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Highlights

TABLE  1 Global goals and targets related to WASH in health care facilities

The World Health Organization (WHO) and the United 
Nations Children’s Fund (UNICEF), through the WHO/
UNICEF Joint Monitoring Programme for Water Supply, 
Sanitation and Hygiene (JMP), have produced regular 
updates on water, sanitation and hygiene (WASH) since 
1990. Together, they are responsible for monitoring 
the 2030 Sustainable Development Goal (SDG) targets 
related to WASH. Targets 6.1 and 6.2 refer to universal 
and equitable access to drinking water, sanitation and 
hygiene for all (Table 1). The term ‘universal’ implies 
all settings, including households, schools, health care 
facilities, workplaces and public spaces, and since 2019 
the JMP has maintained a global database on WASH 
services in health care facilities. WASH in health care 
facilities is also essential for achievement of target 3.8 
which aims to provide access to quality essential health 
care services for all. 

This 2022 update presents national, regional and global 
estimates for WASH in health care facilities up to the 
year 2021, with a special focus on the linkages between 
WASH and infection prevention and control (IPC).1
1 JMP reports are available at the JMP website: <https://washdata.org/reports>.

GOALS TARGETS

6: Ensure 
availability and 
sustainable 
management 
of water and 
sanitation 
for all

6.1: By 2030, achieve universal and 
equitable access to safe and affordable 
drinking water for all

6.2: By 2030 achieve access to 
adequate and equitable sanitation 
and hygiene for all and end open 
defecation, paying special attention to 
the needs of women and girls and those 
in vulnerable situations

3: Ensure 
healthy lives 
and promote 
well-being for 
all at all ages

3.8: Achieve universal health coverage, 
including financial risk protection, 
access to quality essential health-care 
services and access to safe, effective, 
quality and affordable essential 
medicines and vaccines for all

The JMP uses service ladders to benchmark and track 
progress on WASH services1. For the purpose of global 
monitoring, the definition of WASH in health care facilities 
includes not only water supply, sanitation and hand 
hygiene, but also health care waste management and 
environmental cleaning (Figure 1), which in health care 
settings are closely related to sanitation and hygiene.

6
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JMP service ladders for WASH in health care facilities

* Improved water sources are those that by nature of their design and construction have the potential to deliver safe water. These include piped water, boreholes or tubewells, protected 
dug wells, protected springs, rainwater, and packaged or delivered water. Improved sanitation facilities are those designed to hygienically separate human excreta from human contact. 
These include wet sanitation technologies – such as flush and pour-flush toilets connecting to sewers, septic tanks or pit latrines – and dry sanitation technologies – such as dry pit latrines 
with slabs, and composting toilets.

JMP service ladders for global monitoring of WASH in health care facilities

SERVICE 
LEVEL WATER SANITATION HYGIENE WASTE

MANAGEMENT
ENVIRONMENTAL

CLEANING

BASIC 
SERVICE

Water is available from an 
improved source* on the 
premises.

Improved sanitation 
facilities* are usable, with 
at least one toilet dedicated 
for staff, at least one 
sex-separated toilet with 
menstrual hygiene facilities, 
and at least one toilet 
accessible for people with 
limited mobility.

Functional hand hygiene 
facilities (with water and 
soap and/or alcohol-based 
hand rub) are available at 
points of care, and within 
five metres of toilets.

Waste is safely segregated 
into at least three bins, and 
sharps and infectious waste 
are treated and disposed 
of safely.

Protocols for cleaning are 
available, and staff with 
cleaning responsibilities 
have all  received training.

LIMITED 
SERVICE

An improved water source is 
available within 500 metres 
of the premises, but not all 
requirements for a basic 
service are met.

At least one improved 
sanitation facility is 
available, but not all 
requirements for a basic 
service are met.

Functional hand hygiene 
facilities are available 
either at points of care or 
toilets but not both.

There is limited separation 
and/or treatment and 
disposal of sharps and 
infectious waste, but not 
all requirements for a basic 
service are met.

There are cleaning 
protocols and/or at least 
some staff have received 
training on cleaning.

NO 
SERVICE

Water is taken from 
unprotected dug wells or 
springs, or surface water 
sources; or an improved 
source that is more than 500 
metres from the premises; or 
there is no water source.

Toilet facilities are 
unimproved (e.g. pit 
latrines without a slab or 
platform, hanging latrines, 
bucket latrines) or there 
are no toilets.

No functional hand 
hygiene facilities are 
available either at points 
of care or toilets.

There are no separate bins 
for sharps or infectious 
waste, and sharps and/or 
infectious waste are not 
treated/disposed of.

No cleaning protocols 
are available and no staff 
have received training on 
cleaning.

FIGURE  1
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40 countries2 had national estimates for basic hygiene services in 2021

2 The JMP produces internationally comparable estimates for 234 countries, areas and territories, including all United Nations Member States. Statistics in this 
report refer to countries, areas and territories.

No service
Limited
Basic

Half of health care facilities had 
a basic hygiene service in 2021

Three out of eight SDG regions had estimates for basic hygiene services in 2021

No service
Limited
Basic

Insufficient data

0-25
25-50
50-75
75-99
>99

Insufficient data
Not applicable

HAND HYGIENE

•	 Half (51%) of health care facilities 
globally had a basic hygiene service, 
meaning that functional hand hygiene 
facilities were available at points of care, 
and within five metres of toilets.

•	Only one third (32%) of health care 
facilities in least developed countries 
(LDCs) had a basic hygiene service. 

•	National data on basic hygiene 
services were available for 35% of the 
global population, and for 37% of the 
population of LDCs.

•	 40 countries and three SDG regions 
had sufficient data to estimate national 
coverage of basic hygiene services in 
health care facilities. 

•	 1 out of 11 health care facilities (9%) 
globally had no service (lacking hand 
hygiene facilities at points of care, as 
well as soap and water at toilets).

•	 48% of government health care facilities 
and 51% of non-government facilities 
had a basic hygiene service. 

•	 68% of health care facilities globally had 
hand hygiene facilities at points of care, 
while 65% had handwashing facilities 
with soap and water at toilets.

•	In sub-Saharan Africa, three quarters 
(73%) of health care facilities had hand 
hygiene facilities at points of care, and 
only one third (37%) had handwashing 
facilities with soap and water at toilets.

•	In sub-Saharan Africa, 87% of hospitals 
had hand hygiene facilities at points 
of care, compared with 68% of non-
hospitals. 

•	 3.85 billion people lacked a basic 
hygiene service at their health care 
facility, including 688 million people 
with no service.

BASIC SERVICE
Functional hand hygiene facilities (with water and soap and/or alcohol-based 
hand rub) are available at points of care, and within five metres of toilets.

Global coverage of hygiene 
services in health care 
facilities in 2021 (%)

Regional coverage of hygiene services in health care facilities in 2021 (%)

Proportion of health care facilities with basic hygiene services, 2021 (%)

FIGURE  2

FIGURE  3

FIGURE  4

No service
Limited
Basic

World
0

20

40

60

80

100

51

40

9

38

53

10

Su
b-
Sa

ha
ra
n

Af
ric

a

 C
en

tr
al
 a
nd

So
ut
he

rn
 A
si
a

La
tin

 A
m
er
ic
a

 a
nd

 th
e

 C
ar
ib
be

an

53

29

18

N
or
th
er
n

Af
ric

a 
an

d
W
es
te
rn
 A
si
a

O
ce
an

ia

38

61

1

Ea
st
er
n 
an

d
So

ut
h-
Ea

st
er
n

As
ia

Au
st
ra
lia
 a
nd

N
ew

 Z
ea
la
nd

8

La
nd

lo
ck
ed

de
ve
lo
pi
ng

co
un

tr
ie
s

32

56

12

Le
as
t

de
ve
lo
pe

d
co
un

tr
ie
s

45

40

15
Fr
ag
ile

co
nt
ex
ts

Sm
al
l i
sl
an

d
de

ve
lo
pi
ng

St
at
es

Eu
ro
pe

 a
nd

N
or
th
er
n

Am
er
ic
a

0

20

40

60

80

100

2 The JMP produces 
internationally comparable 
estimates for 234 countries, 
areas and territories, 
including all United Nations 
Member States. Statistics in 
this report refer to countries, 
areas and territories.
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ENVIRONMENTAL CLEANING BASIC SERVICE
Protocols for cleaning are available, and staff with 
cleaning responsibilities have all received training.

•	 21 countries (representing 7% of the global 
population) had sufficient data to estimate 
national coverage of basic environmental 
cleaning services in health care facilities. 

•	There were not enough countries with 
national data on environmental cleaning to 
calculate regional or global estimates for 
basic environmental cleaning services. 

•	 72% of hospitals in Central 
and Southern Asia had a basic 
environmental cleaning service, 
meaning that cleaning protocols were 
available, and that staff with cleaning 
responsibilities had all received training. 

•	In sub-Saharan Africa, 26% of rural 
health care facilities had a basic 
environmental cleaning service. 45% 
had cleaning protocols, and 32% had 
staff trained on environment cleaning.

IN 2021

9
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No service
Limited
Basic

Insufficient data

0-25
25-50
50-75
75-99
>99

Insufficient data
Not applicable

WASTE MANAGEMENT 

65 countries had national estimates for basic waste management services in 2021

Regional coverage of waste management services in health care facilities in 2021 (%)

Proportion of health care facilities with basic waste management services in 2021 (%)

FIGURE  5

FIGURE  6

BASIC SERVICE
Waste is safely segregated into at least three bins, and sharps 
and infectious waste are treated and disposed of safely.

•	65 countries had sufficient data to 
estimate national coverage of basic 
waste management services in health 
care facilities, meaning that waste was 
segregated at points of generation, 
and sharps and infectious waste were 
treated and disposed of safely.

•	There were not enough countries with 
basic estimates to calculate global 
coverage of waste management 
services. National data on basic waste 
management services were available 
for 24% of the global population. 

•	39% of health care facilities in sub-
Saharan Africa had a basic health 
care waste management service.

•	One out of three health care facilities 
in fragile contexts (32%) and in LDCs 
(34%) had a basic health care waste 
management service.

•		In sub-Saharan Africa, 55% of 
hospitals and 30% of non-hospitals 
had a basic waste management 
service. 6 out of 10 government 
facilities (60%) and less than half of 
non-government health care facilities 
(47%) safely segregated waste.

•		Three out of five hospitals (61%) 
globally had a basic health care 
waste management service.

•		73% of health care facilities globally 
had systems for segregating waste.

•	 	681 million people in sub-Saharan 
Africa lacked a basic waste 
management service at their health 
care facility, including 66 million 
people with no service (neither 
segregation at points of generation 
nor safe treatment and disposal).

Only one SDG region had an estimate for basic waste management services in 2021
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Insufficient 
data

No service
Limited
Basic

Four out of five health care 
facilities had a basic water 
service in 2021

Three out of eight SDG regions had estimates for basic water services in 2021

59 countries had estimates for basic water services in 2021

WATER

Global coverage of water 
services in health care 
facilities in 2021 (%)

Regional coverage of water services in health care facilities in 2021 (%)

Proportion of health care facilities with basic water services in 2021 (%)

FIGURE  7

FIGURE  8

FIGURE  9

•	 78% of health care facilities globally had 
a basic water service, meaning water was 
available from an improved source on the 
premises. 

•	 59 countries and three SDG regions had 
sufficient data to estimate national coverage 
of basic water services in health care 
facilities. 

•	Regional coverage of basic water services 
ranged from 52% in sub-Saharan Africa to 
90% in Eastern and South-Eastern Asia. 

•	In LDCs, only 53% of health care facilities 
had a basic water service.

•	National data on basic water services were 
available for 37% of the global population, 
and for 53% of the population of LDCs. 

•	 11% of health care facilities globally had 
a limited water service, meaning they had 
access to an improved source that was either 

located off the premises or did not have 
water available at the time of the survey.

•	 11% of health care facilities globally had 
no service, meaning they either used 
water from an improved source more 
than 500 metres from the premises or 
an unimproved source, or had no water 
source at all. 

•	Globally, 3% of health care facilities in 
urban areas and 11% in rural areas had 
no service. 

•	 88% of hospitals but only 77% of smaller 
health care facilities had a basic water 
service. 

•	Globally, 1.7 billion people lacked a basic 
water service at their health care facility, 
including 857 million people who had no 
service at their health care facility. 

BASIC SERVICE
Water is available from an improved source on the premises.

No service
Limited
Basic

Insufficient data

0-25
25-50
50-75
75-99
>99

Insufficient data
Not applicable
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Insufficient data

Insufficient 
data

No service
Limited
Basic

No service
Limited
Basic

Insufficient data
Not applicable
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>99

SANITATION

Global coverage of sanitation 
services in health care 
facilities in 2021 (%)

Regional coverage of sanitation services in health care facilities in 2021 (%)

Proportion of health care facilities with basic sanitation services in 2021 (%)

FIGURE  10

BASIC SERVICE
Improved sanitation facilities are usable, with at least one toilet dedicated for staff, at least one sex-separated 
toilet with menstrual hygiene facilities, and at least one toilet accessible for people with limited mobility.

•	 	41 countries and three SDG regions 
had sufficient data to estimate 
national coverage of basic sanitation 
services in health care facilities.

•		There were not enough countries with 
estimates to calculate global coverage 
of basic sanitation services in health 
care facilities. National data on basic 
sanitation services were available for 
19% of the global population.

•		In sub-Saharan Africa, 13% of health 
care facilities had a basic service (with 
usable improved sanitation facilities, 
including at least one toilet dedicated 
for staff, at least one sex-separated 
toilet with menstrual hygiene facilities, 
and at least one toilet accessible for 
people with limited mobility).

•		21% of health care facilities in LDCs 
had a basic sanitation service.  

•	 	10% of health care facilities globally 
had no service, meaning they had 
unimproved toilets or no toilets at all. 

•		The proportion of health care 
facilities with no sanitation service 
ranged from 3% in Latin America and 
the Caribbean as well as Eastern and 
South-Eastern Asia to 22% in sub-
Saharan Africa. 

•		780 million people globally had no 
service at their health care facility.

1 in 10 health care facilities had 
no sanitation service in 2021

FIGURE  11

FIGURE  12
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DATA COVERAGE

% OF POPULATION 
(# OF COUNTRIES, 
AREAS AND 
TERRITORIES)

BASIC WATER BASIC SANITATION BASIC HYGIENE BASIC WASTE
MANAGEMENT

BASIC 
ENVIRONMENTAL

CLEANING

2019 2020 2022 2019 2020 2022 2019 2020 2022 2019 2020 2022 2019 2020 2022

WORLD (234) 36% (38) 37% (52) 37% (59) 7% (18) 12% (27) 19% (41) 23% (14) 26% (21) 35% (40) 19% (48) 20% (58) 24% (65) 0% (4) 2% (12) 7% (21)

SDG regions

Australia and 
New Zealand (2) 0% (0) 0% (0) 0% (0) 0% (0) 0% (0) 0% (0) 0% (0) 0% (0) 0% (0) 0% (0) 0% (0) 0% (0) 0% (0) 0% (0) 0% (0)

Central and 
Southern Asia (14) 9% (3) 9% (4) 14% (6) 0% (1) 8% (3) 23% (5) 0% (1) 8% (3) 23% (5) 11% (4) 11% (5) 25% (6) 0% (1) 0% (2) 15% (4)

Eastern and 
South-Eastern Asia (18) 78% (3) 77% (3) 66% (3) 0% (0) 3% (1) 3% (2) 63% (1) 65% (2) 66% (3) 14% (3) 15% (4) 12% (4) 0% (0) 3% (1) 0% (0)

Europe and Northern  
America (53) 2% (7) 2% (8) 2% (8) 2% (3) 1% (3) 1% (3) 2% (5) 2% (7) 2% (7) 2% (6) 2% (8) 2% (8) 0% (2) 1% (4) 1% (4)

Latin America and the 
Caribbean (50) 7% (3) 14% (7) 14% (7) 7% (3) 40% (4) 40% (4) 0% (0) 0% (0) 2% (1) 10% (4) 12% (5) 13% (6) 0% (0) 0% (0) 2% (1)

Northern Africa and 
Western Asia (25) 5% (4) 8% (5) 47% (11) 5% (4) 5% (4) 36% (9) 3% (3) 3% (3) 43% (9) 10% (5) 10% (5) 27% (9) 2% (1) 3% (2) 21% (6)

Oceania (21) 72% (1) 82% (7) 18% (8) 0% (0) 0% (2) 16% (6) 0% (0) 0% (0) 16% (4) 72% (1) 80% (5) 18% (8) 0% (0) 0% (0) 9% (3)

Sub-Saharan
Africa (51) 60% (17) 66% (18) 61% (16) 41% (7) 40% (10) 41% (12) 26% (4) 26% (6) 44% (11) 73% (25) 77% (26) 75% (24) 0% (0) 5% (3) 8% (3)

Other regional groupings

Landlocked developing 
countries (32) 46% (9) 52% (12) 33% (13) 36% (6) 41% (11) 21% (11) 6% (3) 16% (8) 26% (10) 62% (13) 68% (16) 61% (16) 0% (0) 11% (5) 8% (4)

Least developed  
countries (46) 45% (12) 62% (20) 53% (18) 21% (5) 36% (10) 37% (14) 6% (2) 21% (6) 37% (13) 75% (25) 73% (29) 71% (26) 0% (0) 5% (4) 8% (6)

Small island developing  
States (53) 14% (3) 36% (10) 23% 10) 2% (2) 5% (4) 8% (8) 1% (1) 4% (2) 7% (6) 32% (5) 36% (9) 25% (12) 1% (1) 1% (1) 2% (4)

Fragile  
contexts (57) 43% (17) 49% (21) 56% (24) 25% (8) 33% (10) 53% (18) 16% (4) 23% (5) 56% (17) 56% (27) 55% (27) 77% (32) 0% (0) 1% (1) 27% (9)

Income groupings

Low income (27) 30% (5) 60% (12) 48% (11) 25% (3) 32% (7) 23% (8) 1% (1) 9% (4) 23% (7) 61% (14) 67% (16) 72% (16) 0% (0) 8% (3) 12% (3)

Lower middle income (55) 30% (18) 25% (18) 25% (22) 8% (5) 12% (6) 28% (16) 8% (3) 12% (4) 29% (16) 30% (19) 28% (21) 37% (25) 0% (1) 0% (2) 11% (9)

Upper middle income (54) 60% (9) 63% (14) 65% (17) 3% (8) 14% (11) 14% (13) 58% (6) 61% (8) 62% (11) 3% (9) 6% (12) 5% (13) 0% (2) 3% (5) 2% (6)

High income (79) 2% (6) 2% (6) 2% (7) 1% (2) 0% (1) 1% (2) 1% (4) 2% (5) 2% (6) 1% (6) 2% (8) 2% (9) 0% (1) 0% (2) 1% (3)

Proportion of population (%) and number of countries with national estimates available for basic WASH services, by region in JMP progress 
updates (2019–2022)

Global availability of data on basic WASH services in health care facilities

Since the first global report on WASH in health care 
facilities was published in 2019, many countries 
have strengthened their national monitoring systems 
and included WASH indicators in health care facility 
assessments as well as in routine monitoring information 
systems (MIS). 

In 2022, for the first time, there were sufficient data3, 
from 40 countries representing 35% of the global 
population, to make a global estimate for hand hygiene 
services in health care facilities (Table 2). The increase 
in data coverage was greatest in sub-Saharan Africa 
and in Northern Africa and Western Asia, both of which 
had enough data to produce regional estimates of basic 
hygiene for the first time. The only national data available 
3 The JMP produces regional or global estimates when national data are available from 
countries representing at least 30% of the regional or global population. Estimates are 
more robust when they represent at least 50% of the population. More details on JMP 
methods are provided in Annex 1. 

from China covered basic water and basic hygiene 
services (from a 2018 survey on WASH in primary health 
care facilities), while no national data were available from 
India for any of the basic WASH services4.

Overall, data coverage is highest for basic water services, 
which was the only service area to have a global estimate 
in the 2019 baseline report. However, not many large 
countries have added estimates since the 2019 report, 
and estimates are still only available for 59 countries, 
representing 37% of the global population. Data 
coverage has grown rapidly for basic sanitation, waste 
management and environmental cleaning services, 
but remains below the 30% threshold needed to make 
estimates of global service levels.

4 Data on WASH in health care facilities in India are collected through the Kayakalp 
programme (<http://qi.nhsrcindia.org/kayakalp-swachh-swasth-sarvatra>). National data 
on WASH services were received by the JMP after the country consultation period for 
this report and will be included in future updates. This will bring global data coverage for 
several WASH indicators above 50%. The 2022 report does include Kayakalp data from 
2018 on WASH services in hospitals in India.

50-100% coverage30-49% coverage0-29% coverage

TABLE  2

http://qi.nhsrcindia.org/kayakalp-swachh-swasth-sarvatra
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The World Health Organization (WHO) and the 
United Nations Children’s Fund (UNICEF), through 
the WHO/UNICEF Joint Monitoring Programme for 
Water Supply, Sanitation and Hygiene (JMP) produces 
comparable national, regional and global estimates 
of progress on drinking water, sanitation and hygiene 
(WASH) and are responsible for global monitoring 
of the Sustainable Development Goal (SDG) targets 
related to WASH. The JMP releases updated 
estimates for WASH in households in odd years and 
updated estimates for WASH in health care facilities 
and schools in even years. This progress report 
presents national, regional and global estimates 
for WASH in health care facilities up to the year 
2021, with a special focus on WASH and infection 
prevention and control (IPC). Details of the methods 
used to produce estimates are provided in Annex 1. 

WASH AND HEALTH IN THE 2030 AGENDA 
FOR SUSTAINABLE DEVELOPMENT
The 2030 Agenda for Sustainable Development, 
adopted by the United Nations General Assembly in 
2015, provides an overarching framework to monitor 
progress across 17 SDGs and 169 global targets 
over the 2015–2030 period. SDG 6 aims to ‘ensure 
available and sustainable management of water and 
sanitation for all’ and includes targets for universal 
access to safe drinking water, sanitation and hygiene 
for all by 2030 (targets 6.1 and 6.2), while SDG 3 
aims to ‘ensure healthy lives and promote well-being 
for all at all ages’. These targets are highly ambitious 
but also inter-related and mutually reinforcing. SDG 
target 3.8 on universal health coverage is tracked 
using an index of essential health services, which 
includes the use of basic sanitation services at 
home. Target 3.9 calls for ‘substantially reducing the 
number of deaths and illnesses’ attributed to unsafe 
water, unsafe sanitation and lack of hygiene. Other 
targets (3.1, 3.2, 3.3) call for reducing maternal 
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mortality and under-five and neonatal mortality, as 
well as ending epidemics, including of waterborne 
diseases. All these targets are directly impacted by 
WASH conditions in health care settings. 

In March 2018, the Secretary-General of the United 
Nations launched a global call to action for WASH 
in all health care facilities, noting that health care 
facilities are essential tools in reducing disease, and 
that without basic WASH services, health care facilities 
can instead contribute to more infections, prolonged 
hospital stays and preventable deaths, including of 
mothers and babies. This call was answered in a May 
2019 World Health Assembly resolution5 calling on 
countries to conduct comprehensive assessments of 
WASH and IPC in health care facilities, and to take 
steps to improve WASH and IPC conditions where 
necessary. The resolution requests WHO to provide 
global leadership in this area, to work with UNICEF 
5 2019 World Health Assembly Resolution – WHA72.7. Water, sanitation and hygiene 
in health care facilities. In: Seventy-second World Health Assembly, Geneva, 20–28 
May 2019. Resolutions and decisions, annex. Geneva: World Health Organization, 2019 
<https://apps.who.int/gb/ebwha/pdf_files/WHA72/A72_R7-en.pdf>.

to produce regular reports on the global status of 
WASH in health care facilities as part of efforts to 
achieve SDG 6, and to include safe WASH and IPC in 
health care facilities within effective universal health 
coverage, primary health care and efforts to monitor 
the quality of care. 

In May 2022, the World Health Assembly passed a 
resolution calling for WHO to draft a global strategy 
on infection prevention and control. The resolution 
further calls on WHO Member States to ensure that 
at least the minimum requirements for IPC – which 
encompass WASH services – are implemented 
and monitored, and to take steps to ensure that 
sustainable IPC and WASH infrastructures and 
resources are in place and utilized across all health 
care facilities6.

6 2022 World Health Assembly Resolution – WHA75.13. Global strategy on infection 
prevention and control. In: Seventy-fifth World Health Assembly, Geneva, 20–28 May 
2022. Resolutions and decisions, annex. Geneva: World Health Organization, 2022 
<https://apps.who.int/gb/ebwha/pdf_files/WHA75/A75_R13-en.pdf>.
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WASH AND IPC IN HEALTH CARE FACILITIES
IPC programmes prevent patients, health workers, 
and visitors to health care facilities from being harmed 
by avoidable infections, including those caused by 
antimicrobial-resistant (AMR) pathogens, acquired 
during the provision of health care services. IPC is 
also a cornerstone of health system resiliency and 
preparedness7. Without basic WASH services in 
health care facilities, it is impossible to deliver safe 
health care services; inadequate water, sanitation, 
hand hygiene, health care waste management, and 
environmental cleaning services limit the ability of health 
care professionals to maintain hygienic environments 
and provide quality health care to patients. IPC and 
WASH can and should be described as interdependent 
and complementary. WASH is one of the eight core 
components for effective IPC programmes, providing 
the enabling environment for safety, and it is important 
that IPC and WASH professionals work together in 
the design and maintenance of health care facilities, 
including WASH infrastructure and services. 

Inadequate WASH and IPC contribute to health-care-
associated infections (HAI), which are a major public 
health concern globally. In high income countries, 7% of 
patients in acute-care hospitals will develop one or more 
HAI during their hospital stays, and the rate is more than 
twice as high (15%) in low and middle income countries. 
Up to 30% of patients in intensive care can be affected 
by HAI, with an incidence that is 2 to 20 times higher in 
low and middle income countries than in high income 
countries, in particular among neonates7.

Sepsis remains a major cause of mortality globally, 
causing approximately 20% of all deaths: around 
11 million potentially avoidable deaths each year. 
Approximately one in four hospital-treated sepsis cases 
are health care-associated; mortality among patients 
affected by health care-associated sepsis is nearly one 
in four. And mortality among patients affected with 
AMR pathogens is at least two to three times higher 
than among those infected with sensitive pathogens8. 
Sepsis mortality is often related to suboptimal quality 
of care in health care settings, inadequate WASH and 
health infrastructure, poor IPC, late diagnosis, and 
inappropriate clinical management. More than half of 
all cases of health-care-associated sepsis are thought 
to be preventable through basic WASH services and 
appropriate IPC measures.

While inadequate WASH contributes to the transmission 
of avoidable infection in health care – and by extension 
the spread of AMR – evidence suggests that poor 
WASH in health care facilities also leads to increased 
prophylactic use of antibiotics before birth, which may 

7 Global report on infection prevention and control. Geneva: World Health 
Organization, 2022 <https://www.who.int/publications/i/item/9789240051164>.
8 Global report on the epidemiology and burden of sepsis. Geneva: World Health 
Organization, 2020 <https://www.who.int/publications/i/item/9789240010789>.

be an important contributor to AMR. Almost one 
third of the 670 000 neonatal deaths due to sepsis 
worldwide each year may be attributable to resistant 
pathogens. In addition, unsafe disposal of wastewater 
from health care facilities can contribute to the spread 
of AMR in the environment9.

Within WHO’s guidelines on the core components of 
IPC programmes, WASH is firmly positioned as one of 
the eight core components (Table 3). The guidelines 
outline the necessary elements in achieving an 
effective IPC programme to prevent current and future 
threats, strengthen health service resilience and help 
combat AMR10. 

Within core component 8 (CC8), the guidelines 
recommend that ‘patient care activities should be 
undertaken in a clean and hygienic environment 
that facilitates practices related to the prevention 
and control of HAI, as well as AMR, including all 
elements around WASH infrastructure and services 
and the availability of appropriate IPC materials 
and equipment’. WHO has also defined minimum 
requirements for the core components, which all 
countries and health care facilities should have in 
place at the primary, secondary and tertiary care 
levels to ensure minimum protection for patients, 
health workers and visitors11.

9 Report by the WHO Director-General to the 72nd World Health Assembly. Patient 
safety. Geneva: World Health Organization, 2019 <https://apps.who.int/gb/ebwha/
pdf_files/WHA72/A72_27-en.pdf>.
10 Guidelines on core components of infection prevention and control programmes
at the national and acute health care facility level. Geneva: World Health 
Organization, 2016 <https://www.who.int/publications/i/item/9789241549929>.
11 Minimum requirements for infection prevention and control programmes. 
Geneva: World Health Organization, 2019 <https://www.who.int/publications/i/
item/9789241516945>.

Core components of infection prevention and control programmes

Core components of IPC programmes

TABLE  3

CORE 
COMPONENT DESCRIPTION

CC1 Infection prevention and control programmes

CC2 National and facility level infection prevention  
and control guidelines

CC3 Infection prevention and control education  
and training

CC4 Health-care-associated infection surveillance

CC5 Multimodal strategies for implementing  
infection prevention and control activities

CC6 Monitoring/audit of IPC practices and  
feedback and control activities

CC7 Workload, staffing and bed occupancy  
at the facility level

CC8 Built environment, materials and equipment  
for IPC at the facility level

https://www.who.int/publications/i/item/9789240051164
https://www.who.int/publications/i/item/9789240010789
<https://apps.who.int/gb/ebwha/pdf_files/WHA72/A72_27-en.pdf>.
<https://apps.who.int/gb/ebwha/pdf_files/WHA72/A72_27-en.pdf>.
<https://www.who.int/publications/i/item/9789241549929>.
<https://www.who.int/publications/i/item/9789241516945>.
<https://www.who.int/publications/i/item/9789241516945>.
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The IPC Assessment Framework (IPCAF) has been 
developed to support and track the implementation 
of the WHO core components of IPC programmes 
at the acute health care facility level12. The IPCAF 
is a structured, closed-formatted questionnaire with 
associated scoring system, which is usually self-
administered. It consists of 81 indicators covering the 
eight core components. Over the course of 2019, WHO 
supported a global survey among health care facilities 
using the IPCAF tool.

Following a global call to participate in the survey, a total 
of 4,440 responses were received from 81 countries 
(additional data from some countries were excluded due 
to low numbers of facilities responding per capita in a 
country)13. Since the health care facilities participated 
voluntarily, the results are not considered nationally 
representative and were therefore not used for JMP 
country estimates, except where publicly available 
reports indicated that the IPCAF assessment was 
nationally representative. In order to improve global 
representativeness, recruitment efforts aimed to engage 
countries in different WHO regions and World Bank 
income classifications14, and scores were weighted on 
the basis of country, WHO region, income classification, 
facility care level (primary, secondary and tertiary) and 
type (private or public). Weighted IPCAF score medians 
and inter-quartile ranges were produced overall and by 
WHO region and World Bank income groups. 

The IPCAF questionnaire covering core component 
8 includes 10 indicators on water, sanitation, hand 
hygiene, waste management, and environmental 
cleaning. These comprise 60% of the possible total 
score for the component, with power supply, ventilation, 

12 Infection prevention and control assessment framework at the facility level. Geneva: 
World Health Organization, 2018 <https://www.who.int/publications/i/item/WHO-HIS-
SDS-2018.9>.
13 The first WHO global survey on infection prevention and control in health-care 
facilities. Lancet Infectious Diseases, 2022. <https://doi.org/10.1016/S1473-
3099(21)00809-4>.
14 World Bank Country and Lending Groups, 2022 fiscal year. <https://datahelpdesk.
worldbank.org/knowledgebase/articles/906519-world-bank-country-and-lending-groups>.

patient placement and personal protective equipment 
(PPE), decontamination and sterilization making up 
the remainder. Among health care facilities with fully 
completed surveys, water supply generally had the 
highest median score, with 89% of facilities reporting that 
water services were available at all times and of sufficient 
quantity for all uses. Fewer facilities had functioning hand 
hygiene stations available – only 69% said that these were 
available at all points of care. And the biggest challenges 
were related to environmental cleaning – only 55% of 
facilities reported having cleaning records for floors and 
horizontal work surfaces (Figure 13). 

The IPCAF survey, and the global WASH indicators 
presented in this report, highlight the fact that many 
health care facilities lack even basic WASH services. 
Outbreaks of viral diseases, such as Ebola in West Africa, 
Middle East Respiratory Syndrome, and most recently 
the global pandemic of SARS-CoV-2, have shown how 
limited or non-existent IPC programmes in health care 
facilities, combined with inadequate WASH services, can 
threaten national and global health security. 

Achieving universal access to WASH in health care 
facilities requires political will and strong leadership 
at both national and facility levels, but is highly cost 
effective, and would yield substantial health benefits. 
While investments would need to increase to reach 
full coverage of basic WASH services, the financial 
needs are modest compared to current overall health 
and WASH spending. A global analysis estimated that 
universal basic WASH services in health care facilities 
could be achieved in 46 least developed countries (LDCs) 
by 2030 for less than US$10 billion, which represents 
additional expenditures of less than US$1 per person per 
year15. Furthermore, several tools are readily available 
for countries to improve IPC and WASH in health care 
facilities (Box 1).
15 Chaitkin, Michael et al. ‘Estimating the cost of achieving basic water, sanitation, 
hygiene, and waste management services in public health-care facilities in the 46 UN 
designated least-developed countries: a modelling study’. Lancet Global Health, 6 April 
2022 <https://doi.org/10.1016/S2214-109X(22)00099-7>.

Selected WASH elements from IPCAF survey 2019, weighted medians (%) FIGURE  13

Infection prevention and control assessment framework results highlight inadequate WASH
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https://www.who.int/publications/i/item/WHO-HIS-SDS-2018.9
https://www.who.int/publications/i/item/WHO-HIS-SDS-2018.9
https://doi.org/10.1016/S1473-3099(21)00809-4
https://doi.org/10.1016/S1473-3099(21)00809-4
https://datahelpdesk.worldbank.org/knowledgebase/articles/906519-world-bank-country-and-lending-groups
https://datahelpdesk.worldbank.org/knowledgebase/articles/906519-world-bank-country-and-lending-groups
https://doi.org/10.1016/S2214-109X(22)00099-7
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The 2019 WHO/UNICEF JMP global baseline report 
on WASH in health care facilities was accompanied by a 
report on eight practical steps (Figure 14) that countries 
can take to improve WASH in health care facilities16.

WHO and UNICEF have supported the development of 
WASH FIT (the Water and Sanitation for Health Facility 
Improvement Tool), a risk-based quality improvement tool 
for improving and managing WASH services in health care 
facilities, in line with the eight practical steps17. Introduced 
in 2018 and updated in 2022, WASH FIT has been applied 
in more than 50 countries to date. Modelled after water 
and sanitation planning approaches, it includes five main 
steps, starting with an assessment and concluding with 
regular internal monitoring and improvements. 

The package covers the five WASH domains (water, 
sanitation, hand hygiene, health care waste management, 
and environmental cleaning), as well as two domains 
necessary to support WASH (energy and environment, 
and management and personnel) and two cross-cutting 
domains (climate resilience, and equity and inclusion). The 
16 Water, sanitation and hygiene in health care facilities: practical steps to
achieve universal access to quality care. Geneva: World Health Organization, 
2019 <https://www.who.int/publications/i/item/9789241515511>.
17 Water and Sanitation for Health Facility Improvement Tool (WASH FIT): 
a practical guide for improving quality of care through water, sanitation 
and hygiene in health care facilities. Second Edition. Geneva: World Health 
Organization, 2022 <https://washinhcf.org/wash-fit/>.

assessment tool includes 71 WASH indicators, which include 
and go beyond the 16 core questions needed for monitoring 
the global WASH indicators developed by the JMP in 201818. 
While the JMP core questions are designed to have yes/no 
or single specific responses – which facilitates data analysis 
– the WASH FIT questions are more qualitative, with traffic-
light style responses (red, yellow or green). The new edition 
of WASH FIT provides guidance on how to convert from the 
traffic-light responses to the JMP service ladders.

The WASH FIT questions are designed not only to provide 
a snapshot of WASH services at the facility level, but to 
identify and help to prioritize improvements that can be 
made. Where room for improvements in IPC and WASH 
is found, health care facilities can draw upon a number 
of tools to support improvements. WHO has developed a 
multimodal improvement strategy and a five-step cycle to IPC 
implementation, which complement the WASH FIT materials 
and are described in detail in an interim practical manual19 as 
well as in the recent 2022 global IPC report20.
18 Core questions and indicators for monitoring WASH in health care facilities in
the Sustainable Development Goals. Geneva: World Health Organization and the 
United Nations Children’s Fund, 2018 <https://washdata.org/report/jmp-2018-core-
questions-monitoring-winhcf>.
19 Interim practical manual: supporting national implementation of the WHO
guidelines on core components of infection prevention and control programmes. 
Geneva: World Health Organization, 2017 <https://www.who.int/publications/i/item/
WHO-HIS-SDS-2017-8>.
20 Global report on infection prevention and control. Geneva: World Health 
Organization, 2022 <https://www.who.int/publications/i/item/9789240051164>.

Tools for improving IPC and WASH in health care facilities

BOX 1

Eight practical steps to improve WASH in health care facilitiesFIGURE  14
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https://www.who.int/publications/i/item/9789241515511
https://washinhcf.org/wash-fit/
https://washdata.org/report/jmp-2018-core-questions-monitoring-winhcf
https://washdata.org/report/jmp-2018-core-questions-monitoring-winhcf
https://www.who.int/publications/i/item/WHO-HIS-SDS-2017-8
https://www.who.int/publications/i/item/WHO-HIS-SDS-2017-8
https://www.who.int/publications/i/item/9789240051164
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BASIC HYGIENE SERVICES 
Numerous studies have confirmed the important role the 
contaminated hands of health care workers and patients 
play in pathogen transmission in health care facilities. 
Interventions to increase hand hygiene compliance are 
one of the most effective approaches for reducing HAI, 
and form the cornerstone of IPC programmes. There 
has been renewed attention to hand hygiene in light of 
the Ebola epidemic in Africa, the SARS epidemic in Asia, 
and the subsequent COVID-19 global pandemic. While 
we now know COVID-19 is not primarily spread through 
hands and surfaces, many other infectious diseases – 
including influenza – are. Therefore, hand hygiene is 
likely to remain a primary barrier to transmission in 
future pandemics.

To meet the criteria for a basic hygiene service, health 
care facilities must have functional hand hygiene 
facilities (with water and soap or alcohol-based hand 
rub) available at points of care, and within five metres 
of the toilet (Figure 15). Health care facilities that have 
hand hygiene facilities either at points of care or toilets, 

Hygiene 
services in 
health care 
facilities

SECTION 2

IPC RECOMMENDATIONS

PRIMARY CARE

Functional hand hygiene facilities should 
always be available at points of care/toilets 
and include soap, water and single-use towels 
(or if unavailable, clean reusable towels) or 
alcohol-based hand rub (ABHR) at points of 
care, and soap, water and single-use towels 
(or if unavailable, clean reusable towels) 
within five metres of toilets.

SECONDARY 
AND TERTIARY 
CARE

Functional hand hygiene facilities should 
always be available at points of care, toilets 
and service areas (e.g. the decontamination 
unit), which include alcohol-based hand rub 
and soap, water and single-use towels (or if 
unavailable, clean reusable towels) at points 
of care and service areas, and soap, water 
and single-use towels (or if unavailable, clean 
reusable towels) within five metres of toilets.

Source: Minimum requirements for infection prevention and control programmes, 
WHO, 2019  
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but not both, are classed as having a limited service, and 
those with no facilities at all are classed as having no 
service. While the basic service indicators are universally 
relevant, they do not capture all aspects of WASH 
services that are important for health care, and IPC 
guidelines cover many other aspects of hygiene, such as 
handwashing promotion and assessments of compliance. 

A point of care is defined as the place where three 
elements come together: the patient, the health care 
worker, and care or treatment involving contact with 
the patient or their surroundings (within the patient 
zone). The concept embraces the need to perform hand 
hygiene at recommended moments exactly where care 
delivery takes place. This requires that hand hygiene 
materials (for example, alcohol-based hand rub, or water 
and soap) be easily accessible and as close as possible – 
within arm’s reach of where patient care or treatment is 
taking place. Point of care products should be accessible 
without having to leave the patient zone. 

FIGURE 15 Hygiene service ladder for health care facilities

HYGIENE

BASIC SERVICE

Functional hand hygiene facilities (with water and soap and/
or alcohol-based hand rub) are available at points of care, 
and within five metres of toilets

LIMITED SERVICE

Functional hand hygiene facilities are available either at 
points of care or toilets but not both

NO SERVICE

No functional hand hygiene facilities are available either at 
points of care or toilets
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By 2021, estimates for basic hygiene services were 
available for 40 countries and three out of eight SDG 
regions, representing 35% of the global population. On 
this basis, it is estimated that globally just over half (51%) 
of health care facilities had a basic hygiene service. This 
means that 3.85 billion people lacked basic hand hygiene 
facilities at points of care at their health care facility, 

FIGURE 16

Hygiene service levels varied widely between countries and regions in 2021

National coverage of hygiene services in health care facilities, by country, SDG region and income group, 2021 (%)
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including 3.16 billion whose health care facility had 
functional hand hygiene facilities available at points of 
care or toilets but not both, and therefore counted as a 
limited service, and 688 million whose health care facility 
had no hygiene service – no functional hand hygiene 
facilities available either at points of care of toilets. 
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FIGURE 17

Constructing the hygiene service ladder in Northern Africa and Western Asia

Proportion of health care facilities by type of hygiene service and data coverage in Northern Africa and Western Asia, 2021 (%)

Among the three SDG regions with sufficient data 
available to calculate regional estimates, coverage ranged 
from 53% in Northern Africa and Western Asia to just 
38% in sub-Saharan Africa and in Eastern and South-
Eastern Asia, while in LDCs only one in three health care 
facilities (32%) had a basic hygiene service in 2021. 

While there was at least one country with national 
estimates available in each SDG region, service levels 
varied widely (Figure 16). Among 40 countries with 
available data, national coverage of basic hygiene 
services was at least 50% in just over half the countries 
(22) but only one third (14) had reached 75% coverage, 
and in one fifth of countries (8) coverage remained below 
33% in 2021. 

In Europe and Northern America, Serbia (86%) was 
the only country with data available that had not yet 
achieved universal access (>99%). In Northern Africa and 
Western Asia, coverage ranged from universal access 
in Azerbaijan, Kuwait and Oman to just 17% in Sudan, 
while in Eastern and South-Eastern Asia coverage ranged 
from 93% in Thailand to just 16% in the Lao People’s 
Democratic Republic. In sub-Saharan Africa, Rwanda, 
Ghana and Zimbabwe were the only countries with >50% 
coverage but none of the countries in Oceania met this 
threshold in 2021. In eight countries, more than one 
in four health care facilities had no hygiene service at 
all, including Sudan where two out of three health care 
facilities had no facilities at either points of care or toilets.

Figure 17 shows how the JMP estimates different levels 
of hygiene service in health care facilities, using the 
example of Northern Africa and Western Asia. The 
JMP only produces regional estimates when data for 
the relevant domain are available for at least 30% of 
the regional population. Data coverage is shown in grey 
behind the bars showing the proportion of health care 
facilities with hand hygiene facilities and materials in 
place. In 2021, 82% of health care facilities in Northern 
Africa and Western Asia had any hygiene facility and 
the remaining 18% were therefore classified as having 
no service (data on any facility were available for 44% of 
the population). But to establish whether hand hygiene 
facilities meet the criteria for a basic service additional 
information is needed. In 2021, 62% of health care 
facilities had hygiene facilities with water and soap or 
alcohol-based hand rub at points of care (and 59% had 
facilities with water and soap at toilets (data on water 
and soap at points of care and at toilets were available 
for 37% and 35% of the population, but there were no 
data about alcohol-based hand rub at points of care) and 
59% had facilities with water and soap at toilets. These 
data are then combined to estimate the proportion with 
both hand hygiene at points of care and handwashing at 
toilets, therefore meeting the criteria for a basic service 
(53%). The remaining 29% that have facilities available 
either at points of care or at toilets, but not both, are 
classed as having a limited service.
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A basic hygiene service implies having both hand 
hygiene facilities at points of care and handwashing 
facilities at toilets, and disaggregated data show that 
the limiting factor varies across countries (Figure 
18). In the majority of countries with data, access to 
hand hygiene facilities is higher at points of care than 
at toilets, but there are important exceptions. For 
example, in China two thirds of health care facilities 
(67%) had handwashing facilities with water and soap 
at toilets, but just one third (36%) had hand hygiene 
facilities at points of care. By contrast, in Uganda 
three quarters of health care facilities (74%) had hand 
hygiene facilities at points of care, but only a quarter 
(24%) had handwashing facilities at toilets.

Disaggregation by type of facility can also highlight 
disparities in basic hygiene coverage between 
government and non-government health care facilities 
(Figure 19). While there is little difference in Iran and 
the occupied Palestinian territory, in Vanuatu only 
one fifth (20%) of government facilities have a basic 
hygiene service, compared with two thirds (67%) of 
non-government health care facilities. In Bangladesh, 
Sudan and the United Republic of Tanzania, basic 
hygiene coverage was over 30 percentage points 
higher in non-government health care facilities.

FIGURE 18

FIGURE 19

Hand hygiene coverage at points of care and at 
toilets varies widely between countries

 Basic hygiene coverage is often higher in non-government health care facilities 

Proportion of health care facilities with hand hygiene facilities 
at points of care and at toilets, by income group in 2021 (%)

Basic hygiene services by government or non-government management, 2021 (%)
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FIGURE 20

Basic hygiene services in Ghana improved markedly 
in response to the COVID-19 pandemic

Hygiene service levels in health care facilities, Ghana 
District Health Information Management Systems (DHIMS) 
2018–2021 (%)

Ghana is one of the few countries with sufficient time 
series data to enable analysis of trends in hygiene 
services before and during the COVID-19 pandemic. 
Quarterly data from the District Health Management 
Information System show that between March 2018 
and December 2019 there was a steady increase in 
the proportion of health care facilities with a limited 
service while coverage of basic services showed little 
change. Since the start of the COVID-19 pandemic 
there has been a marked acceleration, with coverage 
of basic services rising from 41% in December 2019 
to 57% by June 2021. But over the same period, the 
proportion of health care facilities with no hygiene 
service remained largely unchanged at 2% (Figure 20). 

OTHER ELEMENTS OF HYGIENE SERVICES
While the global indicator for basic hygiene services 
is universally relevant, it does not address other 
aspects of hygiene that are important for preventing 
and controlling infections and for providing high 
quality healthcare. It is therefore important to 
progressively incorporate other aspects of hygiene 
into national monitoring systems, especially in 
countries where most health care facilities have 
already met the basic service level.
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For example, Ireland requires health care facilities to 
monitor whether health care workers are complying 
with basic hand hygiene protocols and has established 
national targets for compliance. The Irish Health 
Protection Surveillance Centre24 of the Health Service 
Executive (HSE) reported that there has been a steady 
increase in average levels of compliance (Figure 
21), from 75% in 2011 to 93% in 2021, following 
progressive increases in the national target. While 
compliance varies between individual facilities, it tends 
to be higher in private hospitals than in public hospitals.

By further disaggregating these data, it is possible to 
analyse trends in specific hand hygiene behaviours 
at ‘five key moments’ defined by WHO. Over the last 
10 years there has been a steady improvement in 
compliance at all five key moments in acute public 
hospitals (Figure 22). In 2011, compliance was higher 
after body fluid exposure (83%) and after touching a 
patient (80%), than before clean or aseptic procedures 
(74%) and before touching a patient (74%), and lowest 
after touching patient surroundings (67%). By 2021, 9 
out of 10 health care workers in Ireland were reportedly 

24 The Health Protection Surveillance Centre (HPSC) has operational responsibility for the 
running of health services in Ireland. <https://www.hpsc.ie/>.

FIGURE 21

In Ireland, hand hygiene compliance in hospitals increased from 75% to 93% between 2011 and 2021 

Hand hygiene compliance by hospital type in Ireland, 2011–2021 (%)

practising hand hygiene at all five key moments, and 
compliance after touching patient surroundings had 
increased by over 20 percentage points.

Promoting hand hygiene has been shown to positively 
influence compliance among health care workers 
and several countries collect information on the 
availability of promotional materials in health care 
facilities. Figure 23 shows that among countries with 
recent survey data available there are sometimes 
significant differences between settings. In Kenya, 
Iraq and Jordan promotional materials were more 
frequently available in hospitals than in non-
hospitals, while the reverse was true in the Federated 
States of Micronesia. In both Kenya and in Jordan 
the gap in availability of promotional materials 
exceeded 25 percentage points. Promotional 
materials were more widely available in urban 
facilities than in rural facilities in all countries with 
disaggregated data available, except for Oman which 
had universal coverage in all settings. The 2021 
census in Iraq found that while nearly half (50%) 
of health care facilities had promotional materials 
available, coverage was significantly higher in urban 
areas (58%) than rural areas (38%).
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FIGURE 23

By 2021, 9 out of 10 health care workers in Ireland practised hand hygiene at each of the WHO five key moments 

Availability of hand hygiene promotional materials varies by country and type of health care facility

FIGURE 22 Hand hygiene compliance by WHO five key moments in acute public hospitals in Ireland, 2011–2021 (%)

Availability of hand hygiene promotional materials in different settings, selected surveys25 2019–2021 (%)

25 This figure refers to data from individual surveys, not to estimates resulting from multiple data sources. In this report, when figures refer to individual surveys, these 
are identified with a short name and the survey year. For more details about individual surveys please refer to the relevant JMP country files for WASH in health care 
facilities: <https://washdata.org/data/downloads>.
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FIGURE 24

Data coverage on basic hygiene services has grown rapidly, permitting global estimates for the first time

Proportion of population (%) and number of countries with data on basic hygiene services in JMP progress updates 2019–2022, nationally 
and by type of facility (%)
Note: Income categories using the World Bank’s classification for fiscal year 2022 <https://datahelpdesk.worldbank.org/knowledgebase/articles/906519-world-bank-
country-and-lending-groups>

DATA COVERAGE
Since the 2019 JMP global baseline report, there has been 
a significant increase in the availability of national data for 
monitoring the global indicator for basic hygiene services 
in health care facilities. The number of countries with 
national estimates available has increased from 14 to 40 
and the proportion of the population for which estimates 
are available has increased from 23% to 35%, exceeding 
the 30% threshold required to make a global estimate 
(Figure 24).While there has been a four-fold increase in 

the number of countries with estimates for hospitals, 
and an eight-fold increase in the number with estimates 
for non-hospitals, data coverage for the former remains 
below the threshold. Data coverage is now sufficient to 
make a global estimate for government facilities (30%) 
and for non-hospitals (37%), but remains far lower 
for non-government health care facilities (8%) and for 
disaggregation into urban (8%) and rural (15%) areas.
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BASIC ENVIRONMENTAL  
CLEANING SERVICES  
Microbial contamination of surfaces in health care 
facilities can lead to transmission of HAI, as well as 
contribute to the development of AMR. Robust systems 
for routine environmental cleaning are therefore 
essential to reduce the risk of HAI for patients, visitors 
and staff in health care facilities. This requires that 
staff with responsibility for cleaning floors and work 
surfaces should be identified, trained, provided with 
the necessary materials, and supervised as part of 
a broader approach to IPC within the health care 
facility. Effective cleaning of environmental surfaces 
(e.g. bed rails, call buttons, floors, work surfaces) is a 
fundamental intervention for IPC and has been shown 
to significantly reduce the transmission of HAI.

The service ladder used for global monitoring reflects 
this focus on processes and procedures. The basic 
environmental cleaning service level requires that 
cleaning protocols are in place and that all staff with 

Environmental 
cleaning in 
health care 
facilities 

SECTION 3

IPC RECOMMENDATIONS

PRIMARY 
CARE

Sufficient and appropriate IPC supplies and 
equipment (e.g. mops, detergent, disinfectant, 
PPE and sterilization) and power/energy (e.g. 
fuel) should be available for performing all 
basic IPC measures according to minimum 
requirements/standard operating procedures 
(SOPs), including all standard precautions, as 
applicable.

SECONDARY 
AND TERTIARY 
CARE

Sufficient and appropriate supplies and 
equipment and reliable power/energy should 
be available for performing all IPC practices, 
including standard and transmission-
based precautions, according to minimum 
requirements/SOPs.

Source: Minimum requirements for infection prevention and control programmes, 
WHO, 2019 
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cleaning responsibilities have received training. Health 
care facilities are classed as having a limited service 
if there are cleaning protocols and at least some staff 
have received training, and no service if there are no 
protocols and no staff have been trained (Figure 25). 
While the basic service indicator is suitable for the 
purposes of global monitoring it does not address 
all the minimum requirements for national IPC 
programmes, including availability of sufficient and 
appropriate supplies and equipment and power/energy 
required for cleaning. 

In 2021, 21 countries had sufficient data to estimate 
coverage of basic environmental cleaning services. 
While this is a marked increase from the 4 countries 
that had data on basic services for the global baseline 
report in 2019, the countries with national data still 
represent only 7% of the global population, and it is not 
yet possible to produce global or regional estimates. 
However, it can be estimated that 72% of hospitals in 
Central and Southern Asia had basic services in 2021. 
By contrast, in rural sub-Saharan Africa only 26% of 

FIGURE 25 Environmental cleaning service ladder for health care 
facilities 

ENVIRONMENTAL CLEANING

BASIC SERVICE

Protocols for cleaning are available, and staff with cleaning 
responsibilities have all received training

LIMITED SERVICE

There are cleaning protocols and/or at least some staff have 
received training on cleaning

NO SERVICE

No cleaning protocols are available and no staff have received 
training on cleaning

health care facilities had basic services, less than half 
(45%) had cleaning protocols, and only one third (32%) 
had staff trained on environmental cleaning. 
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Service levels varied widely among the 21 countries 
with national estimates available for environmental 
cleaning in 2021 (Figure 26). While 3 countries had 
already achieved universal access (>99%) to basic 
services, in 14 countries coverage was below 50%, 
including in 8 countries where less than 25% of 
health care facilities had basic environmental cleaning 
services. None of the countries in sub-Saharan Africa 
and Oceania had reached 50% coverage by 2021 and 
Northern Africa and Western Asia had the biggest 
disparities between countries, ranging from universal 
access in Kuwait to just 1% in Sudan.

In 10 countries, over half of health care facilities had 
cleaning protocols but not all staff had been trained 
on environmental cleaning, and were therefore 
classed as having a limited service. And in Bhutan, 
Iraq, and the Maldives, over a quarter of health care 
facilities had neither protocols nor trained staff and 
were classed as having no service at all.

In order to calculate environmental cleaning service 
ladders at the regional or global level, data must be 
available for countries representing at least 30% of 

FIGURE 26

Environmental cleaning services varied widely between countries and regions in 2021

Environmental cleaning services in health care facilities, by country, SDG region and income group, 2021 (%)

the regional or global population. None of the SDG 
regions have yet met this data coverage level, but 10 
of the 57 countries categorized as ‘fragile contexts’26, 
representing 36% of the total population living in 
fragile contexts, do have national data on training 
in environmental cleaning (Figure 27, data coverage 
shown in grey). In 2021, 62% of health care facilities 
reported having any cleaning element, meaning that 
the remaining 38% had none. Among those with any 
cleaning, 48% reported having cleaning protocols (or 
Standard Operating Procedures, SOPs) but only 34% 
reported that all staff responsible for cleaning had 
been trained, and the proportion meeting both criteria 
for a basic cleaning service was just 31%. However, 
only 9 of these countries have data on the availability 
of protocols or SOPs. These countries represent only 
27% of the total population living in fragile contexts, 
so regional estimates for the service levels can’t be 
made. Training was the only cleaning element for 
which data coverage (36%) was sufficient to make a 
regional estimate for fragile contexts in 2021. 

26 As of May 2021, the OECD States of Fragility series identifies 57 fragile contexts, 
including 13 that are classified as extremely fragile. Source: <https://www.oecd.org/
dac/states-of-fragility-fa5a6770-en.htm>.
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FIGURE 27

Constructing the environmental cleaning service ladder in fragile contexts

Proportion of health care facilities by type of environmental cleaning service and data coverage in fragile contexts, 2021 (%)
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FIGURE 28

FIGURE 29

Either availability of protocols or training of all staff 
can be the limiting factor for basic services

In some health care facilities cleaning protocols are in place but not all staff have been trained 

Proportion of health care facilities with cleaning protocols 
available, and with all staff with cleaning responsibilities 
trained, by income group, 2021 (%)

Proportion of health care facilities with cleaning protocols available, and extent of staff training on protocols, by type of 
facility in the Islamic Republic of Iran, Vanuatu and Sudan, 2021 (%)
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In countries that have disaggregated data available 
on both the availability of cleaning protocols and the 
extent to which responsible staff have been trained, it is 
possible to analyse the limiting factors for environmental 
cleaning in different types of health care facilities (Figure 
28). In some countries, protocols are widely available 
but staff are not all trained; in Rwanda there was nearly 
a 50 percentage point gap between the proportion of 
facilities with protocols (92%) and with all staff trained 
(43%). However, in Bhutan all staff were trained in 45% 
of health care facilities, but only 20% of facilities had 
protocols available.

Figure 29 shows comparable data from three countries 
with data on both protocols and training, which can be 
disaggregated by type of facility. In all three countries 
there were a number of hospitals with protocols in place 
but where all staff had not been trained, with the gap 
ranging from 5 percentage points in the Islamic Republic 
of Iran to 40 percentage points in Vanuatu. In Sudan, 1 
in 5 health care facilities (21%) had no staff responsible 
for environmental cleaning, only 1 in 20 (5%) met the 
basic service level, and in 3 out of 5 facilities (62%) none 
of the staff had been trained. Non-government facilities 
were twice as likely to have protocols than government 
facilities (18% versus 9%), and five times as likely to have 
trained all staff (16% versus 3%). 

Availability of cleaning protocols Extent of training on protocols:
All have been trained Some but not all have been trained
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Environmental cleaning services in hospitals are often significantly better than in smaller facilities 

FIGURE 30 Basic environmental cleaning services by type of health care facility, 2021 (%)

0 20 40 60 80 100

HospitalNon-hospital

San Marino

Oman

North Macedonia

Serbia

Iran (Islamic Republic of)

Micronesia (Federated States of)

Pakistan

occupied Palestinian territory

Iraq

Kenya

Sudan

Maldives

Vanuatu

Solomon Islands

Bhutan

In many countries, there were also significant disparities 
in basic environmental cleaning coverage between 
hospitals and non-hospitals in 2021 (Figure 30). 
Coverage was equally high in San Marino and Oman 
and equally low in Sudan, but coverage was higher in 
non-hospitals in all other countries, except for Bhutan. 
Solomon Islands had a 60 percentage point gap in 
coverage between non-hospitals (73%) and hospitals 
(13%), and the gap exceeded 25 percentage points in 
the Islamic Republic of Iran, the Federated States of 
Micronesia, Pakistan, Iraq, Vanuatu and Kenya. Bhutan 
is an exception to this rule: a 2019 census of health care 
facilities found that none of the 26 hospitals, but 6% of 
the 208 smaller facilities (Basic Health Units) had basic 
environmental cleaning services. 

OTHER ELEMENTS OF ENVIRONMENTAL 
CLEANING SERVICES
The basic service indicator only includes information 
about the availability of protocols and training of staff. 
But trained staff may be unable to follow protocols if 
appropriate cleaning materials are not available, or if 
they are not motivated and encouraged to follow regular 
cleaning routines. And even when cleaning is actually 
done, it may not be done effectively. Many governments 
have set their own standards for environmental cleaning 
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in health care facilities that go beyond the basic service 
level. For example, the 2019 IPCAF survey asked 
health care facilities to report on whether they had 
appropriate and well-maintained materials available 
for cleaning (Figure 31). Self-reported data from 4,400 
health care facilities showed relatively little variation 
by type of facility (primary, secondary or tertiary), but 
a strong gradient by income group; 84% of facilities 
in high income countries reported having access to 
the necessary cleaning materials, nearly double the 
coverage in low income countries (43%). 

A number of countries have attempted to measure the 
visible cleanliness of health care facilities. The Service 
Provision Assessments (SPA)27, for example, end their 
facility surveys by recording the general cleanliness 
and conditions of the facility, including if the floors are 
swept, with no obvious dirt and waste present, and if 
counters, tables and chairs are wiped clean, with no 
obvious dust and waste. Among 13 surveys with similar 
indicators, visible cleanliness ranged from 48% in the 
Federated States of Micronesia to universal (>99%) in 
Oman and the Islamic Republic of Iran (Figure 32). The 

27 The Service Provision Assessment (SPA) is a health facility survey implemented 
through the Demographic Health Survey programme and supported by the US Agency 
for International Development: <https://dhsprogram.com/methodology/Survey-
Types/SPA.cfm>.

FIGURE 31

Many health care facilities lack the materials necessary for environmental cleaning 

Availability of appropriate and well-maintained materials for cleaning, IPCAF survey 2019 (%)
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2014 SPA in Malawi revealed modest differences in 
visible cleanliness between urban and rural areas, and 
between hospitals and non-hospitals. Differences were 
greater between government and non-government 
facilities (71% and 95%, respectively) and greatest 
by sub-national area – four districts had universal 
covearge (>99%) but only 41% of health care facilities 
in Nsanje District were considered visibly clean.

In the Kenya Harmonized Health Facility Assessment 
of 2018, a number of questions were asked about 
different types of cleaning protocols, as well as the 
extent of staff training. This large survey could be 
disaggregated by multiple stratifiers, with hospitals 
and facilities in urban areas generally having the 
highest services, and rural and government facilities 
having the lowest (Figure 33). Among the different 
indicators included in the survey, health care facilities 
most commonly had protocols for cleaning floors, 
followed by cleaning counters and tables (both at 
78% nationally). Around two thirds of facilities had 
cleaning rosters and step-by-step tecniques for specific 
tasks, but only 42% of facilities had trained all staff 
responsible for cleaning.

https://dhsprogram.com/methodology/Survey-Types/SPA.cfm
https://dhsprogram.com/methodology/Survey-Types/SPA.cfm
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FIGURE 32

FIGURE 33

Cleanliness of health care facilities varies widely between and within countries 

In Kenya, training on environmental cleaning is lower than availability of protocols in all settings  

Proportion of health care facilities considered visibly clean by country and by facility type within Malawi, selected surveys 2014–2021 (%)

Environmental cleaning indicators in Kenya, 2018 Health Facility Assessment (%)
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FIGURE 34

Data coverage on basic environmental cleaning services has grown rapidly but remains low 

Proportion of population (%) and number of countries with data on basic environmental cleaning services in JMP progress updates 2019–
2022, nationally and by type of facility (%)
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DATA COVERAGE
The environmental cleaning indicators were developed 
relatively recently, and have not been included in many 
health sector facility assessments or management 
information systems (MIS) to date. Still, in recent years 
countries have been adopting the new indicators, and the 
number of countries with national data has risen from 4 
in 2019 to 12 in 2020 and 21 in 2022 (Figure 34). 

More countries have made assessments in non-
hospitals (24) than in hospitals (19), as some 
surveys target primary health centres. However, 
as a few large countries (notably India) have made 
assessments in hospitals, data coverage by population 
is higher for hospitals (24%) than for non-hospitals 
(10%). Disaggregated data is least available for non-
government facilities, and relatively few countries can 
disaggregate between urban and rural settings. 
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BASIC WASTE MANAGEMENT SERVICES 
Sound management of health care waste is an essential 
element of IPC programmes. Needlestick injuries 
are one of the most serious occupational health 
threats to health care workers, with more than 2 
million cases occurring per year28. Proper segregation 
and management of sharps waste at the point of 
generation, as well as subsequent safe treatment and 
disposal, can reduce this number, and prevent some 
of the thousands or even millions of infections with 
hepatitis B, hepatitis C and HIV caused by needlestick 
injuries each year. Other forms of health care waste 
also generate risks of infections for staff, patients and 
surrounding communities, and uncontrolled burning 
and inadequate incineration can generate toxic dioxins 
and furans. However, the majority of health care waste 

28 Bouya, Salehoddin et al. ‘Global prevalence and device related causes of needle stick
injuries among health care workers: a systematic review and meta-analysis’. Ann Glob 
Health. 2020; 86(1): 35. doi: 10.5334/aogh.2698. <https://annalsofglobalhealth.org/
article/10.29024/aogh.2698/>.

Waste management 
services in health 
care facilities 

SECTION 4

IPC RECOMMENDATIONS

PRIMARY CARE

Sufficient and appropriately labelled bins 
to allow for health care waste segregation 
should be available (less than five metres 
from point of generation); waste should 
be treated and disposed of safely via 
autoclaving, incineration, and/or buried in 
a lined, protected pit.

SECONDARY 
AND TERTIARY 
CARE

Sufficient and appropriately labelled bins 
to allow for health care waste segregation 
(including for needle and sharps disposal) 
should be available and used (less than five 
metres from point of generation) and waste 
should be treated and disposed of safely via 
autoclaving, incineration (850° to 1,100°C), 
and/or buried in a lined, protected pit.

Source: Minimum requirements for infection prevention and control programmes, 
WHO, 2019 

40

https://annalsofglobalhealth.org/article/10.29024/aogh.2698/
https://annalsofglobalhealth.org/article/10.29024/aogh.2698/
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is not infectious29 , and proper segregation at the point 
of generation can greatly reduce the volume of waste 
requiring treatment and disposal.

The service ladder used for global monitoring of health 
care waste management focuses on safe segregation 
of health care waste and safe treatment and disposal 
of wastes in line with the minimum requirements 
for IPC programmes. The basic waste management 
service indicator calls for segregation of waste at 
points of generation (into at least three bins), as well 
as appropriate waste treatment and disposal. Facilities 
that have neither bins for segregation nor appropriate 
systems for treatment and disposal of waste are classed 
as having no waste management service, while those 
only partially meeting the criteria for a basic service are 
classed as having a limited service (Figure 35).

29 Only 10 to 15% of waste generated through routine health service provision is 
hazardous or infectious. Global analysis of healthcare waste in the context of 
COVID-19: status, impacts and recommendations. Geneva: World Health Organization, 
2022 <https://www.who.int/publications/i/item/9789240039612>.

FIGURE 35 Waste management service ladder for health care facilities 

WASTE MANAGEMENT

BASIC SERVICE

Waste is safely segregated into at least three bins, and sharps 
and infectious waste are treated and disposed of safely

LIMITED SERVICE

There is limited separation and/or treatment and disposal 
of sharps and infectious waste, but not all requirements for 
basic service are met

NO SERVICE

There are no separate bins for sharps or infectious waste, 
and sharps and/or infectious waste are not treated/disposed 
of safely
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FIGURE 36

Health care waste management service levels varied widely between countries and regions in 2021

Waste management services in health care facilities, by country, SDG region and income group, 2021 (%)
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In 2021, estimates for basic health care waste management 
services were available for 65 countries, including several 
in each SDG region, apart from Australia and New 
Zealand (Figure 36). These represented 24% of the global 
population, which is below the 30% threshold required to 
make a global estimate. However, data for segregation of 
wastes were available for 47% of the global population, 
and on this basis it is estimated that 73% of health care 
facilities globally had systems for segregating waste.

Sub-Saharan Africa was the region with the highest data 
coverage, with estimates from 24 countries representing 
three quarters of the regional population. A regional 
estimate could therefore be made, that 39% of health 
care facilities (55% of hospitals and 30% of non-hospitals) 
in sub-Saharan Africa had basic services in 2021. This 
means that 682 million people in sub-Saharan Africa 
lacked a basic waste management service at their health 
care facility, including 66 million people with no waste 
management service (neither segregation at points of 
generation nor safe treatment and disposal).

In 10 countries of sub-Saharan Africa, over 50% of health 
care facilities had a basic waste management service, but in 
Guinea-Bissau and the Democratic Republic of the Congo 
less than 5% did. Other regions also showed great diversity; 
in Northern Africa and Western Asia, basic services ranged 
from just 3% in Sudan to 98% in Oman. Basic services 
are generally higher in countries with more developed 
economies, but six upper-middle income countries 
(Ecuador, Iraq, Libya, Maldives, Paraguay and Peru) had 
less than 50% coverage, and four high income countries 
(Bahrain, Lithuania, Oman and Seychelles) had less than 
universal (>99%) coverage. 

In many countries, a large proportion of health care 
facilities had some limited separation and/or treatment 

and disposal of sharps and infectious waste but did not 
meet all criteria for a basic service, so are classed as having 
a limited service. But in six countries, over a quarter of 
health care facilities had no safe segregation, treatment or 
disposal, and are classed as having no waste management 
service at all.

Calculation of the basic waste management indicator 
requires data on waste segregation as well as treatment 
and disposal of infectious wastes and sharps. Because 
these data often come from the same sources, and can 
be integrated at the level of the health care facility, the 
JMP calculates the basic service indicator at the facility 
level, and aggregates data to produce national, regional 
and global estimates. Among the 46 countries classified 
by the United Nations as ‘least developed countries’30, 28 
countries representing 72% of the regional population 
had data on waste segregation, and in 55% of the 
health care facilities represented, systems for waste 
segregation were in place. 31 countries (87% of the 
regional population) had data on waste treatment and 
disposal, which showed a similar situation for different 
types of waste; infectious waste and sharps were treated 
and disposed of appropriately in 50% and 51% of health 
care facilities, respectively. In 26 countries, with 71% 
of the regional population, data were available on both 
segregation and treatment. This is well above the 30% data 
coverage threshold for producing regional estimates, so 
it is estimated that 34% of health care facilities in LDCs 
had both segregation and treatment, and therefore a 
basic service, in 2021. Since 85% of health care facilities 
had some kind of waste management (segregation or 
treatment), the 15% without either were classified as having 
no service. The remaining 50% of health care facilities were 
counted as having a limited service (Figure 37).

30 UN list of least developed countries: <https://unctad.org/fr/node/2972>.

FIGURE 37

Constructing the waste management service ladder in LDCs

Proportion of health care facilities by type of waste management service and data coverage in LDCs, 2021 (%)
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Globally, 58 countries had data on both segregation 
and treatment of waste, and Figure 38 shows that 
one or the other of these may be the limiting factor 
for basic services. In 28 countries, more health care 
facilities segregated than treated waste, while in 21 
countries more facilities treated waste than practised 
segregation. Treatment levels were significantly 
higher than segregation levels in several low income 
countries, including the Democratic Republic of the 
Congo and Guinea-Bissau where almost no health care 
facilities segregated waste. In low and upper-middle 
income countries segregation was often more common 
than treatment; in Kiribati and Peru more than 90% of 
facilities segregated waste but only around 20% treated 
wasted appropriately.

In most countries, basic waste management services 
are higher in urban than in rural areas. In 21 of the 30 
countries with estimates in both settings, basic services 
are at least 10 percentage points higher in urban 
than in rural; in Ethiopia and Kiribati the gap is over 
60 percentage points. In a few countries this trend is 
reversed; in Indonesia, Mali, Senegal and Haiti, basic 
services were slightly higher in rural areas, usually 
because of higher waste segregation rates. FIGURE 38

Waste is sometimes treated without segregation; 
segregated waste is often not treated

Waste segregation and treatment in health care facilities, by 
income group, 2021 (%)

FIGURE 39

Urban health care facilities are more likely than rural facilities to have a basic waste management service 

Basic waste management services in urban and rural health care facilities, 2021 (%)
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FIGURE 40 Proportion of health care facilities practising different measures of waste segregation, Effective Vaccine Management initiative, 2020-21 (%) 

Sharps containers may meet standards but not be used properly

OTHER ELEMENTS OF WASTE  
MANAGEMENT SERVICES
The global indicator for basic waste management 
services is a useful starting point, but does not 
incorporate many important aspects of waste 
management, such as the effectiveness of segregation 
practices or the reliability of treatment systems. 

Many surveys record very basic information about waste 
segregation, such as whether sharps containers are 
present or not, but only a few collect multiple indicators 
about waste segregation. The WHO Effective Vaccine 
Management (EVM) initiative supports countries in 
monitoring vaccine supply chains, and EVM assessments 
have been carried out in more than 80 countries31. 
Figure 40 shows four comparable indicators related to 
segregation of sharps waste, selected from 14 countries 
that have conducted national assessments in 2020 and 
2021; one indicator on whether the container complies 
with national standards and policies, or has been 
prequalified through WHO’s Performance, Quality and 
Safety (PQS) process, and three indicators about actual 
use of the containers. While in all countries there were 
many health care facilities without appropriate containers 
(ranging from 18% in Djibouti to 52% in Nepal), even 

31 Effective Vaccine Management initiative: <https://extranet.who.int/evm2/web/Public>.

when containers are available they are often not used 
properly. In Burundi, Djibouti and Lebanon, more than 
50% of health care facilities had appropriate sharps 
containers but in Lebanon only 14% were apparently 
using the safety boxes, in Djibouti only 9% reported 
defanging used syringes or placing them in safety boxes 
immediately after use, and in Burundi none of the 
health care facilities reported filling safety boxes to the 
appropriate level.

The sharps container is PQS approved
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A wide range of technologies are used to treat health 
care waste, and the most appropriate technology 
will depend on local circumstances, balancing the 
need to protect public health and the environment. 
In accordance with the Basel Convention32, it is 
recommended that waste treatment techniques that 
minimize the formation and release of chemicals or 
hazardous emissions should be prioritized. Incineration 
or burning is widely practised, but can cause serious 
environmental pollution, including the formation of 
highly toxic dioxin and furan compounds. 

The Stockholm Convention33 sets targets for avoiding 
the formation of dioxins and furans by either avoiding 
combustion-based technologies or ensuring that 
combustion is done at high temperature; a first chamber 
should reach at least 850 °C, while temperatures in 
a second chamber should reach at least 1,100 °C to 
minimize the formation of toxic compounds34. However, 
health care facilities in low income and middle income 
settings more commonly use simpler single-chamber 
incinerators or open burning (Figure 41), which don’t 
reach high enough temperatures to prevent the formation 

32 The most comprehensive global environmental treaty on hazardous and other wastes 
is: United Nations Environment Programme. The Basel Convention on the Control of 
Transboundary Movements of Hazardous Wastes and their Disposal. Geneva: UN, 
1989 <www.basel.int/TheConvention/Overview>.
33 United Nations Environment Programme. The Stockholm Convention on Persistent 
Organic Pollutants (POPs). Geneva: UN, 1989 <www.pops.int>.: a global treaty to protect 
human health and the environment from highly dangerous, long-lasting chemicals, by 
restricting and ultimately eliminating their production, use, trade, release and storage.
34 World Health Organization. SSafe management of wastes from health-care activities. 
Geneva: World Health Organization, 2014 <https://www.who.int/publications/i/
item/9789241548564>.

of toxic chemicals. This may be the best available 
option as a transitional measure if the only alternative is 
uncontrolled dumping. Where low-temperature burning 
is practised, health care facilities should avoid burning 
PVC plastics and other chlorinated wastes that can lead 
to the formation of dioxins and furans. 

For global monitoring, the JMP counts incineration, 
including single-stage, towards the basic service level, 
but does not count open burning. Among the 11 
countries with comparable data shown in Figure 41, two-
stage incineration was used in less than 5% of health care 
facilities. Single-stage incineration was more common, 
ranging from 4% in Afghanistan and Bangladesh to 41% 
in Zimbabwe, but open burning was far more prevalent, 
ranging from 25% in Afghanistan and the Democratic 
Republic of the Congo to over 60% in Mozambique 
and Nepal. Burial in a protected lined pit or removal 
for treatment offsite are also counted towards the basic 
service level. In principle, steam-based technologies 
such as autoclaving, or innovative technologies such 
as microwave radiation and frictional heat treatment 
can also effectively decontaminate waste and would 
count towards the basic service level, but these are not 
commonly available in low income and middle income 
settings or recorded in most facility assessments. Some 
surveys (including the Service Availability and Readiness 
Assessment – SARA and Service Provision Assessment 
– SPA) collect information on a variety of treatment 
technologies, but many assessments only record if waste 
is ‘treated’ or ‘burned’.

FIGURE 41

Open burning of medical waste is widespread

Methods used for treatment and disposal of medical waste, selected SARA and SPA surveys, 2015–2019 (%)
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<https://www.beah.om/Knowledge-Center/Report>
<https://www.beah.om/Knowledge-Center/Report>
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