be provided.

5.6.5 A site of around 200 square metres for the treatment plant together
with ancillary space for holding and disinfecting skips may be difficult to find in
the hospitals or clinics in Hong Kong where space is at a premium. The space
required for other alternative technology plants, the ancillary equipment and
the storage area for the filled containers awaiting processing is unlikely to be
less than the 200 square metres shown above and could be more. Equally it is
unlikely to be much less than that required for an incineration plant with the
same throughput. This is certainly the case if the facilities are to be sited in a
hospital. Access to the facility would also be a big problem if a regional
treatment facility is located within a hospital setting in HK.

PUBLIC PERCEPTION OF RISK

5.7.1 Risks from clinical waste

The EC Priority Waste Stream Project Management team investigated the risks
from clinical wastes and arrived at a view that is shown below. In general, risks
can be divided into 2 groups, perceived risk and actual risk:

Perceived risk
A risk, whether real or not, which the public or health or environmental
professionals, believe may result from clinical waste or its disposal, apart from
any scientific validation of the risk.
Emotional risk
An emotional risk is a perceived risk. Commonly, where the level of risk
is increased due to the emotional response of individuals to a prevailing
situation which has offended their sensibilities or ethics.

Actual risk
Risk which is known to exist and for which a probability can be measured or
inferred.
Risk of infection
An actual risk presented by pathogenic micro-organisms, exposure to
which could result in an infection.

Toxic risk
An actual risk presented by any substance {(drugs or not}, exposure to
which could provoke anatomical or functional harm.

Physical risk
An actual risk is one of accidental bodily damage or laceration that may
or may not lead to subsequent infection.

5.7.2 Most people react when faced with waste from the treatment of human
beings. Their disgust or repulsion, as when in contact with most types of waste,
is related to their personal sensibility and ethics, and to the collective

imagination; the experience has social and cultural connotations. People close
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enough to see, smell and touch the waste are likely to be more deeply affected.

This psycho-emotionat threat woutd be independent of any scientific validation
or refutation of risk. The sense of threat might continue to exist, therefore,
even when the hazard is shown not to exist.

Health workers’ perceptions may be due to the difficulty of making a togical
scientific analysis of the risk. This lack of knowledge nevertheless means that
people tend to see all clinical waste as health risk. The logic of the deeply felt
risk thus tends to increase the quantities of risk unless some scientific check is
imposed.

5.7.3 If the peaple not working in healthcare sector still perceive a serious
risk from clinical waste, it may be explained thus:
* the probable consequence of some diseases is death (AIDS);
* the non-expert is not in control of the risk {(micro-organisms which
carry infections are invisible);
*  waste is an intuitively plausible link in the chain of infection;
* non-experts cannot distinguish between the basic and sensational
information; and
* identifying who or what is "responsible” for the risk (person,
institution, or industry) is difficult.

5.7.4 Risks from the treatment and disposal of clinical waste

Perceived risks are also related to the ways in which clinical waste may be
processed:

« Landfill is seen as hazardous to the environment, particularly to health,

fauna and flora, and groundwater. Unregulated landfilling is seen as
more hazardous than regulated landfilling. Landfilled clinical waste is
also seen as providing a culture medium for pathogenic micro-
organisms.

* Composting is seen as hazardous to health and the environment, on
the supposition that compost might be contaminated by pathogenic
micro-organisms from the waste.

* Alternative treatment technologies. These were not considered in the
EC Project risk assessment but health workers perceive them as a risk
by being source of Volatile Organic Compounds and other toxic
substances through air emissions when sited in hospitals. The general
public will also have the same perception of risk similar to those when
dealing with clinical waste at any facility.

* Incineration on hospital sites. People in the neighbourhood of
hospitals tend to see the hospital incinerator as a hazard to their
health and environment.

« Centralised incineration. People also, however, tend to assume that
big technology entails big risk. Centralised incinerators are much larger
than on site incinerators and so perceptions of greater risk are
naturally attached to them. The perception is aggravated when the
central incinerator processes clinical waste rather than household
waste.
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5.8

5.7.5 The gap between non-experts and experts lies in the comprehensiveness
of their conception of risk. To experts, risk is a calculated value derived from
observed mortality or morbidity; for non-experts the calculated value is altered
by their judgement of, or outrage over, a publicised event or controversy.

5.7.6 A perceived risk may still be a real risk. The preponderance of needle
stick accidents do not result in a hepatitis B infection, but some do.
Nevertheless the hazards most feared by non-professichals do not necessarily
pose the greatest risk. Subjectivity and emotion affect the perception of risk
from clinical waste.

5.7.7 Industry has identified over 20 "outrage” factors in the non-expert
perception of events. They include:

*  Free will. A voluntary risk is more acceptable than an imposed risk:
e.g. mountaineetring.

«  Control. Someone who imagines he controls the outcome is more
tolerant of risk: e.g. driving vs. flying.

» Fairness. The public may expect, or accept, that people facing greater
risk will get greater benefits: e.g. the x-factor in military pay.

Discussion

5.7.9 The perception of risks associated with the treatment and disposat of
waste particularly clinical waste is heightened in the minds of the general
public as shown in the extracts from the EC Priority Waste Streams Project
Report. The NIMBY (not in my back yard) syndrome is well understood by waste
management professionals and it is only by being transparent in all dealings
with the public can this syndrome be overcome. There are particular probiems
in dealing with incineration plant mainly due to the gap between the
professionals and the general public. To experts, risk is a calculated value
derived from observed mortality or morbidity; for non-experts the calculated
value is altered by their judgement of, or outrage over, a publicised event or
controversy. The publication of outdated or erroneous data, which can be given
a spin by some parties, can affect the perception of the general public and this
should be taken into account when dealing with any proposal to install and
operate any new facility. The general public is not the only stakeholder that
perceive risk and object to a clinical waste treatment facility, the clinical
professionals and other workers also perceive risks to their health and well-
being associated with the siting of alternative technologies within the hospitals
if they know that YOCs may be released in the hospital environment. This is
heightened by the fact that they do not have sufficient information to make a
logical evaluation of the risk.

SUMMARY

5.8.1 The disposal of untreated clinical waste in landfill is an option only
where the authorities genuinely lack the means or where the level of waste
management is still in a very early stage of development and even then proper
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control has to be undertaken. In the European Union (EU} it is illegal to place
untreated clinical waste into landfill sites.

5.8.2 Incineration of clinical waste has a long history. Over this time, data
and information have been collated, analysed and evaluated. The proposed EU
Directive on waste incineration comes directly out of this long-standing and
well-documented dependence on incineration. Similarly, the scientific testing
protocols have undergone significant developments to match the exacting
emissions and environmental standards. {ncineration still remains the most
effective means of disposing of all clinical waste.

5.8.3 In comparison, alternative and novel technologies for the treatment of
clinical waste are still in the development stage notwithstanding their rapid
emergence over the past 20 years. In summary, it should be noted that:

a). The efficacies of killing microorganisms by altemative technologies,
unlike high temperature incineration, depend very much on operational
conditions and nature of clinical waste. Details protocols to assess such
efficacies have to be developed. However, the protocols have only been
operating for the past ten years and these too, like the technologies
they were set up to regulate, are still in the development stage.
Furthermore, there are no international standards for efficacy testing or
emission standards for the alternative and novel treatment technologies
at the moment. The STAATT which is the best available standard for
efficacy testing is still under development.

b) Researchers studying the alternative technologies have discovered that
there is a scarcity of independent research into their effects upon the
environment and human health.

) The limited research that has been carried out indicates that there are
a variety of YOC's and other chemicals emitted during the process and
the amounts and types vary on a day-by-day basis. Hundreds of
chemicals are used in the hospitals and clinics. These include
pharmaceuticals, cytotoxic drugs, disinfectants, bacteriological sprays,
ointments, sterilising agents etc. Tens of thousands of other chemicals
and phamaceuticals are also being tested in pre-clinical and clinical
research laboratories associated with hospitals and universities. Whilst
expired chemicals should be separately collected as chemical waste,
such chemicals may still be present in small/residual amounts in the
used syringes, 'empty’ ampoules, swabs or soiled dressings, animal
beddings etc.

d) The inability of destroying or removing such chemical contaminants by
altemative technologies should be considered. For any communal
treatment facility, it would have to handle waste arising from various
sources which may comprise ampoules and syringes contaminated with
pharmaceuticals, chemicals, cytotoxic drugs, and disinfectants, and
infectious or chemically- contaminated animal carcasses and beddings
arising from medical research, in addition to human tissues and
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f)

g).

amputated organs, soiled dressings contaminated with blood and other
body fluids, sharps, infectious agents, microbiological cultures etc.
Since it is improper and not practicable for the operators of treatment
facitities to inspect every bag of clinical waste and confirm the absence
of pharmaceuticals, chemicals or broken thermometers before
treatment by alternative technology, toxic vapour will be given off
during autoclave or microwave treatment if the hazardous materials are
improperly segregated and find their way into the clinical waste stream.
On the other hand, disposal of clinical waste by high temperature
incineration may provide for a fail-safe solution.

Whilst the limited tests carried out by NIOSH (NIOSH, 1997) inside the
selected treatment facilities indicated that the discharges were within
the threshold limit values of that country,

- no tests had been recorded outside such facilities (as evaluating
the environmental impacts of such facitities is not under the
purview of NIOSH); and

- the curnulative impact of the wide arrays of residual chemicals
on health and safety is not known.

With respect to the protection of the environment and harm to human
health, sufficient independent work has not yet been carried out to
develop protocols for this. For example, the Environment Agency for
England and Wales has yet to consult its proposal for the control of the
alternative and novel technologies. The recent CDC’s report of
occupational acquired tuberculosis of 3 warkers (including one worker
with muttiple drug resistant) in an alternative treatment facility in USA
(NIOSH, 1998; WHO, 1999¢; Johnson et. al., 2000), where alternative
technologies are developed and used more than any other countries,
indicated that worker’s health should not be overlooked in adopting a
particular technology. The risk of occupational acquired infections in
clinical waste disposal facility is more real than the perceived risk of
dioxin formed during clinical waste incineration.

Novel technologies have presently neither the track record nor the
regulatory framework to be considered as a sericus contender at this
stage.

5.8.4 A broad comparison of the various treatment technologies is presented
in Table D.
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CHAPTER 6 REVIEW OF INTERNATIONAL

6.1

PRACTICES

EURCPE

Background

6.1.1 Nearly all environmental legislations for the countries within the
European Union (EU) is decided by the EU and implemented in local legislation
after a Directive is passed by the EU. "Towards Sustainability” is the European
Community Programme of policy and action in relation to the environment and
sustainable development (is better known as The Fifth EC Envircnmental Action
Programme). The general approach and strategy of the Fifth Environmental
Action Programme which was approved by the Council and the Representatives
of the Governments of the Member States on February 1 1993, differs from
previous programmes as its title "Towards Sustainability’ implies, the
programme sets longer term objectives and focuses on a more global approach.

6.1.2 One of the key precepts of the Action Programme is the sharing of
responsibility, which requires dialogue and action by all partners in society.
The Action Programme, as far as waste management is concemed, means
putting into practice the Commission of the European Communities’ "European
Community Strategy on Waste Management” which was approved by the Council,
of what is now, the European Union (EU) in September 1989.

6.1.3 One of the methods devised to implement the strategy was to select
certain priority waste streams one of which was for Health Care Waste {HCW)
and to apply the hierarchy or "ladder principle” for dealing with the waste. Top
priority is to prevent waste being produced and the order of priority is shown
below; dumping of untreated HCW is of course unacceptable and does not
appear on the list. '

1) Prevent

2) Re-use

3) Recycle

4) Incinerate {with heat recovery)

5) Incinerate

6) Landfill

6.1.4 In order to implement the Strategy for Waste Management (particularly
for the Priority Waste Streams), which takes into account of the hierarchy
approach, it is necessary for the Commission of the European Communities
{CEC)} to seek environmentally acceptable sotutions. This was carried out in the
case of the Priority Waste Streams with the groups and organisations that
directly influence the production and consumption patterns ahead of the waste
production stage in order that results can be achieved in the short term and
behaviour patterns changed in the long term.
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6.1.5 This approach depends upon thorough discussion taking place at EU
level with the parties most affected by a particular priority waste stream.
Independent consultants take part in the project to ensure that the strategic
discussion is properly monitored and a consensus arrived at.

6.1.6 When properly carried out, this approach is likely to ensure maximum
participation and lead to everyone fulfilling their responsibilities in achieving
“sustainable development” in accordance with the CEC Waste Strategy. The
HCW Priority Waste Stream Project Group was a representative group of
manufacturers, producers, users, waste managers, environmental protection
and recycling groups together with representatives of the Member States and
with the support of the Commission and Consultants. In addition a reference
network was established enabling all interested parties to participate. The
HCW reference network had atmost 300 members from 25 countries both within
and outside of the EU. The HCW Project Group first met in June (992 and
completed a programme of work leading to a strategy and implementation
programme, which could be develop into EU legislation. In the case of HCW,
the work of priority Waste Stream Project has not been tumed into legislation
and the work is now out of date. Nevertheless the information contained
therein has been very useful both nationally and internationally and has made a
significant contribution to the database, which for this waste stream is
generally accepted as being small and unfocussed. Four Directives are

particularly important as far as the countries in the EU are concerned. They are:

* The Framework Directive on Waste

* The Landfill Directive

+ The Hazardous Waste Directive

» The proposed Waste Incineration Directive

6.1.7 The Framework Directive has been in force and amended a number of
times since 1975. The Landfill Directive, which is in the process of being
implemented in the countries in the EU specifically, excludes the landfilling of
hospital or other clinical wastes arising from clinical or veterinary
establishments which are infectious. (Infectious is as defined in the Hazardous
Waste Directive.) All Directives are mandatory on all Member States of the EU
and they have to implement through their own legislation within the time scale
set by the Directive. The exclusion of infectious waste is one of many stringent
requirements for landfill, which also includes a programme for reducing the
amount of municipat biodegradable waste going to landfill to 35% of the 1995
amount. The proposed Waste Incineration Directive is to prevent, or where that
is not possible to reduce as far as possible, the environmental impacts of
emissions into air, soil, surface water and groundwater and the resulting risks
to human health from the incineration and co-incineration of waste. Stringent
operational conditions and technical requirements are set out as are emission
limit values for waste incineration. When implemented this Directive will have
a considerable effect on the way in which HCW is dealt with in the EU in the
future (see 6.1.18). No timetable for the adoption of the Directive has yet
been drawn up.
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German

6.1.8 Germany has an estimated population of just over eighty million.
Germany is highly urbanised, with about 85 per cen{ of the people living in
communities of at least 2,000 people. The principal city is Berlin the capital of
Germany with a population of about three and a half miltion.

6.1.9 In 1984 there were 554 on-site hospital incineration plants. By 1987 this
had declined to 218 and at the moment there is there is only one hospital
(Heidelberg) with a hospital waste incinerator and this one may be closed at
the end of this year. Except for the hazardous waste incineration plants, there
is only one off-site commercial incinerator in Kiel and two separate treatment
units in Augsburg and Bielefeld in combination with a municipal waste
incineration plant. Non-infectious clinical waste (German definition) from
patient care is normally burned in all of the about sixty municipal waste
incineration plants in Germany. Microwave and wet thermal treatment systems
are in use in Germany but the exact numbers are not known. However the
number in use is decreasing due to over capacity of the regional hazardous
waste incinerators. The cost per tonne of incinerating clinical waste has been
structured so that it is attractive to use these hazardous waste incinerators for
clinical waste. For details of the situation in Germany see Table E.

TABLE E Overview of Plants for the Thermal Treatment of Infectious Waste, Human
Organ Waste and Body Parts From Hospitals and Other Healthcare

Establishments in Germany (Date: 08/2000)

Special plants for the
disinfection of infectious
waste

Hazardous waste incineration
plants burning infectious waste
together with other hazardous
waste

Incineration plants for
infectious waste or
plants with special
incineration chambers/
units for the incineration
of infactious waste

Augsburg Bergkamen, Biebesheim am Rhein, | Braunschweig, Zwonitz,
Treated waste in 1999; Burghausen, Frankfurt am Main,
1,373 tonnes Hamburg, Herten, Krefeld, Friefnitz

Leverkusen, Ludwigshafen , Treatment capacity:
Bielefeld Marburg, Schwedt/Oder, approximately 800 - 1,000
Treated waste in 1999 Wesseling, Dormagen, t/year
1,516 tonnes Schwarzheide, Baar-Ebenhausen,

Kiel-Wellsee
Treated waste in 1999
527 tonnes

Heidelberg

Treated waste in 1999:
400 tonnes {treatment
capacity: 2000 t/year)

Schoneiche

Leipzig Freittal
Treated waste
in 1999: 52 tonnes

Miinster
Treatment capacity:
approximately 130 t/year

Torgam : Review of Clinlcal Waste Treatment Technologies

o
ol
S
c
@
a
a
<




France

6.1.10 France is a member of the European Union and has an estimated
population of 58 million with over 9 million living in the metropolitan Area of
Paris, over 1.2 million in Greater Marseilles, and over 1.2 million in Greater
Lyon. The current situation in France with respect to clinical waste is that most
clinical waste is incinerated:

Technologies Number Annual Tonnage of HCW
On-site hospital incinerator 1 Not known
Off-site incinerator 3 40,000
Municipa! incinerator 19 90,000
Thermal treatment 20 22,800

Greece

6.1.11 Greece is a country of mostly small towns and villages. It has a
population of just under 10.5 million. Much of the urban population is
concentrated around Athens the largest and most important city as well as
being the capital, with a population of 3 million. The other large urban area is
Thessaloniki, with a population of nearly 400,000.

6.1.12 A recent survey (1999) gave the following results:

* According to the national planning of the Ministry of Environment, which is
based on an older {1986) study, central clinical waste incinerators are to
be built in the main Districts of Greece.

* A new clinical waste incinerator is now under construction by the Unicn of
Municipalities of the Major Athens Area. It consists of two units (one as
stand-by), each with a capacity of 15 tonnes/day. A second incinerator,
for the District of Central Macedonia, in Thessaloniki, is in the design
phase. It consists of two units (one as stand-by), each with a capacity of
7.5 tonnes/day. '

¢ Flue gases will comply with the EU Guideline for toxic waste incineration.

*»  Only a few large haospitals in isolated areas will continue to operate the
on-site hospital incinerators.

«  The "Ministeriat Decision on the Management of Hospital Waste in Greece”
is still under preparation and is expected to be published before the end
of this year.

¢«  The total number of hospital beds in Greece is 58,000-60,000. In many
older hospitals the incinerators are not operating any more.

*  Five hospitals with about 2,500 beds each have an incineration plant that
is still operating and five hospitals with about 2,000 beds have an
incinerator under construction.

+  There still exists a small {700 kg/day) central incineration unit in Athens,
serving a small group of hospitals and operated by the Union of
Municipalities of the Major Athens Area.

* At the moment most clinical waste is disposed of in landfill sites, together
with the municipal waste,
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Ireland

6.1.13 The island of lreland is divided into Northern Ireland, a constituent part
of the United Kingdom, and the Republic of Ireland. The island is divided into
four historical provinces—Connaught, Leinster, Munster, and Ulster—and
administrative units called counties. The Republic of Ireland consists of
Connaught, Leinster, and Munster provinces, totalling 23 counties and, in the
north, the 3 counties of Ulster form the Province of Northern Ireland. The
responsibility of dealing with clinical waste management in the whole island for
the two jurisdictions is that of the Joint Waste Management Board (JWMB). The
population of Northern Ireland is 1.6 mitlion and that of the Republic 3.5
million.

6.1.14 A solution for clinical waste management in Ireland has been accepted
by the JWMB and will be provided by a private company Sterile Technologies
ireland Limited (STI}. It depends on the provision of two alternative technology
systems sited in the Republic and an incineration plant located on a hospital
site in Northern Ireland which will be used for disposing the waste that cannot
be treated by the alternative technology. One altemative technology plant has
been erected in Dublin and the other plant will be located in Tipperary. The
existing incineration plant will continue to operate and will be upgraded as
necessary to meet the legislation. The alternative technology that will be used
is the Chem-Clav process. The process consists of a two-stage shredding/
putverising process with simultaneous introduction of a disinfectant sodium
hypochlorite. This sanitises both the equipment and the clinical waste. The
equipment next separates for re-circulation excess fluids from the solid waste
using an auger press. The surface of the solid waste now has a coating of the
chemical; it is then introduced into an encapsulated auger where under
temperature-controlled conditions, multiple port injections of steam go
directly onto the remaining waste resulting in its sterilisation. The residual
waste, now sterile and unrecognisable, can either be sent to sanitary landfill or
depending on circumstances, recycled. The resultant waste product is nearly
dry and reduced in volume by 90%.

Netherlands

'6.1.15 The Netherlands has a poputation of just over 15 million. The nation is

heavily urbanised with some 90% of the poputation live in towns and cities, The
Netherlands is a member state of the European Union. Incineration is the only
method in use in the Netherlands and no alternative technology is being used
for the disposal of clinical waste,

6.1.16 All clinical waste produced in the Netherlands is treated in the "state of
the art” thermal treatment plant (pyrolytical incinerator) operated by the
Company Zavin. The plant is sited together with a municipal Waste-to-Energy
plant and a sludge incineration plant in the City of Dordrecht. The heat from
all three plants is transferred to a common boiler plant and turbine for the
production of etectricity. The three plants are owned and managed by different
companies.

53

Torgam : Review of Clinical Waste Treatmesnt Technologies

a
a
©
c
@
o
a
<




6.1.17 The Zavin clinical waste incineration plant can process up to 9000
tonnes of waste per annum but at the moment it only handles 6000 tonnes from
the Netheriands and imports 1000 tonnes. The plant is based upon the principle
of pyrolysis and gasification in the primary chamber and secondary chamber
respectively. The absence of oxygen prevents incineration with flames. After
the gasification stage an afterburner degrades the gases further by means of
controlled incineration of the gases. The addition of natural gas is hereby
minimized. The waste is reduced to 19% by weight and less than 3% by volume
after treatment. It is claimed that the residue does not contain any hazardous
waste and can be disposed of to landfill as an inert material. A flue gas washer
is fitted to ensure the air emission fully complies with the very high standards
of air quality in the proposed EU Waste Incineration Directive. The chemical
and physical composition of the slag is permanently monitored and is landfilied.
The fly ash and flue gas treatment residues are landfilled in a special landfill
for hazardous waste in the Rotterdam region.

United Kingdom

6.1.18 In the United Kingdom, clinical waste was traditionally treated at the
hospitals by on-site incineration. This began to change in the late 1980's
following the rapid closure of hundreds of outdated hospital incinerators,
changes in the management of the National Health Service and the introduction
into the market of companies with state-of-the-art incinerators. These changes
resulted in the reduction of clinical waste incinerators from 700 to 37. Today,
most clinical waste is treated by incineration in the 37 incinerators, some of
which may be situated in the hospitals and most of which are operated by
private sector companies commercially. All these plants comply with the
current legislation but it is not known whether they all will be able to comply
with the proposed new EU Waste Incineration Directive without extensive
impraovements. The main requirement that has to be met is to achieve a level
of incineration that ensures that the slag and bottom ashes do not have a total
organic carbon content of more than 3%. There will be some incinerators that
will be able to be easily adapted to meet the new criteria; the exact number is
however not known at present.

6.1.19 There are two plants in the UK using the dry system of alternative
technotogy, together with one microwave system and one autoclave system.
The autoclave is used for treating the waste prior to incineration in a municipal
Waste-to-Energy incinerator. One other municipal Waste-to-Energy incinerator
also receives clinical waste in a specially designed loading system discharging
the waste directly into the furnace hopper rather than the main bunker. The
Environment Agency has developed interim criteria for licensing the alternative
technologies and also for permitting the treatment of the clinical waste at the
municipal incineration plants and will shortly be going out to consultation on
three documents as follows:

a) Advice on efficacy testing

b) Review of alternative technologies

¢) The Agency’s policy advisory document.
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6.2 _UNITED STATES OF AMERICA

6.2.1 The population of the USA is about 265 million and according to the US
EPA First Interim Report to Congress the number of clinical waste producers
from the various facilities are set out in Table F.

TABLE F USA Clinical Waste Producers

Type of Facility Number
Hospitals 7100
Laboratories 4,300
Clinics ' 15,500
Physicians 180,000
Dentists 98,400
Veterinarians 38,000
Residential Care 12,700
Blood Banks 900
Funeral Premises 20,400
TOTAL 377,300

Source ; USA EPA

6.2.2 In 1997 the US EPA estimated that there were 2400 hospital incinerators
burning clinical waste on site, i.e. about half of the hospitals operated their
own incinerators. in 1997 the US EPA issued for the first time stringent final air
emission guidelines for use by States in devising their plans to reduce air
pollution from existing clinical waste incinerators and to reduce air pollution
from incinerators built after June 20 1996. The reguiations alsc provided for
small rural community hospitats to help reduce emissions in a way that is
affordable, by setting a more relax air emission standards than those in cities.
Table G sets out the number of Alternative Technology Units in use in the USA.
Set out in Table H is a sample of 13 States indicating the current situation in
each of those States with respect to clinical waste incineration:
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TABLE G Number of Alternative Technology Units in the USA

TYPE NUMBER OF FACILITIES

Autoclave 931

Chemical Treatment 173

Heat Steam Thermal Treatment g2
Electro-Thermal Radiation 5
Microwaves 254

Novel Technologies 61

TOTAL 1516

Source : Jane Rubenstein 1997, Data Source Environmental Industries Association.
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TABLE H Survey Resuits on the use of Incineration for the disposal of Clinical
Waste in the USA
State Hospital Off Site Status of State Comments
On-Site Incine- Plans
Incinerators rators
Alabama 34 1 Final Plan under There will be a closure of
Review all but one of the on-site
incinerators when the EPA
Emissions requirement
comes into force on June
9™ 2001
Florida 28 4 No submission The 28 hospital
incinerators are likely to
close and the waste
disposed of at the 4 off-
site centralised
incinerators
Georgia 62 Final Plan under These all were permitted
Review but it is not known how
many are still in use
Michigan 43 1 Draft Plan Available
New 15 Draft Plan Available
Jersey
New York 13 1 State Plan Approved
State
Chio 23 Draft Plan Available
Oregon 1 Negative
Declaration
Pennsyl- 40 Final Plan under
vania Review
South 2 No submission
Carolina
Yermont 0 0 Negative All Clinical Waste is
Declaration disposed of out of State
Virginia 3 Draft Plan Available
Wisconsin 5 No submission One to close shortly
Wyoming 4 Final Plan under Compliance date for the

Review

EPA reguirements
15.9.2000

Source: Compiled by Torgam Developments Ltd
{http:/ /www.epa.gov/ttn/uatw/129/hmiwi/planstat.html)

6.2.3 From the survey it is clear that there are still many on-site hospital
waste incinerators operating. The situation with respect to the State plans for
Clinical Waste in October 1999 is shown in Table 1. A draft plan is first
submitted to the EPA and may be accepted or rejected. It is expected that as
the State plans are implemented the number of hospital incinerators will
decrease dramatically {estimated by the US EPA as between 50%-80% of the
existing 2400) and be replaced by other larger modern incinerators and
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6.3

alternative treatment facilities which will most probably be operated by

private companies.
Table |  USA Status of State Plans for Clinical Waste
Draft Plan | Final Plan | State Plan Negative No
Available under Approved Declaration : Submission
Review (No
incineration
plants)

No. of 12 10 7 4 33
States

Source: USEPA Web Site

FAR EAST
Australia

6.3.1 The Commonwealth of Australia is made up of six states as follows: New
South Wales (NSW), Queensland, South Australia, Tasmania, Victoria, and
Western Australia and two territories, the Australian Capital Territory (ACT)
and the Northern Territory. It has a population of approximately 18 million.
Sydney has a population of over 3.7 million and also contains the world's largest
area of suburbs. The other cities are: Melbourne over 3.1 million, Brisbane over
1.4 million, Perth over 1.2 miliion, Adelaide over 1 million, Hobart over
200,000, and Canberra, a population of 325,000,

6.3.2 The Australian and New Zealand Clinical Waste Management Industry
Group (ANZCWMIG) was formed to develop and promote consistent standards
for the management of Clinical and Related Wastes based on "best practice’
for its members. Membership of the ANZCWMIG is from waste
transporters/disposal operators, waste generators, tertiary institutions, clinical
device manufacturers and other stakeholders. The ANZCWMIG has recently
published a revised "industry Code of Practice for the Management of Clinical
and Related Wastes”. The revised Code of Practice was launched at the Enviro
2000 Conference of the Waste Management Association of Australia in Aprit
2000 (this conference was held in conjunction with three other conferences -
Waste Water, Greenhouse Gas and Odour Control).

6.3.3 In developing the Code of Practice, the ANZCWMIG sought comments
from a diverse range of stakeholders. They include government agencies,
professional associations and individual waste generators. |n addition, this
Code of Practice has been written with due account of the National Health and
Medical Research Council "National Guidelines for Waste Management in the
Health Care Industry” and all State/Territory requirements.

6.3.4 The generally accepted title for this waste type is Clinical and Related
Wastes (Related Wastes refer to wastes such as pharmaceutical/cytotoxic and
radioactive wastes), However, due to the legislative structure of Australian
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Commonwealth, State and Territory governments, each State/ Territory enacts
laws pertaining to waste management - in this instance for Clinical and Retated
Wastes. Therefore, there are a number of State and Territory governments
who name this waste differently. However, they all have given an indication to
put into place the necessary actions to ensure that the amended titles to
achieve consistency - thus the waste should be known as Clinical and Related
Wastes.

6.3.5 The use of technologies other than incineration is relatively new within
Austratia but does appear to be growing. The EPA within each State/Territory
licences the operation of the treatment technology and thus if one State has
approved a technology, it then tends to be market forces determining the
success of it in other States. The following is a brief summary of the current
situation with regard to treatment technologies within Australia:

a) Incineration
There are seven high temperature incinerators in use in Australia. There
is at least one incinerator in each of the five mainland States and there
is one in use in the ACT.

b) Autoclave
Autoclave treatment has been approved for treating clinical waste, and
is being used in Queensland (2 units) and NSW (1 unit).

c) Chemical Treatment
Grinding /Shredding and Treatment with sodium hypochlorite (bleach)
has been approved in Victoria, NSW, Queensiand and New Zealand.
There is one unit in use in Victoria and two in New South Wales.
Grinding/Shredding and Treatment with hydrogen peroxide and lime
(known as Matrix) (See 4.2.1.5 (b)) has limited approval for use in
Queensland as it is still in the experimental stage.

d) Microwave
Microwave Disinfection is approved for use in NSW where there is one
system in use.

e) Landfill
Generally landfill of untreated clinical waste is not acceptable and is for
final disposal only after treatment. However, there is some limited
landfilling of untreated clinical waste in rural NSW and minimal amounts
in remote areas of Australia.

6.3.6 Cytotoxic wastes, pharmaceutical drugs and all chemicals have to be
separated from the clinical waste stream for separate disposal by incineration
at a facility that is licensed by the relevant EPA; such facilities have to achieve
1100°C in the secondary chamber and has installed appropriate pollution
control equipment. All incineration facilities except in ACT, are privately
owned and operated. Private companies operate all of the alternative
technology plants. Alternative technology treatment licences generally do not
allow the treatment of pharmmaceuticals; they have to be separated out by the
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waste generataor.

6.3.7 Due to the Austratian Constitution, restriction on trade between the
States/Territories is not allowed. Therefore, Clinical and Related Wastes can
and does, pass States/Territory borders for treatment. However, a generator
cannot send waste to another jurisdiction if that jurisdiction treats the waste
at a lesser standard than the originating jurisdiction, thus preventing what is
referred to as pollution havens.

Philippines

6.3.8 The Philippines has a population of over 65 million. The distribution,
however, is uneven; large areas are virtually uninhabited, while others have a
relatively high population density the population is about 50% urban. The
population of the capital Manila and the metropolitan area surrounding it is
nearly 8 million.

6.3.9 The Phitippines instatled several sets of microwave systems for clinical
waste treatment in Manila during 1999. Private sector companies operate
them at the moment.

Japan

6.3.10 Japan has a population of 128 million with over 78 % living in urban
areas. Geographically it consists of 4 large islands and over 1000 smaller
islands. Most clinical waste is being treated by some 360 incineration plants
located throughout the country. A small amount is being treated by
alternative treatment technologies (Japan Ministry of Health & Welfare,
2000).

TABLE J Number of Treatment Facilities for Clinical Waste in Japan

[ TREATMENT METHODS NUMBER
incineration 360
Pyrolysis 7
Autoclave
Dry Heat 6
Others
TOTAL 382
Taiwan

6.3.11 A total of 33 clinical waste incinerators, which are located either on-
site or off-site throughout Taiwan, were approved for the incineration of
clinical waste in 1998.
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6.4

Malaysia

6.3.12 Malaysia has a population of 20 million with about half of the
population living in urban areas. Three companies carry out all of the services
within the hospitals and transport the waste for disposal at 8 regional
incinerators and 7 on-site incinerators (Pitlay et al., 1999). The incinerators
use state-of-the-art technology and pollution control equipment. The regional
incinerators vary in size from 200 to 500 kg /hr and the onsite incinerators
vary in size from 20 to 50 kg/hr. Malaysia has a clinical waste control scheme
in place.

_ Singapore

6.3.13 The Republic of Singapore has a population of 2.8 million. At present
there are two private contractors licensed to collect and transport clinical
waste from the hospitals and clinics and they both dispose of the waste at
their high temperature clinical waste incinerators.

SUMMARY OBSERVATIONS

The review undertaken from a sample of countries in the Far East, Europe and

North America indicates a number of important points, which are set out below:

« Incineration has been the main method of treating clinical waste in most
industrialised nations {e.g. many European countries) over the years. It is
still preferred as the proven and most effective means of disposal and is
still widely used.

* The development of alternative technologies began in the United States
probably in California mainly due to the introduction of more stringent air
emission standards in that State. The use of the altemative technologies is
likely to grow as the States develop their plans for tightening up control of
air emissions from the hospital incinerators. However incineration will
continue to play an useful role even when plans have been approved e.g.
New York State.

* The introduction of alternative technologies into other industrialised
countries is growing due to the increasing demand by the public for
tightening up emission standards and the significant costs associated with
the necessary improvements to the incineration plants.

* In cases where alternative technologies are adopted, the autoclave is
usually the choice. The number of autoclaves being used is 2 to 3 times
more than microwave facility (which is the second commonly used
altemative method).

* In the low and middle income countries that are tackling their clinical
waste problems for the first time they are likely to consider the use of the
alternative technalogies which are less sophisticated in operation and lower
in capital costs.
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CHAPTER 7 APPLICATION OF ALTERNATIVE

7.1

TECHNOLOGIES:
OPPORTUNITIES AND CONSTRAINTS

INTERNATIONAL BACKGROUND

7.1.1 The management of waste produced during clinical activities is a matter
of only recent concern and did not emerge as an issue in its own right
intemationally until the 1970's. Most hospitals in developed countries had on-
site hospital incinerators or boiler houses and were abte to dispose of all their
wastes without stringent segregation of wastes. Changes arising from social and
industrial factors and the subsequent probtems began to emerge from two
separate and distinct causes:

. Firstly, there was a steep increase in the amount of single use
plastic medical devices and equipment being introduced into the
market.

. Secondly, the hospital incinerators were not designed to burn
plastic waste and hence produced black smoke which attracted
pubtic concern and they were being subjected to stricter gas
emission controls.

7.1.2 However the reason that it did become an international public issue was
because of a number of incidents that occurred where clinicat waste had been
handled in a criminally irresponsible manner. These incidents were then widely
reported by the media, which in turn gave rise to public concern. instances of
the mishandling of clinical waste are still being reported worldwide.

7.1.3 The general public perceives clinical waste, as being the waste stream
creating the greatest risk to public health. This is further exacerbated by the
adverse publicity that these incidents have caused. Therefore, although the
amount of clinical waste generated is relatively small, the overall effect, if it is
mishandled, is disproportionately greater.

The United Nations Conference On The Environment And
Development (UNCED)

7.1.4 The UNCED in 1992 led to the adoption of Agenda 2l and the concept of
"sustainable development”. Sustainable development has been defined as
"developments that meets the needs of the present without compromising the
ability of future generations to meet their own needs". The application of
sustainable development to waste management means amongst other things
applying the hierarchy or "ladder principie” for dealing with waste: Finding
management solutions that are as near as possible to the top of the hierarchy:

1) Prevent

2) Re-use

3) Recycle
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4) incinerate (with heat recovery)
5) Incinerate
6) Landfill

7.1.5 Three other principles - the "proximity principle” the "polluter pays

principle” and the "precautionary principle”- also need to be taken into account.

The proximity principle means disposing of the waste as near as possible to the
point of production. The polluter pays principle means ensuring that the
producer will meet all of the costs of managing the waste including the costs of
regulation and control. The precautionary principle means that where risk is
uncertain or unknown one must assume that the risk is significant and plan
protection measures accordingly.

7.1.6 Applying the hierarchy principle to clinical waste has to be undertaken
with care particularly as there may be a conflict between the effects on the
environment and the protection of human health. The European Commission's
Priority Wastes Stream Project on Health Care Waste considered this issue and
concluded that human heatth must come first but every effort must be taken to
reduce the risk to the environment.

7.2 LOW AND MIDDLE INCOME COUNTRIES

Over the last decade, low and middle-income countries have faced a particular
problem when they have been taking on the task of developing their waste
management strategies. They find that, because of its importance, the first waste
stream that has to be tackled is that of clinical waste. [n order to improve their
arrangements they have sought assistance from the World Health Organisation (WHQ),
the international Solid Waste Association (ISWA) and other international organisations
to plan suitable management systems and regulatory regimes. The WHO has responded
to these requests for assistance by producing three important documents to assist
countries to develop suitable clinical waste management systems and, together with

ISWA, organises conferences and seminars to promulgate the best practices world-wide.

The WHO recommends that "The final choice of treatment systems should be made
carefully, on the basis of various factors, many of which depend on local conditions.”
This is the method that has been adopted in the assessment of the situation in Hong
Kong and all of the points mentioned in the WHO recommendation have been taken
account of in this report, The WHO also recommends that the standards for air
emissions should follow those of the USA EPA and the European Union, which will also
be followed by the Hong Kong Government.

7.3  HIGHER INCOME COUNTRIES

The problems facing higher income countries are different and relate to the
increased awareness among the population at large of the environmental effects of
waste production both in the use of valuable natural resources and the effects of the
storage, transport and disposal of waste on the environment. When companies
designed products in the past, they have completely neglected to consider how the
product is to be disposed of when it has reached the end of its useful life. However
companies are now beginning to take waste management into account and even carry
out a lifecycle analysis of their products to demonstrate their compliance with the
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principles of sustainable development. The most obvious are, for example, reducing
the amount of packaging, using less materials in the product, manufacturing the
products using environmentally acceptable materials and reducing the chemical
burden.

7.4

THE SPECIAL ADMINISTRATIVE REGION OF HONG KONG

7.4.1 Our conclusions and advice on the scope for applying various clinical
waste treatment technologies to Hong Kong and the operational precautions if
such technologies are adopted are based upon the information and data
obtained during our research and the information on the current situation in
Hong Kong.

7.4.2 Landfilling of untreated clinical waste is not an environmentally sound
disposat method and should only be used if there is no other option. The

existing practice in Hong Kong should only be considered as an interim measure.

7.4.3 It has been demonstrated that none of the alternative technologies is
capable of dealing with all types of clinical waste and incineration will still be
necessary to deal with the wastes that cannot be treated by the alternative
technologies.

7.4.4 The efficacy testing of the alternative technologies is still being
developed and the standards whilst agreed amongst the professicnals of
STAATT in the USA have not yet received nationat or international approval.
Equally, sufficient independent research has not been carried out into the
environmental and safety risks associated with the alternative technologies
such as the production of Volatile Organic Compounds and the problems
associated with mercury and other heavy metals if the technologies are not
fitted with air pollution abatement equipment. The recent discovery of
occupationat-acquired tuberculosis in one of the alternative treatment
facilities in USA also points to the need of careful assessment of the technology
to be used.

7.4.5 Incineration is a well-established and proven technology and is still
widely used to dispose of clinical waste in industrialised countries. Incineration
has the smallest amount of residue and this can be disposed of safely in
sanitary landfill sites, There are clearly established EU Directives on emission
levels for its regulation; and in the USA, emissions are regulated on a state-by-
state basis and must be strictly adhered to. It is considered that the Hong Kong
CWTC can meet these emission levels at which, according to the professional
bodies responsible for their establishment, no health or environmental risk is or
will be involved.

7.4.6 It is considered that transparency in the environmental monitoring of
the incineration plant is essential to promote public confidence and allay the
perceptions of risk associated with the incineration plant. It is noted that the
Environmental Performance Data of the CWTC have been published in the Hong
Kong EPD’s website (http://www.info.gov.hk/epd) and this good practice
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should be continued.

7.4.7 The various constraints of applying the clinical waste treatment
technologies, taking into account the local factors have been summarized in
Table K below.

TABLE K

Constraints of Applying Alternative Treatment Technologies in HK

Local Factors

ALTERNATIVE TECHNOLOGIES

INCINERATION AT HK CWTC

Clinical Waste

clinical waste produced (Table B)

Being (autcclaves, microwaves, chemical
Considered treatment)
Types of - Technologies will only handle part of the |- Proposat will handle all types of

clinical waste produced in HK

Clinical Waste
Management
Practices

- More stringent segregation will be required
for the waste not suitable for treatment
by a particular technology. This may not
be feasible in the already under-staffed
hospitals in Hong Kong.

- Waste producers may also be required to
send different types of clinical waste to
different places for treatment, e.g.
human body parts to CWTC incinerator
and other clinical waste types to a
different disposal facllity.

- No special segregation will be
required.

- There is no need to re-train all
the healthcare workers on
waste segregation practice.

Environmental
impacts

- The environmental impacts of individual
technology have not been not fully
evaluated. Work would need to be carried
out on air emissions both within the
building and outside the building.

- Protocol for testing of efficacy of
destroying infectious micro-organisms is
still being developed and agreed.

- An Environmental impact
Assessment has already been
carried out and all impacts
have been identified and
mitigated.

- Dioxin emission level can be
controtled within the most
stringent limit by air pollution
abatement. equipment.

- Incineration can completely
destroy micro-organisms.

Control and
Enforcement

- Enforcement protocol is yet to be
developed in other countries, e.g. no
policy yet devised in the Environment
Agency in UK.

- There are also no agreed International
Standards.

- International Standards have
already been set for reference
{(e.g. the European Union
Directive on the Incineration of
Waste and the USEPA Standards
for gas emission controls). Air
emission control systems are
well proven.

The Clinical
Waste Control
Scheme

- Different treatment technologies would
need to comply with different sets of
operational requirements. The
enforcement authority would need to
assess individual technologies. This would
take longer time and more resources to
implement the control scheme.

- If each hospital and clinics were to install
their own facilities, the resource of
imptementing the control scheme

(enforcement) would be quite significant.

- This would offer the fastest and
most practical route to
implement the proposed
clinical waste control scheme.

- As there will be only one
disposal facility in HK, the cost
of enforcement would be
smaller than several facilities

scattering around the territory.
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Lacal Factors
Being
Considered

ALTERNATIVE TECHNOLOGIES
(autoclaves, microwaves, chemical
treatment)

INCINERATION AT HK CWTC

Siting Issues

- No other site has been approved yet.

- Planning permission would be required and
due to public perception, proposal to
build a waste facility in any other region is
likely to run into opposition by the local
community due to MIMBY effect.

- If located in a hospital, the proposal could
be opposed by the hospital staff or their
families residing within the hospital.

- Already in use as an operating
ptant and only requires
madification of the plant.

- Opposed by NGO's and the local
residents due to the perception
of risk.

Capital and - Capital costs for the alternative and novel |- Modifications estimated to cost
Operational technologies vary widely. SHK 52 million. This cost
Costs - A specification would need to be written includes the reception facilities
and tenders would need to be sought to for private waste collection
arrive at a true capital cost. As an vehicles, weighing facilitles for
indication (see para. 7.5.8) the basic waste collection vehicles and
capital cost of the equipment for a small transit skips, facilities for
scale pilot (500 tonne per annum) plant is | washing and disinfecting all
in the order of HK $2m (N.B. this figure is | transit skips delivered to CWTC
only for package plant and its installation | by waste collectors, safety
and commissioning of the equipment). facilities, cold storage for
Operational costs are {ikely to be slightly | human body parts, supplying all
more than incineration. transit skips for all hospitals in
HK.
- No land cost is incurred as no
additional land is needed
Availability of |- Autoclaves being used in hospitals to - CWTC already in place and only
Other sterilize surgical equipment and dressings | minor modification will be
Facilitias cannot be used to treat clinical waste reguired.
becayse VOCs and heavy metals emitted
during autoclaving clinical waste will
contaminate the inside wall of the
autoclaves and contaminate the surgical
equipment if the autoclave is
subsequently used to sterilize them.
- Some small autoclaves are being used for
sterilization of small amounts of
laboratory micrabiological cultures and
cannot handle large amount of other
clinical wastes. They are also not provided
with shredders. Other than these, there is
no other facility.
Time of - Implementation would depend on finding |- No additional land or site will be
implemen- available sites for the facilities, carrying required. The only time
tation out feasibility study and environmental required will be for
impact assessment, further consulting the | modification work.
public on the proposal, building atl the
associated structures and supplies, and
installing the treatment facilities and
training the staff for the new technology. |- Requirements for training
- Requirements for training of workers to use| operators of incinerators are
alternative technology are yet to be well established and
developed and agreed by the US STAATT. | recognized.
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7.4.8 Al these point to the advantages of modifying the present incineration
plant of CWTC for treating clinical waste. Hence, proceeding with the
modification of the CWTC is the recommended medium-term option
particularly due to the constraints of adopting alternative technology in HK:

a)

b)

c)

d)

f)

The time that will be necessary to find, and seek approval for
alternative sites would be lengthy;

The time that will be taken to develop alternative safe and
environmentally acceptable systems and technology would be
considerable;

Space in hospitals in Hong Kong is at a premium. The installation
of an in-house Altermative Technology Unit with all of the ancillary
equipment and waste storage capacity would be very difficult to
achieve without disruption to the other services in the hospital;

It will always be difficult to obtain approval for new sites for the
treatment and disposal of clinical waste due to the perceptions of
risk (see para. 5.7);

Land in Hong Kong is atways at a premium; and

The need to keep the present incineration facility fully operational
to dispose of hazardous waste as well as disposing of those types
of clinical waste that cannot be treated by the alternative
technologies(see Table B).

7.4.9 Asany facility, e.g. the CWTC, has a designated life-span, whilst it is
recommended that the Hong Kong Government proceeds with the modification
of CWTC, the Hong Kong Government should also carefully consider the
following recommendations in the longer term:

a)

b)

Keep abreast of the independent research being carried out
worldwide and carry out a watching brief on the acceptance
internationally of standards for efficacy testing, environmental
testings and licensing criteria of alternative technologies.

Keep abreast of developments in other novel technologies. Hong
Kong should not be involved in any experimentation at this stage
but rather the Government should hold a watching brief on the
developments taking place worldwide.

After obtaining more information on a) and b), to consider
installing at a suitable site an Alternative Treatment Facility. A
study should be carried out to decide on the purchasing,
installation and operation of one technology, paying particular
attention to the ease of operation and maintenance and the
operational costs.
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d) Based on the findings of the Hospital Authority's report and the
present report, it is suggested that an autoclave can be considered.
The reasons are that:

i the technology is well known in hospitals,

ii. the technology is comparatively simple and more well
developed and the capital costs are likely to be tess than
other more complex technologies, and

ifi. the number of autoclaves being used in USA is greater than
the number of other facilities.

tt is suggested that the Hong Kong Government should not have all

their eggs in one basket. Evaluation of autoclave technotogy

should begin with ene installation in the near future. The capital
cost for 500 tonne per annum equipment is in the order of HK $2m.

This figure includes automatic loading and post-treatment

shredding equipment. However, extra cost should be allowed for

special air pollution control equipment. Likewise the capital cost
given does not include the cost of land or civil engineering works
that will be required.

7.4.10 it is recommended that in the medium term the Hong Kong Special
Administrative Region should proceed with its proposed modification of the
CWTC to treat clinical waste.
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period he has been able obtain in depth experience of all aspects of the industry both
as an operator and regulator. In 1986 following the abotition of the Greater London
Council (GLC} he participated at a senior management level in the creation and
development of a new organisation, the London Waste Regulation Authority (LWRA)},
which was dedicated to environmental protection and recognised both nationally and
internationally as a “centre of excellence”. When the LWRA was subsumed into the
Environment Agency in April 1996, he was appointed the Senior Adviser in the Head
Office Waste Management and Regulation Policy Group until he retired in February
1998. He is now an international environmental adviser and consultant and Non -
Executive Chairman of Torgam Developments Ltd, an operational and consulting
company specialising in healthcare waste management which he joined in August 1999.

He has obtained very wide ranging experience of the political and policy
making processes at local, national and international level and has actively
participated at all levels in policy development.

In April 1973 he was appointed an Officer by the GLC and for 8 years until it
was abolished in 1986; he managed the Operations Division of the Waste Management
Branch. The Division consisted of a targe multidisciplinary team of managers,
engineers, scientists, supervisors and administrators which together with the operative
staff numbered over 500 with an annual budget of £110 million (2000 equivalent).

He was responsible for the operation of over 60 sites including the largest
municipal Waste-to-Energy incineration plant in the U.K. at Edmonton. His
responsibilities also covered the operation, completion and subsequent restoration of a
number of large landfill sites. He was responsible for a complex network of transfer
stations using road, rail and river transport. These services were provided by a wide
range of direct tabour and private sector organisations with short term and long term
contracts which he was actively engaged in specifying, negotiating and managing.

Over the past 15 years, he has worked very closely with most Government
Departments particularly the Departments of the Environment, Health, Trade and
Industry, Agriculture Fisheries and Food, Transport, Home Office and also with most of
the enforcement agencies. He also has had close working relationships with other
intermational enforcement agencies and with the officials of DGXI of the European
Commission.

He holds a Master of Philosophy Degree in Biology and is an Associate Reader at
Brunel University. His other appointments include: -
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Joint Deputy Chairman of the Waste Management Industry Training and
Advisory Board

Member of the International Criminal Police Qrganisation (Interpol)
Working Party on Environmental Crime and led the UK Delegation to the
Conference in Novemher 1997.

He was the founder Chairman of the Interpol Environmental Crime Group
(UK)

Experience in Healthcare Waste Management

The considerable national and international experience the author has obtained in
Healthcare Waste Management is set out below:

Chaired the London Waste Regulation Authority Clinical Waste Enquiry in
London (CWEL) during 1987 to 1989 and produced Guidelines for clinical
waste management being launched by the Government and adopted
nationally. They remain the Environment Agency's policy document.
Following on from that assignment he became the Chairman of the peer
group that produced the last draft of the Governments Waste Management
Paper No 25 commissioned by the Department of the Environment.

As Head of Waste Management Operations in the GLC he was responsible
for the commissioning and operation of the Edmonton Clinical Waste
Incinerator.

Adviser to the UK Audit Commission and assisted in the production of their
appraisat of clinical waste management in the UK,

He has acted as consultant and Adviser to the World Health Organisation
(WHO) and other international aid agencies and has been involved in
Healthcare waste assignments in Hungary (Two), Palestine, Jordan,
Argentina, Portugal and Chile.

Acted as the WHO representative on the European Commission’s Priority
Waste Stream Project on Health Care Waste.

In 1996 he was instrumental in forming the international Solid Waste
Association’s (ISWA) Working Group on Health Care Waste and becoming
it’s Founder and current Chairman of the Working Group.

Since 1979 he has produced 25 publications on healthcare waste
management and presenting 15 of them at seminars or conferences.
Joint author of the WHO Publication "Teacher's Guide - Management of
wastes from health-care activities”, Geneva 1998.
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Sue is an experienced research supervisor of academic and industrial-based projects in
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Brunel which carnes out studies on fundamental aspects of environmental sciences.
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other organisations in the automaobile, chemical, effluent treatment, food, heat
exchanger, hydro-metallurgical, metal recovery, paints, petroleum and textile
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This report summarizes the findings and observations made during the technical visits
to study clinical waste management and treatment technologies in various countries.

USA - New York (Jun 1998)

1. Two EPD officials attended a 5-day Medical Waste Treatment Technologies
workshop organized by United States - Asia Environmental Partnership
Environmental Exchange Program (USAEP EEP) and the United States
Environmental Training Institute (USETI) in New York. The main purpose of
attending the workshop was to obtain first hand knowledge of the development
and use of alternative clinical waste treatment technologies in USA.

2.  Asian participants (Bangladesh, India, Malaysia, Nepal, Philippines, Korea,
Taiwan, Thailand) also shared their experience on clinical waste management in
their countries or areas. All these countries did not have alternative treatment
facilitics at the time of attending the workshop. However, the Asian participants
penerally agreed that cost was an important factor affecting the choice of clinical
waste treatment facilities in their countries.

3. The US tutors discussed the background and incidents which led to the
development of legal framework in controlling the generation, tra nsportation and
disposal of clinical waste in the USA. Various clinical waste treatment methods
were introduced and discussed; these included incineration, chemical treatment,
microwave, autoclave, and other novel technologies such as pyrolysis, irradiation,
gasification etc. Representatives from suppliers of these facilities presented and
promoted their technologies. Participants generally accepted the well-proven
technologies such as incineration which was considered the most effective way
of destroying pathogens if air emissions were properly controlled. Autoclave was
considered a cheaper alternative, but it might emit harmful gases which were
generally not properly dealt with. A couple of participants were interested in the
less costly microwave technology.

4.  The course tutor reminded the participants that alternative technologies, if not
properly controlled, would also produce toxic air emissions. He made reference
to two earlier studies carried out by 2 different groups of people on emissions
from steam autoclave system:

a. NYCHIJHC Report “New York City Medical Waste Management”,
Konheim & Ketcham (1991) which concluded:
- 1eleasc of wide array of organic pollutants & heavy metals
- 18 organic compounds with high toxicity found
- dichloroethane, toluene, chromium and lead were 100 times greater
than New York State Standards
- poor dispersion could affect nearby workers and the public
b. Mayo Clinic Study by Roger Olson (1995) (Appendix L) which concluded:
- Volatile organics and metals in air emissions and residues up to 1000
times greater for steam decontamination device
- Volatile organic compounds (VOCs} such as benzene, chloroform,
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tetrachloroethene, acetaldehyde, formaldehyde etc were produced by
steam decontamination device. Some of these VOCs are carcinogenic
compounds,

- Mercury level about 15 times greater than incineration

- Lead level about 23 times greater than incineration

- Cadmium level about 14 times greater than incineration

- In 1 out of 3 occasions, the steam decontamination device could NOT
completely sterilize the medical waste.

Technical visits to a number of clinical waste treatment facilities in New York
City and New Jersey were arranged by USAEP. The facilities included
microwave, incineration, and autoclave.

Microwave Disinfection System

The Sanitec Microwave Disinfection System was employed to tre at clinical
waste at the St. Barnabas Medical Center at Livingston, New Jersey. The
equipment was housed in a container. Waste was shredded prior to treatment by
microwave. Treated waste was further shredded before delivered to a cement
plant for incineration as a refuse-derived-fuel (RDF). The system was equipped
with a HEPA filter to prevent escape of microorganisms to the surrounding
during treatment. No other external air abatement equipment was installed,
except for a chimney which led to the outside of the hospital. It was noted that
most of the sharps, e.g. syringes, in the sharp boxes were collected by a special
waste collector which dispose the sharps in other off-site disposal facilities rather
than by the microwave facility within the hospital. The clinical waste treated was
mainly contaminated gloves, tissues etc. It was also noted that the facility was
equipped with monitoring equipment to monitor microwave leakage.

Autoclave

At the Jack D. Weider Hospital of the Albert Einstein College of Medicine in
New York, the San-I-pak autoclave system was employed to treat clinical waste.
Odor was said to be removed by blown down stcam and vented into a condensate
tank where it was re-condensed into water again. The actual operation and odour
could not be observed during the visit because the facility did not work properly
during the demonstration by the operator of the hospital and the manufacturer.
However, the autoclave facility was located outside the hospital and was
effectively in an open space. Accumulation of odour within the working place
was therefore avoided.

No shredding of clinical waste was carried out prior to autoclaving as it was
claimed that special autoclave bags which were permeable to steam were used in
order to facilitate bette r penetration of stearn. The lack of shredding to facilitate
steam penetration was partly compensated by lengthening of the autoclaving
duration. (N.B. The cost of the autoclave bag was more expensive than normal
bags.)
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This photo shows a microwave disinfection equipment similar to the one in the St.

Barnabas Hospital. Clinical waste is dumped at the top of the equipment.

Inside the container, clinical waste

is being conveyed upwards along

an enclosed pipe (white) and mixed
with steam. The waste is then subject
to microwave continuously.

Chimney for removing harmful
emissions during microwave
treatment of clinical waste.

No traditional scrubber

was noted.
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The autoclave facility was located outside the Jack D Weider Hospital in an open space.
Clinical waste was manually placed into the autoclave chamber,

Treated clinical waste was conveyed to a compactor (in the middle of the photo) which
compacted the waste and pushed the waste to a container (on the left-hand side of the
photo). Treated waste was not recycled and the whole container was trawled to landfill
for proper disposal.



Incinerator

9. At the Bronx Regional Medical Waste Facility in New York, two incinerators
with design capacity of 24 tonnes per day each were planned to treat clinical
waste. At the time of visit, this regional facility operated only as a transfer
facility because the public opposed to the incineration operation even though the
facility could meet stringent emission standards. Clinical waste was collected
from several nearby hospitals and delivered here and transferred to a clinical
waste disposal facility in another county for treatment.

10. A visit was also arranged to the Nyack Hospital New York, It was noted that
clinical waste was burnt by a small on-site incinerator installed on the uppermost
floor of the hospital. The incinerator was equipped with air pollution abatement
equipment to meet the required air emission standard. The heat generated was
recovered for generating steam for general hospital use.

Pyrolysis (Bio-oxidation)

11. An US manufacturer, Bio-oxidation Services Inc. also introduced another
thermal treatment technolo gy, Bio-oxidizer® System, during the workshop. As
the facility was located in another state of US, visit had not been arranged. It
was claimed to be a novel technology by controlled electro -pyrolysis of clinical
waste at 200 — 1000°F in the Pyrolytical Chamber of the facility. Gases from the
Pyrolytical Chamber are then electrically heated in the 1% stape Oxidation
Chamber and mixed with a precisely controlled amount of oxygen to enable
complete oxidation of the hydrocarbons. Gases then enter the 2™ stage Oxidation
Chamber where gases are electrically heated to 1800 — 2000 °F and retained for
over 2 seconds to ensure complete destruction of all organics. (N.B. This is very
similar in function to an after-burner in the classical incinerators.)

12. Other features similar to incineration of clinical waste are:

a. It can be equipped with an optional heat exchanger which recovers 80% of
the energy from the clinical waste.

b. It is fitted with a Quench to rapidly cool process gases in order to prevent
any significant dioxin reformation.

¢. It can handle the complete range of clinical waste without stringent
segregation of waste with maximum reduction in weight and volume and
complete destruction of bacteria, viruses and pathogens.

d. The dioxin emitted by the facility was about 0.0128 ng/m> (This is
comparable to the emission level of CWTC in HK during the trial burn.).
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13. A Bio-oxidation system was proposed to treat clinical waste in Harrisburg of
Pennsylvania. However, the residents living near the proposed site expressed
concerns and the manufacturer had indicated to scrap the plan.

14. Information obtained during the workshop indicated that 3 sets of such
equipment were installed in the USA. The course tutor indicated that pyrolysis
was very similar to incineration in many aspects and most states in the USA
required pyrolysis systems to meet the same requirements as of incinerator

Appendix E:  Report on Technical Visits ta Study Clinical Waste Management and Treatment Technolopies
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15.

16.

17.

Systems.

Plasma Technology

The course tutor also briefly introduced the use of plasma technology to treat
clinical waste, Plasma systems utilize a plasma torch for heating the waste to
super high temperature (as high as 10000°C). At the time of attending the
workshop, it was noted that there were 2 US suppliers (Plasma Encrgy Applied
technology and Vance IDS) and each of them had installed only one facility in
US. They are regarded as emerging/novel technology but are similar to
incinerators in many aspects. Accordingly, most states in the USA required
plasma systems to meet the same requirements as clinical waste incinerator
systems.

Summary

In summary, the course tutor pointed out that in 1991, there were 18 different
alternative treatment processes being developed or commercially available but
by 1994, 10 of them were out of business or ceased developing or offering
systems. This suggested that there was instability in the market place and that
many vendors had very little long-term experience. This instability may create
uncertainties and difficultics in the selection of a particular vendor or technology,
e.g. it is uncertain if spare parts and technical support would be available if the
manufacturer was out of business.

The tutor alse pointed out that disposal of clinical waste by modern incinerator
equipped with appropriate emission control system was enviro nmentally
acceptable. The tutor highlighted that all alternative technologies, if not properly
controlled, could also lead to significant environmental and health problems. He
drew our attention to 2 studies which indicated that steam autoclave system
could produce wide array of highly toxic and/or carcinogenic organic and heavy
metals emissions. Toxic VOCs and mercury produced by steam sterilization of
clinical waste could be 1000 times greater than controlled incineration.

The Netherlands (1998)

18.

19.

A technical visit was paid to an incineration facility operated by Zavin in the
Netherlands. All the clinical waste generated in the Netherlands is incinerated
by the clinical waste treatment plant located in the city of Dordrecht. The plant
had a capacity of 12,000 tonnes per year. However, it is underutilized at the time
of visit. Clinical waste was contained in sealed, shock-proof plastic containers at
the medical institutions and transported to the plant by container vehicles.

The clinical waste was treated in the two-chamber furnace. In the first chamber

of the furnace, the clinical waste was pyrolyzed by heating with natural gas (N.B.

this is different from the Bio -oxidation system which uses electricity as
mentioned in paragraphs 11-12), and the product gases were after-bumt in the
second chamber. The ash was removed by hopper. The chemical and physical
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Clinical waste being packed in nigid and locked plastic containers are delivered to
Zavin’s Incinerator. The containers are handled by a mechanical system to minimize
manual handling of the biohazardous waste.

All clinical waste generated in the Netherlands is incinerated in the pyrolytical
incinerator, Pretreatment of clinical waste by shredding is not required.



composition of the slag is required to be permanently monitored and landfilled as
'non-hazardous waste'. However, the fly ash and flue gas treatment residues
must be fully controlled and landfilled in a special C2 landfill for hazardous
waste in the Rotterdam region. The flue gases (at about 1000°C) were cooled
down in the boiler, and the resulting steam was used to generate electricity at
80KWh. Flue gases were cleaned by wet scrubbers and bag house filters which
remove the acidic vapours and dust respectively. The cleaned gases would finally
pass through a special reactor to remove NOx emissions. The ait emission can
meet the most stringent air emission standards by adopting an efficient flue-gas
cleaning package including a wet acid scrubber, a wet alkaline scrubber and bag
house filters to remove dust etc.

20. Zavin also recovers the energy produced by incineration of the waste. The waste
heat boiler recovers the energy and produces steam which is then supplied to a
nearby facility for electricity production. The energy recovered by Zavin is 750
kWh per ton of waste and the net supply to the national electricity grid is about
550 kWh; this is sufficient for the use of about 1000 households.

21. No alternative technology was being employed to treat/dispose clinical waste in
the Netherlands and there was no plan te abolish the practice of disposal of
clinical waste by incineration, which will be the predominant method for the
treatment of combustible and non-recyclable waste in Europe.

Japan (1999)

22. A visit was paid to a co-incineration plant in Miki of Kobe. The plant comprised
a rotary kiln incinerator with after -burning stoker. It was developed to treat high
calorific value waste such as plastic, and currently it was handling wood
construction waste and other industrial (i.e. chemical) waste. The plant was
equipped with a special feeding system for ¢linical waste without the need of
shredding and compaction prior to incineration. This is similar to the proposal of
using the CWTC to treat clinical and chemical wastes in HK.

23. Further information was obtained from the Ministry of Health and Welfare of
Japan (Appendix F). It is noted that the majority of clinical waste is incinerated
and that there is not much alternative treatment facility in Japan. It is also noted
that the dioxins level in air emission from existing incinerators will be tightened
up commencing from Dec 2002. However the standards (1 — 10 ng TEQ/m*N)
will still be 10 — 100 fold less stringent than that for HK. For the newly built
incinerators, the standards are 0.1 to 5 ng TEQ/m >N, depending on the treatment
capacity of the incinerator.

Australia (Aug 1999)

24. A visit was paid to the Waste Management Branch of the Queensland
Environmental Protection Agency (EPA), which is the authority for the control
of clinical waste and approval of clinical waste treatment technologies.

Appendix E:  Report on Technical Visits to Study Clinical Waste Management and Treatment Technologies
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25.

26.

27.

28.

The proposed clinical waste regulation of Queensland (post-visit note: the
regulation has been enacted in Jul 2000) specified that autoclave, microwave,
disinfectant treatment facilities would not be permitted to treat chemical waste as
well as human body parts and tissues. In addition, as autoclave and similar
treatment facilities might generate offensive odour, the Queensland EPA might
issue abatement notice to rectify odour nuisance. At the time of visit, about 80%
of clinical waste was incinerated in Queensland.

A visit was paid to a private clinical waste incinerator (ACE Waste Pty Ltd.;
http:/fwww.acewaste.com.au/) which provided both clinical waste collection and
disposal services in the south-east of Queensland. ACE provides service to 12
major hospitals and 600 other smaller producers such as private medical and
dental clinics in Queensland and in mid-New South Wales. It was licensed by
EPA to process 36 tonnes/day and had a back-up storage facility of 150 tonnes
capacity, The facility was operated round the clock and its environmental
performance was monitored online by the Queensland EPA office. In addition to
clinical waste, the facility also co-incinerated quarantine waste and other
chemical wastes, ¢.g. drugs, grease and oily waste, non-chlorinated solvents, and
other chemical waste generated from the medical institution. This practice is
similar to the proposal of incinerating both clinical waste and chemical waste at
the CWTC in Hong Kong. Clinical waste was not required to be segregated prior
to incineration. Steam and electricity were generated for internal use at the time
of visit.

It was noted that the dioxin emission limit in the waste management licence was
1 ng/m’ and the total amount emitted by the plant was 53 mg per year for
incineration of 6000 tonnes of waste, The Managing Director advised that the
dioxin emissions had been reduced to (.47 ng/m3 following successful trials with
co-incineration with tyres and grease waste. It was claimed that the tyres and
automotive grease contain small amount of sulphur which inhibited dioxin
formation in the secondary chamber of the incinerator.

It was also noted from Queensland EPA that an autoclave facility (AWS system)
was also set up in Redcliffe hospital in Brisbane for treating clinical waste.
However, due to lack of time, a visit had not been arranged. Information in the
licence obtained from the Queensland EPA indicated that the facility was not
permitted to treat cytotoxic waste, chemical and pharmaceutical waste,
recognizable body parts and radioactive waste. The licence requirements are
140°C/30 minutes for treating normal clinical waste and a longer period of 40
minutes for sharp waste in sharp containers, noting that plastic sharp container
may impede steam penetration. The AWS system grinds the wastc after treatment
rather than before treatment.

Malaysia (1999)

29. An EPD official attended a Medical Waste Seminar Program organized by the

Institute of Environmental & Water Resources Management (IEWRM) of the
Universiti Teknologi Malaysia (UTM) in collaboration with the United States -
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The ACE clinical waste incinerator operating at Willawong of Queensland.

An automatic washing facility for cleansing and disinfecting the transit skips after being
used for transporting clinical waste. A similar system would be required for Hong Kong
regardless of the type of clinical waste treatment technology to be adopted in future.



30.

31.

Asia Environtnental Partnership (US-AEP) at Kuvala Lumpur. The U.S. speakers
introduced the experience of clinical waste regulatory policy in the U.S as well
as various clinical waste treatment technologies. A visit was paid to the
Malaysia Authority to learn about the clinical waste management pract ices.

Malaysia has comprehensive control over the generation, collection and disposal
of clinical waste. Clinical waste was required to be disposed of at licensed
clinical waste incineration facitity. Collection and disposal services were

provided by private companies which operated regional incinerators to dispose of
all clinical waste.

A visit was made to the Radicare clinical waste incineration facility in Malaysia.
The designed capacity of the incinerator was 500kg/hour. The incinerator is
relatively new and can meet stringent air emission standards. Stack emission was
continuously monitored and air samples were collected for detailed analysis in
the annual environmental audit. According to the plant operator, the emission
complies fully with statutory limits including dioxin levels. Incineration ash was
stabilized and disposed of at hazardous waste landfills,

Singapore (1999)

32.

33.

34,

35.

Similar to Malaysia, Singapore also had legal control of clinical waste disposal.
Two private contractors, namely RDC Pte Ltd. and Galax Services Pte Ltd.
(GSPL), were issued licences to collect and dispose of clinical waste by
dedicated high temperature incinerators. It was noted that these clinical waste
incinerators could also handle cytotoxic drugs generated by the hospitals.

A visit was made to the GSPL plant which was located on the west side of
Singapore. The plant, built ten years ago, could handle a maximum of 6 tonnes
of clinical waste per day but it only received about 2.5 tonnes per day at present.
There was a scrubber to remove toxic gases from the stack, and according to the
plant operator, the emission could comply with the licence conditions (though no
dioxin level was specified in the licence). The incineration ash, if tested and
passed the Toxicity Characteristic Leaching Procedures (TCLP) Test, was
disposed of at landfills as normal municipal waste.

Storage of clinical waste was not allowed at the facility. In case of breakdow n or
maintenance, the clinical waste would have to be sent to the other incinerator
operated by RDC Pte Ltd. for disposal on the same day.

It was noted that there was no alternative technology being adopted in Singapore,
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Europe (Jul 2000)

36.

37.

38.

39.

40.

41.

42.

France

During attendance of the ISWA International Conference on Waste Management
2000, a technical visit was organized by CGEA-Onyx to a multi-treatment
facility at Saran of France. The facility has a waste sorting plant, a waste
composting plant, a fatty waste treatment plant, a clinic al waste treatment plant
and a Waste-to-Energy incinerator.

The clinical waste treatment plant was a microwave disinfection system which
could handle 2800 tpa of clinical waste. Waste was shredded prior to microwave
treatment, and the treatcd waste was fed into the MSW incinerator for final
disposal. The operator indicated that the plant had encountered some difficulty
with the shredder if hard objects were mixed with the clinical waste.

Another tour was paid to a thermal treatment facility (a Aot oil system) at Lyons
operated by Polen. Clinical waste is initially shredded in a built-in unit before
thermally treated inside an oil-heated screw conveyor system. The oil
temperature is around 140°C while the temperature inside the disinfection
chamber is around 104°C. It was observed that the treatment system gener ated
both wastewater and odorous emissions. The treated waste was wet and hot;
hence the hot emissions generated strong odour which required abatement by
activated carbon system. Therefore, the disinfection units were usually not
installed at hospital settings in light of the constraints which would require more
stringent pollution abatement. The treated waste was sent to a landfill for
disposal and was not recycled.

A visit was also paid to the Edward Harriot Hospital, which has a thermal
treatment unit installed since 1993 when the now redundant hospital incinerator
was shut down. The treatment unit has a capacity of 1000 tpa and mainly deals
with waste generated at the hospital. It requires an operator to operate the
equipment, and hence if the waste quantity is small, it is un-economical to install
the equipment at the hospital due to the labour cost apart from the health risk
associated with the emissions if no pollution abatement is installed.

A tour was also paid to a clinical waste incinerator located at Creteil operated by
Novergie. It was commissioned in 1976 and renovated in 1996, and currently has
a capacity of 18,000 tpa. The incinerator burned the clinical waste using a rotary
kiln at a temperature of 850 °C, and a post-combustion chamber of 900°C.

Clinical waste was mainly delivered to the plant in steel containers which were

provided by Sita as the waste collector. The steel containers were distributed to
the hospitals for storing of clinical waste and were collected at regular int ervals
when they were full. Plastic containers were also used by other waste collectors.

A new MSW incinerator is also commissioned recently, and has a capacity of
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A hot oil treatment system in used in France.
system. Sometimes, the worker may need to climb up the equipment to observe if there
is any problem with the shredding process.

Treated clinical waste may give rise to
steam and other air emissions.

Clinical waste is loaded at the top of the
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Treatment process may generate
liquid emissions.
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43.

44.

45,

46.

around 200,000 tpa. It has been authorized to co -incinerate clinical waste with
MSW at no more than 10% of the total quantity. The plant has just been in
operation for 3 months, and clinical waste is currently loaded into the waste
hopper manually, When the automatic feeding system is completed, clinical
waste will be fed into the incineration furnace automatically, hence increasing
the capacity for clinical waste intake by 10,000 tpa.

Vienna

A technical tour was guided by Entsorgunsbetriebe Simmering (EbS), which was
a Vienna City-owned company responsible for the development and operation of
the hazardous(chemical) waste treatment plant in Vienna. The plant was
modified in 1990 to accept clinical waste. Clinical waste was collected from
hospitals and clinics in 30L or 60L barrels, and the whole barrel was fed into the
2 rotary kilns for incineration at a temperature of 1200 °C. The plant was well
equipped with air abatement equipment to ensure the air emission could meet the
most stringent standards (e.g. 0.1 ng/m’ dioxins). This practice is similar to the
proposal of co-incinerating both clinical waste and chemical waste at the CWTC
in Hong Kong.

England

A technical tour was paid to a microwave treatment facility at the Chase Farm
Hospital of London. The facility has two treatment units each with a capacity of
250kg/hr. Clinical waste generated from the hospital and other locations in the
Central London is collected and delivered to the facility for treatment. The waste
is initially shredded before treatment by microwave for 40 min at a minimum
temperature of 95°C. The treated waste has 5-10% moisture content, and if
ammonium-based material is contained in the waste, the treated waste could be
odorous. The treated waste is currently sent to landfill for disposal, and the
operator reckoned that when the EC Landfill Directive was fully implemented,
the treated waste would have to be sent to MSW incinerator for disposal. The
operator reckoned that the hard objects such as artificial hip joints and steel bars,
if not properly segregated, might be mixed with other clinical waste hence
causing damage to the shredders. The treatment unit might have to be shut
down for 18-20 hrs for repair, and the shutdown period may be reduced to 6
hours if inter-changeable shredders are employed. Apart from large metal objects,
the operator also indicated that the large body parts and cytotoxic drugs were not
suitable for microwave treatment.

The visit was followed by general discussion on the adoption of alternative
technology in the UK. During 1980s, the National Health Service (NHS) of the
UK adopted the on-site hospital waste incinerator policy. However, most of
these small hospital incinerators installed in the 80s no longer existed, partly due
to the lack of budget for upgrading the plants to meet the new standards, and
partly because of the lack of trained personnel to operate the incinerators

properly.

The latest trend for most UK hospitals is to contract out the waste management
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47.

48.

49,

50.

to contractors, or send the waste to dedicated incinerators. Ower the last 4 -5
years, alternative technology was adopted by some waste management
contractors to treat clinical waste at the hospital, since the NHS no longer
provides hospitals with the necessary funding to invest on waste treatment
equipment such as waste incinerators. This has given the opportunity for waste
management contractors to provide ong -stop shop service and recover the capital
investment through the treatment fees under a longer term contract of 10 -15
years. The one-stop shop service will normally cover collection using the
wheeled bins, which are the approved UN-type containers, if the waste has to be
transported to an off-site facility for treatment.

Regarding the regulatory control framewotk, all the clinical waste treatment
facilities have to be licensed because of the potential impacts of such facilities.
At the same time, all waste producers (including small clinics and dentists) have
legal obligation to arrange proper disposal of clinical waste, and hence the
operator also provides collection and treatment service to the small clinics.

A tour to the clinical waste incinerator installed at the Research Facility of Smith
Kline Beecham (SKB) was made and guided by Evans Tabo Universal Ltd. The
incinerator is a relatively new facility, and since the company has treated
environmental compliance seriously, the incineration facility is well operated.

The gas cleaning system includes carbon adsorption unit to remove mercury and
dioxins. The incineration temperature is kept at around 1000 °C and natural gas
is employed as supplementary fuel for the secondary chamber.

The visit to the incinerator was followed by a visit to a waste management firm -
White Rose Environmental, which has a clinical waste incinerator of larger
capacity (1 tonne per hour) also designed and installed by Evans Tabo Universal.
This firm provides wastc collection and treatment service for the waste producers.
Since the operation is commercially-oriented, its operation is less impressive

than the SKB’s operation in term of site cleanliness and safety standard.

It was also noted that there is not much alternative treatment facility in UK.

Discussions

51.

52.

The visits to various clinical waste treatment facilities have enabled EPD to
acquire first-hand knowledge of the practices adopted in Europe, US and the
Far-East countries, as well as the latest development regarding the adoption of
alternative technologies.

Despite the concern about dioxin and mercury cmissions, which led to the
tightening up of the emission standards and the decommissioning of the older
hospital incinerators, incineration of clinical waste is still regarded as the main
proven technology, since modern gas cleaning system would enable the
emissions to meet the more stringent standards. Moreover, for the European
Union countries, in light of the new EC Landfill Directive, which does not allow
waste containing more than 5% organic content be disposed of at the Jandfills,
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The incineration facility of the White Rose Environmental, a waste
contractor in UK.
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53.

54.

those clinical wastes which are treated by other thermal treatment technologies
would still have to sent to M SW incinerators if they contain over 5% organic
content.

Regarding the alternative treatment technologies such as the autoclave,
microwave and the hot-oil disinfection systems, while these systems may be less
expensive in terms of both capital and ope rational costs, they have limitation
regarding the range of clinical waste which could be treated, as well as the lack
of documented studies on their health and safety aspects. These plants, as
opposed to the claims made by the suppliers, do produce discharges and odorous
emissions, and should be installed with pollution abatement systems, This is also
arelevant factor to be considered if they are installed within the hospital settings.

Therefore, in summing up, the choice of technologics to be adopte d for treating
clinical waste in Hong Kong has to take into account the constraints associated
with these alternative technologies.
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Appendix F

Information on Treatment of Clinical Waste in New Zealand

and Japan

New Zealand

A major portion of the country's clinical waste is incinerated at regional facilities.
The company who operates these facilities is Medical Waste NZ Ltd. Aside from
Medical Waste NZ Ltd, clinical waste is also incinerated at a major plant located in
Auckland and also in smaller regional hospital incinerators.

2. The bulk of New Zealand's clinical waste used to be handled by four regional
incinerators. Two of these plants have already been closed; one of the plants has been
replaced by a rotary autoclave supplied by a company in the USA and the other plant
is being replaced by a standard autoclave supplied by another US company. The
incinerator at the third plant is due to close next year (2001) and will be replaced by
an autoclave unit. The 4" incineration plant is ¢xpected to shut down within the next
two to three years.

3. The driving force behind the change is the Government’s intention to introduce a
dioxin emission standard of 0.1 ng/m’. A rotary autoclave unit was acquired because
it was thought to offer lower operational and maintenance costs than the incinerator.
Experience indicated that the operational costs were in fact not cheaper than that of an
incinerator. Another standard autoclave was chosen for replacing the second
incinerator plant.

4. Experience in NZ also showed that one of the problems associated with the
change in technology is that non-incineration technologics cannot treat ail segments
of the clinical waste stream and hence there is a need to ensure additional sorting at
the hospitals. A previous employee of the facility observed that those components of
clinical waste which still need incineration would cause a disposal headache in New
Zealand once all the incinerators were closed down.

5. Another problem associated with the non-burn technologies, such as autoclaves,
rotary autoclave, hot oil heaters, and microwaves, that rely upon heat to disinfect the
waste is that in heating the waste, the lower boiling point contaminants in the waste
are released. Thercfore this posed a significant odour problem which need to be
addressed and more importantly emissions such as formaldehyde and mercury posed
an occupational health problem.

(Sources of information:

a)  B-mail communication with the New Zealand Ministry for the Environment, dated 13.9.2000.
b)  E-mail communication with a previous worker of autoclave facility, dated 13.9.2000.)

¢)  New Zealand Dioxin inventory (hitp://www snfe govt.nz/issues/waste/ diox_emissions

inventory.pdf).
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Japan

About 400 permits have been issued to operators for treatment of infectious
waste in Japan, The majority of clinical waste is being treated by incineration in Japan
at the moment.

Approved Treatment Method No. of Facilities
Incineration 360
Pyrolysis (Melting) 7
Autoclave 3
Dry thermal (dry heat) 6
Others 6
Total 382

2. The dioxins standard in the air emissions of clinical waste incinerators has been
tightened up as follow:

Treatment Emission Standards for Existing Facilities
Capacity of Standard for  [From 1 Dec 98 to From
Incinerator Facilities to be 30 Nov 2002 1 Dec 2002
newly
Constructed
(1 Dec 97)
> 4 ton/hr 0.1 ng TEQ/m’ i 1 ng TEQ/m’N
2—4ton/hr | 1ng TEQ/m® | 80ng TEQ/m’N [ 5 ng TEQ/m’N
< 2 ton/hr 5 ng TEQ/m’ 10 ng TEQ/m’N

3. Itis noted that the new dioxin standards for most Japan clinical waste
incinerators are less stringent than the 0.1 ng TEQ/m® proposed for the treatment of
clinical waste at the CWTC in Hong Kong.

{Sources of information:

B4 AR BITYEIEE (2000). BN Y 6 OBEVORBC H027 OV L7 M F—A
#7145, from Mr. Yasuhiro Baba, Technical Officer, Industrial Waste Strategy Office, Ministry of Health
& Welfare, Japan.

A SE R fj A EBH1999). 4 F £ 3 AR(PCDD/Fs)DEETR & Adi5He. BRI,
11(2):105-112.

Krgsi)unas, Salkin, Turnberg, 1|3 —, HEH (1999). B¢ 3 + — BEARFEYRFCH T &
BIRE 3+ —BEE. EREEYWTE, 11(2):113-130)



Appendix G

Review of Plasma Technology

1. The Hong Kong Productivity Council (HKPC) has submitted a proposal of using
Plasma Waste Converter (PWC) technology to treat clinical waste.

2. The HKPC proposal is actually an equipment from a company called Startech in
USA (http://www .startech.net ). The website of the company mentions that 5
industrial plants have been manufactured by the company starting in early 2000. One
of them is to demonstrate to the US Army the destruction of chemical weapons,
chemical agents and related toxic and hazardous materials. One will be sold to Asia
(for disposal of military waste by the Taiwan defence research agency) and one to
South Africa (for disposal of hazardous waste by Unistar Energy). Two sets remain to
be sold at the time of obtaining the information from the website (August 2000).

3. Plasma is a gas that has been ionized so that the gas becomes an electrical
conductor. The plasma (electrified gas) is discharged within the chamber in a
continuous arc of lightning-like energy that can produce temperatures in the range of
30,000°C and higher. The temperature of the waste chamber is about 1500 — 20006°C.
When the waste matetials are confronted with the infensity of the energy within the
plasma chamber, the excitation of the molecular bonds is so great that the waste
materials dissociate into their elemental atomic components. The molecules of the
waste materjal are then separated into their ¢lemental atomic components, and then
reformed into re-coverable non-hazardous commodity products ready for other
commercial use.

Air Emissions

4. It is claimed that the PWC doesn’t produce dioxins or furans. There is no
technical information in the HKPC submission nor in the Startech website,

5. The Risk Reduction Engineering Laboratory of USEPA had conducted a detailed
technical and cconomical assessment on the use of the plasma technology, the Plasma
Centrifugal Furnace (or Plasma Air Centrifugal Treatment) by Retech for treatment of
contaminated soil in 1992 (http://www.epa.gov/ordntrnt/ORD/SITE/reports/
540a591007.pdf). The assessment concluded that particulate emissions exceeded the
required limit and NOx concentration in the stack gas was high. The report did not
mention dioxin emission.

6. The Greenpeace International Science Unit has discussed the use of plasma
technology to treat hazardous waste (http://www.who.int/ifcs/isg3/d98-17b,htm). The
paper noted that dioxins could be identified in the treatment residues. The paper also
noted that the National Research Council of Australia described the waste streams
from plasma arc destruction of wastes as "essentially the same as those from
incineration.” (hitp://www.environment.gov.au/epg/swm/swit/contents.html).
Various plasma reactors have been developed for the thermal destruction of hazardous
waste (but not clinical waste). Environment Australia considered three available
plasma systerns in its review of appropriate technologies for the destruction of
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hazardous wastes. These are:
PACT (Plasma Arc Centrifugal Treatment)
PLASCON (In-Flight Plasma Arc System)
STARTECH (Plasma-electric waste converter)

7. The Plasma Arc Centrifugal Treatment (PACT) process developed by Retech
uses heat generated from a plasma torch to melt and vitrify solid feed material,
including contaminated soils, Environment Australia remarked that volatile metals
and products of incomplete combustion (PIC) could be generated and need to be
removed by an appropriate scrubber. Environment Australia considered that the
system being operating under pyrolytical conditions and a reducing atmosp here,
dioxin formation in the primary chamber can be avoided. However, as it is usual to
follow primary combustion with a secondary combustion step, there is potential for
dioxins to form and the measures normally applied to incineration to minimize dioxin
formation should also be applied. Given the total air emission volumes are less than
for conventional combustion processes, the potential impact of emissions is expected
to be low.

8. The PLASCON system has been operating at Nufarm, an herbicide
manufacturing works in Laverton, Victoria, Australia, since early 1992. In the
PLASCON system, dioxins were found to occur in scrubber water and stack gases in
the part per trillion range. Environment Australia remarked that it was applicable for
Kquid and gaseous waste and in general not applicable to treat solid wastes unless
there is some form of pretreatment. It is not used to treat clinical waste.

9. The Startech PWC is regarded as a plasma heated pyrolysis system in the
Australia report.

10. The first plasma-arc unit for clinical waste treatment in USA was set up at
Tulane University Medical Centre (New Orleans) in April 1996. Its application for
clinical waste treatment is still in its early stage of development. There is limited
information on the track record of its performance on clinical waste treatment.
Information is only available from plant suppliers.

Cost of Operation

11. The PACT system can be expected to have a relatively high capital cost as well

as high operating cost (AU$4000 - AU$8000 per tonne). However, because the PACT
process has the capability of directly treating diverse waste types, it can avoid the
preparation or pretreatment costs which may otherwise be neccssary for treatment by
other processes.

12. The cost of PLASCON - including labor varies depending on the waste/material
to be treated and the location of the site.  Costs are ¢stimated to be under
AUS$3000/tonne but typically range from AU$1500 - AU$2000/tonne.

13. Plasma Centrifugal Furnace by Retech : With a throughput of about 10 tpd, the
operating cost was about US$1200 per ton of waste.



Discussion

Application for plasma technology waste treatment is still in the development
stage. Its application for clinical waste treatment in USA only started in 1996.
Performance data and track record are very limited.

In Light of the extremely high plasma-arc temperature, it seems that there is no
restriction on the category of clinical waste to be treated.

Stack gas emissions contain pollutants similar to that of an incineratio n facility.
It is likely that the emissions could meet stringent emission standards.

Plasma treatment system does require air/gases scrubbing system similar to that
of an incineration facility. Waste water treatment system may be required for
treating the discharges from polishing and cooling systems.

Gases produced are usually flared off or combusted for energy recovery by heat
exchange boiler.

Costs presented in HKPC’s proposal on the use of Plasma Waste Converter
system have not taken into account other major cost components (please see
Notes (1) and (2) of Appendix J).
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Appendix H

Estimated Cost of Providing Different Clinical Waste
Treatment Facilities

Items Cost ($Million)
Autoclave Facility(a) | CWTC Option (b)
Capital Cost 13 19
Package Plant/CWTC Modifications 42 19
Civil, building and E/M works 7 6
Related facilities and equipment 6 3
Design, project administration 8 5
Contingencies T
Sub-total (A) % 32 »
Annual Operating Cost 5
. . 7 7
Reception, storage, waste tracking, =
decontamination, 8_
testing/compliance menitoring programs o
Treatment/Incineration g 15 <
Sub-total (B) 15 7
Land cost (0.5 ha) 75 Not apph;[‘fzbie
t
Annuyal opportunity cost (C) 3 (al CWTC)
Additional Cost
for incinerating buman organs, tissues ete. which .
cannot be treated by autoclave or microwave (D) 0.8 Nil
Total Cost for 10 years operation 284 272
(A+10B+10C+10D)
Other Unknown costs May be required, Nil
ir abalement equi ¢ depending onsiting and|  (already equipped)
{e.g. air abalement equipment) probably individual
supplier

(a) The costs are only an estimate, The capital cost may be different according to different suppliers.
The tender price may also be different from the quoted estimate.

(b) Costs presented to the Joint EA and Health Services Panel during the meeting on 14.12.1999. The
estimated capital cost for the modification of the CWTC has been refined from $64 million to 352
as the scope of the modificalion work is now more certain.



Appendix I

Information obtained from a Supplier of Microwave
Treatment Facility

Capital Cost

*  microwave equipment on site (2-3.2 HK$ 8,000,000
tpd)

*  Shredders for pre-treatment and HK$ 500,000

post-treatment =000 [eeeeeeeeeeeee e
Total: HK$ 8,500,000 (Note 1)

Operation and Maintenance Cost

. Operators HK$ 624,000/yr
. Equipment maintenance HK$ 50,000/yr
. Power consumption HK$ 219,000/yr
. Other pollution abatement cost (Claimed to be nil)

Total: HK$ 893,000/yr (Note 2)

The amount of clinical waste produced in HK is about 8 tpd One microwave equipment can
treat 250 — 410 kg/hr (or 2 to 3.2 tpd). Hence, 3 to 4 microwave systems will be required. The
total capital cost will be about HK$ 8.5 million x 3or 4 = HKS$ 25.5 — 34 million, The
operating and maintenance costs will be abot HK$ 0.893 million x 3 or 4 = HK$ 2.68 — 3.57
million.

Note 1: The capital cost has not included the following costs : structures/buildings to house the
microwave plant, shredders and compactors; reception areas and associated structures for handling the
vehicles delivering clinical waste to the facilities; facility to weigh the vehicles/clinical waste, facility
to calculate cost of treatment of gach load of waste and the associated computer facilities to track the
waste movement; facility to automaticatly load transfer skips of clinical waste into the incineration or
treatment facilities; cold storage facility for holding skips of animal and human tissue and amputated
organs; washing facilitics for washing and disinfecting all clinical waste transfer skips used by
hospitals and clinics; general facilities such as safety facility, ventilation and odour control facility,
temporary storage facility for transfer skips used by hospitals, clinics and collectors; general electrical
and mechanical works; and cost to administer the project, opportunity land cost and contingencies etc.

Note 2: The operating cost has not included the following costs: provision of cleaning and disinfecting
all transit skips (for safe transporiation of clinical waste) before handing back to clinical waste
collectors; repair and replacement of damaged transit skips; provision of back up clinical waste
collection service in case of emergency; control and monitoring of air emissions and effluent
discharges; conducting routine microbiological testings to ascertain satisfactory killing of designated
species of microorganisms under operating conditions and certification by accredited laboratories;
compilation of trip tickets, and preparation and submission of information to the Government on
¢linical waste received from all clinical wasle collectors; provision of approved safety and
environmental training for proper operation of the facility ; and implementation of a sound
Environmental Management Sysiem.
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Appendix J

Information extracted from Hong Kong Productivity
Council report (2000) — Proposal on the Use of Plasma
Waste Converter (PWC) to Treat the Hazardous and
Difficult-to-Treat Waste

Capital Cost

¢ Supply, install & commissioning of a 10 HKS$ 50,700,000} (Note 1)
tpd Plasma Waste Converter package (US$ 6.5 million)
plant

Operation and Maintenance Cost

* Direct labour cost (4 men x 3 shifts) HK$ 1,620,000/yr

* Equipment maintenance HK$  130,000/yr

*  Ancillary items HK$ 1,002,000/yr

* Power consumption HK$ 2,628,000/yr

®  QOther pollution abatement cost (Claimed to be nil)

Total: HKS$ 5,380,000/yr (Note 2)

Note 1;  The capital cost has not included the following costs : structures/buildings to house the
Plasma Waste Converter; reception arcas and associated structures for handling the vehicles delivering
clinical waste to the facilities; facility to weigh the vehicles/clinical waste, facility to calculate cost of
treatment of each load of waste and the associated computer facilities to track the waste movement;
facility to automatically load transfer skips of clinical waste into the incineration or treatment facilities;
cold storage facility for holding skips of animal and human tissue and amputated organs; washing
facilities for washing and disinfecting all clinical waste transfer skips used by hospitals and clinics;
general facilities such as safety facility, ventilation and odour control facility, temporary storage facility
for transfer skips used by hospitals, clinics and collectors; general electrical and mechaaical works; and
cost to administer the project, opportunity land cosl and contingencies cte.

Note 2: The operating cost has not included the following costs: provision of cleaning and disinfecting
all transit skips (for safe transportation of clinical waste} before handing back to clinical waste
collectors; repair and replacement of damaged transit skips; provision of back up clinical waste
collection service in case of emergency; contrel and monitoring of air emissions and effluent
discharges; conducting routine microbiclogical testings to ascertain satisfaciory killing of designated
species of microorganisms under operating conditions and certification by accredited laboratorics;
compilation of trip tickets, and preparation and submission of informati on to the Government on
clinical waste received from all clinical waste collectors; provision of approved safety and
environmental training for proper operation of the facility ; and implementation of a sound
Environmental Management System.

Note 3 ; Reference to the company and/or brand name in this report does not necessarily imply that the
Government has approved or will approve the use of the named equipment or supplier for the treatment
of clinical waste in Hong Kong. The information was supplied by the company on a voluntary basis.

Note 4 : It is claimed that the PWC can produce plasma converted gas which can used as a fuel.
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Appendix K

Information extracted from the World Bank’s Healthcare
Waste Management Guidance Note

Capital Cost

Incineration {with flue gas control) -  US$ 120,000 - 200,000 /ton/day
Autoclaving - US$ 40,000 - 125,000 /ton/day

Microwave - US$ 120,000 - 200,000 /ton/day
Operating Cost
Mexico
Radio wave -  USS$ 750/ton (include transport, treatment & disposal)
Incineration -  US$ 410/ton (include transport, treatment & disposal)
Buenos Aires
Autoclave - US$ 660 - 1280/ton (include transport, treatment & disposal)
Incineration - US$ 740 - 1460/ton (include transport, treatment & disposal)

Source of information; World Bank (2000). Healthcare Waste Management Guidance
Note. (http://www.worldbank.org/hnp)
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Appendix L

Studies carried out to Characterize and Quantify the

Emissions from Alternative Technologies

A.

Study carried out by Jones & Konheim (1994)

Comparison of Emission Factors from Three Autoclave Facilities

Facility and Emission Factors
Pollutant (Ibs/tom)
California Air Sheridan Alliance
Resources Board
Mercury 19x10% 6.4x107*
Lead 23x10° 33x10°
Beryllium 83x10°
Cadmium 33x10°
Formaldehyde 1.7x10 7 3.6x10* Not done
Acetaldehyde 1.1x107 Not done
Chloroform 8.4x107 26x10° 9.6 x 10 *
Perchlorethylene 1.7x10 2
Benzene 24x10 7 24x10°7°
Total Hydrocarbons 57x10" 24x%10°" 7.7%x10 7

Inhalation Cancer Risk Associated with a 48 TPD Incinerator
and Autoclave with Similar Dispersion Characteristics

Pollutant Inhalation Cancer Risk (chances/million)
Incinerator Autoclave

Arsenic 0.07
Beryllium 0.04 <0.01
Cadmium 0.14 <0.01
Chromium IV <0.01
Nickel 0.04
Benzene 0.17 <001
Dioxin T.E. 0.29
Acetaldehyde (.19
Formaldehyde 0.13
Chloroform 0.12
Perchlorethylene 0.01

Total 0.75 0.48
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Inhalation Cancer Risk Associated with a 48 TPD Incinerator
and Autoclave with Actual Dispersion Characteristics

Pollutant Inhalation Cancer Risk (chances/million)
Incinerator Autoclave

Arsenic 0.08
Beryllium 0.05 <0.01
Cadmium 0.16 <0.01
Chromium IV <0.01
Nickel .05
Benzene 0.20 0.33
Dioxin T.E. 0.34
Acetaldehyde 3.98
Formaldehyde 3.40
Chloroform 3.06
Perchlorethylene 0.24

Total 0.89 10.96

Reference: Jones, KH & Konheim, CS. (1994) A Comparative Life Cycle Risk Assessment of

Regulated Medical Waste Incineration and Thermal Treatment.

Association, 87® Annual Meeting, 94 -RA123A.04.

Study carried out by Olson (1995)

Air & Waste Management

Pollutants Incinerator Steam Decontamination
(Ib/year) Device
(Ib/year)

In Ash/Steamed Waste

- Cadmium 0.06 0.20

- Lead 18.00 417.00

- Mercury 1.34 35.00
In Air Emission

- Cadmium < detection limit 0.62

- lead 0.22 2.46

- Mercury 0.65 4.11

Reference: Olson, RW (1995) A Comparison between the Emissions of a 1993 Permitted
Medical Waste Incinerator and a Steam Decontamination Devi ce. Air & Waste Management
Association, 88" Annual Meeting. 95 -TAS50.06.




