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Background: The assessment of neurodevelopmental effects in children associated with prenatal
methylmercury exposure, from contaminated fish and seafood in the maternal diet, has recently
been strengthened by adjustment for the negative confounding resulting from co-exposure to
beneficial polyunsaturated fatty acids (PUFAs).
Objectives: We aimed to determine the cost-effectiveness of a periconceptional screening program
of blood mercury concentration for women planning to become pregnant in Ontario, Canada. Fish
intake recommendations would be provided for those found to have blood mercury levels above the
intervention threshold.
Methods: Analysis was conducted using a combined decision tree/Markov model to compare
the proposed screening intervention with standard care from a societal perspective over a lifetime
horizon. We used the national blood mercury distributions of women 20–49 years of age reported
in the Canadian Health Measures Survey from 2009 through 2011 to determine the cognitive
deficits associated with prenatal methylmercury exposure for successful planned pregnancies.
Outcomes modeled included the loss in quality of life and the remedial education costs. Value of
information analysis was conducted to assess the underlying uncertainty around the model results
and to identify which parameters contribute most to this uncertainty.
Results: The incremental cost per quality-adjusted life year (QALY) gained for the proposed
screening intervention was estimated to be Can$18,051, and the expected value for a willingness to
pay of Can$50,000/QALY to be Can$0.61.
Conclusions: Our findings suggest that the proposed periconceptional blood mercury screening
program for women planning a pregnancy would be highly cost-effective from a societal perspective. The results of a value of information analysis confirm the robustness of the study’s conclusions.
Citation: Gaskin J, Rennie C, Coyle D. 2015. Reducing periconceptional methylmercury exposure:
cost–utility analysis for a proposed screening program for women planning a pregnancy in Ontario,
Canada. Environ Health Perspect 123:1337–1344; http://dx.doi.org/10.1289/ehp.1409034

Introduction

Prenatal mercury (Hg) has been associated
with adverse neurodevelopmental effects
at exposures detected at levels found in the
general public from exposure to methylmercury (MeHg) contaminated fish and seafood in
the diet (Grandjean et al. 2003; Karagas et al.
2012; Oken et al. 2008). Subclinical neurotoxic effects, including neurophysiological and
neuropsychological effects, associated with
population-level Hg exposures were identified from three prospective cohort studies
initiated in the 1980s, in the Faroe Islands
(Budtz-Jørgensen et al. 2000, 2004; Grandjean
et al. 1997, 1998), in New Zealand (Crump
et al. 1998), and in the Seychelle Islands
(Myers et al. 2003). Recently, the importance
of adjusting for negative confounding has
been reviewed (Choi et al. 2008); negative
confounding results from co-exposure to
beneficial polyunsaturated fatty acids (PUFAs)
when Hg contaminated fish and seafood is
consumed. A strengthened association of
prenatal MeHg with adverse neurodevelopmental effects has been reported after adjustment for PUFAs as a covariate in prospective
cohort studies in the Faroe Islands (BudtzJørgensen et al. 2007), in the United States
(Lederman et al. 2008; Oken et al. 2008), and
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in a second cohort in the Seychelle Islands
(Strain et al. 2008). The New Zealand study
comprised mothers matched on fish intake,
and thus implicitly included adjustment for
PUFAs. Adverse neurodevelopment effects
were detected at very low Hg exposures in two
U.S. prospective cohort studies (Lederman
et al. 2008; Oken et al. 2008).
The World Health Organization (Poulin
and Gibb 2008) recommends adopting a
population health perspective to assess the
burden of exposures that can be reduced by
intervention strategies. One such burden is
prenatal Hg exposure; the increase in mild
mental retardation in a population can be
calculated from the shift in IQ distribution
that results from the cognitive deficits associated with the distribution of Hg exposure in
pregnant women, approximated from that in
women of child-bearing age.
Several economic analyses have recently
been published assessing xenobiotic metal
toxicity, both mercury and lead, from a
societal perspective. The burden of MeHg
neurodevelopmental toxicity has been assessed
in terms of IQ loss and the associated lost
lifetime earnings in the United States (Rice
et al. 2010; Trasande et al. 2005) and in
Europe (Bellanger et al. 2013). The assessment
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of the economic benefits of preventing Hg
exposures above three intervention thresholds in Europe (Bellanger et al. 2013) was
based on the association of prenatal Hg with
cognitive deficits adjusted for co-exposure to
PUFAs, and a lower Hg exposure threshold
for adverse effects. Roman et al. (2011)
recommended development of a dose–
response relationship between Hg exposure
and cardiovascular risk so that this risk can
be included in future population health risk
assessments of Hg. An estimate of this risk
was included in the economic analysis by Rice
et al. (2010). Evaluations of the burden of
childhood lead (Pb) exposure predate those
of prenatal MeHg exposure and have been
more complex, including consequences of
IQ loss in outcomes of reduced quality of life
and societal costs, such as remedial education costs, and increased criminal justice
and health care costs (Glotzer et al. 1995;
Muennig 2009). A partial cost–benefit
analysis was conducted for a blood Pb
screening program for children from a societal
perspective in France (Pichery et al. 2011),
which included remedial education costs, lost
lifetime earnings associated with IQ loss, and
criminal justice system costs.
The objective of this economic analysis
is to estimate the quality of life to be gained
from reducing prenatal Hg exposures, to
determine the cost-effectiveness of a periconceptional screening program of blood
Hg concentration for women planning to
become pregnant in Ontario, Canada, from
a societal perspective. The blood Hg distributions [Canadian Health Measures Survey
(CHMS) (StatCan 2013)] were used to
characterize exposures of women 20–49 years
of age, and IQ loss was calculated using the
association, adjusted for PUFAs, of cord
blood Hg with cognitive deficits.

Methods
Study perspective and time horizon. A societal
perspective and a lifetime analytic horizon
are appropriate for this study because the
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neurodevelopment effects of prenatal Hg
exposure is thought to be persistent and
irreversible (Debes et al. 2006; Murata et al
2007). The outcomes modeled are reduced
quality of life, occurring over a lifetime, and
remedial education costs, from junior kindergarten through grade 12. Remedial education
costs are provided by the Ontario government.
Intervention strategies. Two treatment comparators are evaluated for women
planning to become pregnant in Ontario: the
reference case and the intervention case. The
reference case represents the current situation,
with no assessment of blood Hg level. The
intervention case consists of the proposed
blood Hg screening program for women
planning to become pregnant, between the
ages of 20 and 49 years; the fish consumption
advice (Department of Health and Human
Services/U.S. Environmental Protection
Agency 2004), provided for those with levels
above the intervention threshold, recommends
eating two servings of fish per week, substituting small oily fish that are high in healthy
PUFAs and low in MeHg (e.g., salmon, sole,
trout, shrimp) for high-Hg fish (shark, swordfish, fresh tuna). Three intervention thresholds
are assessed. The base case uses an intervention threshold for maternal blood of 3.4 μg/L.
Two higher intervention thresholds are evaluated in the sensitivity analysis, at 8 μg/L [the
Canadian provisional interim blood guidance
value (Legrand et al. 2010)], and at 4.7 μg/L
(the Canadian provisional value divided by the
mean ratio of cord to maternal blood Hg).
Analytical framework. A combined
decision tree/Markov model, shown in
Figure 1, is used to analyze the cost-utility of
the two treatment comparators. The cohort
is followed from the periconceptional period
until death. Prenatal Hg exposure will be
closely related to the maternal blood Hg levels
during the periconceptional period, when the
costs of screening and interventions occur,
and is represented by the decision tree. The
lifelong impacts of mild mental retardation
(MMR), defined as having an IQ between
50 and 70, associated with prenatal Hg
exposure are calculated from the Markov
part of the model using an annual cycle.
Two outcomes over the lifetime, alive and
dead, are modeled for the cohort using the
2009 all-cause age-specific Ontario mortality
rates as the transition probabilities from alive
to dead, published in the Death Database
[Statistics Canada (StatCan) 2009]. The
proportion of children who are shifted from
IQ slightly > 70 to < 70 by the cognitive
deficits associated with their prenatal Hg
exposures is calculated from the maternal
blood Hg distribution and the standard
normal IQ distribution. The only difference
between the two treatment comparators in
the model is the intervention. The reference
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case subtree (labeled A in Figure 1) is repeated
in the intervention case after the screening
and effect of dietary recommendations. The
incremental costs of screening, and diet
recommendations when required, are offset
by a reduction in remedial education costs
and a relative improvement in quality of life
from preventing cases of MMR. The results
are modeled using an Excel (Microsoft
Corporation) spreadsheet, and parameter data
used in the model are listed in Table 1.
Discounting. The discount rate used for
the base analysis is 5%, as recommended
by the Canadian Agency for Drugs and
Technologies in Health (CADTH 2006).
Sensitivity analyses are conducted using a
discount rate of 0, 3%, and a variable discount
rate, decreasing from 5% for the first 10 years
to 3% for 5 years to 1% thereafter.
Distribution of maternal blood Hg. Total
blood Hg level is the biomarker for prenatal
exposure available in Canada [Canadian
Health Measure Survey (CHMS) (StatCan
2013)]. MeHg has a relatively long half-life,
about 70 days, and so comprises 90% of the
total blood Hg for the general public, with
most resulting from eating Hg-contaminated
fish and seafood (Grandjean et al. 2003;
Oken et al. 2008). The CHMS is a national
survey that represents 96% of the population
3–79 years of age, and the prenatal exposure
for women 20–49 years of age was determined
from the national blood Hg distributions for
women 20–39 and 40–59 years, extrapolated
to Ontario due to limited data. Reliable estimates were reported for geometric mean of
0.66 μg/L [95% confidence interval (CI):
0.47, 0.92] and 75th percentile of 1.6 μg/L
(95% CI: 1.1, 2.1) for women 20–39 years,
and geometric mean of 0.82 μg/L (95% CI:
0.65, 1.0) and 90th percentile of 2.9 μg/L
(95% CI: 1.9, 3.9) for women 40–59 years of

A

Intervention:

Hg(B) > threshold
Hg(B) ≤
threshold

Screening

age (Table 1). The survey has a cluster design
and estimates are subject to sampling error;
those estimates with a coefficient of variation
between 0 and 16.6% were considered reliable.
There is no evidence of a threshold
value for prenatal Hg below which there are
no adverse effects; a linear dose–response
model describes small adverse effects even at
low doses. However, the calculation of the
benchmark dose (BMD) and the lower limit
of its 95% confidence interval (BMDL) has
been widely adopted to provide an approximate threshold level that Budtz-Jørgensen
et al. (2000) state “can be interpreted as a
No-Observed Adverse Effect level (NOAEL)
from experimental studies (Crump 1995).”
The BMDL has been found to depend highly
on the dose–response model selected; lower
BMDLs result from using a logarithmic model
for cognitive deficits associated with cord
blood Hg than when using a linear model
(Budtz-Jørgensen et al. 2001). Observational
data used to determine BMDs and BMDLs
are based on exposures that are seldom
measured without error. Budtz-Jørgensen
et al. (2004) showed that if this measurement
error is ignored, then the BMDLs produced
by the benchmark approach are biased toward
higher and less protective levels.
In this analysis we excluded the
smallest effects by using a model threshold
for adverse effects of 5.8 μg Hg/L in cord
blood. This value corresponds to the lower
benchmark dose (BMDL) divided by the
composite uncertainty factor of 10 used to
derive the reference dose assuming a linear
dose–response relationship by the National
Research Council (2000). The average of the
BMDLs using a logarithmic dose–response
model for the measure of neurodevelopment
most sensitive to Hg was similar at about
5 μg/L in cord blood (Budtz-Jørgensen et al.
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Figure 1. Combined decision tree/Markov model. Dist., distribution.
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2000). The mean ratio of cord to maternal
blood Hg concentration used in this analysis
was 1.7 (95% CI: 1.0, 3.4), reported in a
meta-analysis of 10 studies (Stern and Smith
2003) and used in a burden of disease analysis
by Trasande et al. (2005).
Five categories of cord blood Hg concentration are used in this analysis: below the
model’s threshold for adverse cognitive
effects, and four categories above it: low,
intermediate, high, and very high. The
cord blood Hg [Hg(Bcord)] categories are
defined in units of micrograms Hg per liter:
Hg(Bcord) ≤ 5.8, 5.8 < Hg(Bcord) ≤ 7.3,
7.3 < Hg(Bcord) ≤ 10.2, 10.2 < Hg(Bcord)
≤ 13.0, and Hg(Bcord) > 13.0. A probability
distribution is used to describe the ratio of
cord to maternal blood Hg explicitly, so the
maternal blood Hg categories are defined as
the cord blood Hg concentration divided
by the ratio of cord to maternal blood Hg.
For example, the five categories of maternal
blood Hg concentration [Hg(Bmat)] calculated using the mean ratio of 1.7 for cord to
maternal blood Hg, in micrograms Hg per
liter, are Hg(Bmat) ≤ 3.4, 3.4 < Hg(Bmat)
≤ 4.3, 4.3 < Hg(Bmat) ≤ 6.0, 6.0 < Hg(Bmat)
≤ 7.7, and Hg(Bmat) > 7.7.
Cognitive deficits associated with cord
blood Hg concentration. The association
between cord blood Hg and cognitive deficits
determined by Budtz-Jørgensen et al. (2007)
was used in this analysis because this was
the only study that adjusted for negative
confounding from co-exposure to PUFAs,
assuming a 100% precision in assessment
of fish intake, and used structural methods
to account for measurement error in the
exposure indicators and clinical outcomes.
Structural equation models (SEM) include
an error term for each measured exposure
and outcome, and can be used to model the
association between the true exposure and the
true outcome.
The Hg effects on five statistically significant neurobehavioral outcome functions,
for a doubling in true Hg exposure, were
presented in percentage of the standard deviation (Budtz-Jørgensen et al. 2007): motor and
verbal at 7 years, and motor, attention, and
verbal, at 14 years, at –12.2, –10.8, –9.37,
–9.54, and –6.87% SD, respectively. These
values are weighted according to the estimated
relevance to cognition quantified as IQ points
by Cohen et al. (2005), at 0.2 for motor
domain, 0.6 for verbal domain, and 0.3 for
attention domain. This results in an effect of
9.4% of SD in IQ distribution (SE = 0.93%),
equal to 1.4 IQ points (0.094 × 15 points
= 1.4 points) for a doubling of prenatal Hg
exposure. This was the value used in Bellanger
et al. (2013), the only published economic
analysis to include adjustment for negative
confounding from PUFAs.
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Bias can result from the choice of dose–
response model used in an analysis; more
relative importance to outliers results from the
use of a linear relationship, and more relative
importance to moderate values results from
the use of a logarithmic relationship. Because
cost–utility values are used to determine public
health priorities, an estimate that is conservative regarding the expected benefit of reducing
prenatal Hg exposures was deemed appropriate. This model conservatively used a linear
dose–response relationship for the moderate
Hg exposures, to give a lower bound for the
expected benefit of reducing these moderate
exposures, and a logarithmic dose–response
relationship for the highest values. The average
IQ losses corresponding to low, medium, high,
and very high maternal blood Hg are: 0.125,
0.5, 1, and 1.25, respectively, of the 9.4% of
a standard deviation, or 1.4 IQ pts, associated
with doubling prenatal Hg. The probabilistic
values of these IQ losses are modeled by a
gamma probability distribution with shape and
scale values (101, 0.000926), from the mean

of 9.4% (SE = 0.93%) of a standard deviation
(15 IQ pts).
Estimated effect of intervention on
maternal blood Hg concentration. The probability and the effectiveness of the intervention
in reducing the blood Hg levels were derived
from the only study published of a similar
intervention, a small clinical trial in South
Korea (Kim et al. 2006). Maternal screening
was conducted in early pregnancy, and the
intervention was a recommendation to avoid
eating fish. The initial and final maternal blood
Hg concentrations were read off the graph for
the seven women in the intervention group
and the five women in the control group with
initial blood Hg > 3.4 μg/L. The intervention was successful at reducing the blood Hg
to < 3.4 μg/L for six of those seven women,
modeled as a beta distribution with shape and
scale of (6, 1). Its effectiveness was a mean
decrease in blood Hg (relative to the initial
value) of 0.56 (SE = 0.11) for a successful
intervention, modeled as a beta distribution
with shape and scale of (11.6, 9.2).

Table 1. Data elements of the economic model.
Data element
Blood Hg distribution
Women 20–39 years of age
Geometric mean
75th percentile
Women 40–59 years of age
Geometric mean
75th percentile
90th percentile
Ratio cord to maternal blood Hg
Weighted average of standard deviation of mercury
effect on neurobehavioral test from true prenatal
exposure doubling
Intervention
Probability of successful intervention
Effectiveness of successful intervention
Effectiveness of unsuccessful intervention
Live birth rate by maternal age (years)a
20–24
25–29
30–34
35–39
40–44
45–49
Infertility rate by maternal age (years)b
18–24
25–29
30–34
35–39
40–44
Screening costs
Laboratory blood Hg test
Family doctor, intermediate appointment
Remedial education SEPPA costs
JK–grade 4
Grades 5–8
Grades 9–12
QALY disutility for MMR (EQ5D)
Discount rate

Base analysis

Source
StatCan 2013

0.66 μg/L (95% CI: 0.47, 0.92)
1.6 μg/L (95% CI: 1.1, 2.1)
0.82 μg/L (95% CI: 0.65, 1.0)
1.7 μg/L (95% CI: 1.1 2.2)
2.9 μg/L (95% CI: 1.9, 3.9)
1.7
9.36%

0.857
0.556
0
0.122
0.280
0.345
0.181
0.039
0.003
0.070
0.085
0.108
0.130
0.143
Can$23.27
Can$33.70
Can$931.29
Can$715.34
Can$472.92
–0.38
5%

Stern and Smith 2003
Budtz-Jørgensen et al. 2007
Kim et al. 2006

StatCan 2011

Bushnik et al. 2012

MOHLTC 2012
MOHLTC 2013
OME 2012

Oostenbrink et al. 2002
CADTH 2006

Abbreviations: EQ5D, EuroQuol-5D, European quality of life–5 dimensions; MMR, mild mental retardation (IQ between 50 and
70); QALY, quality-adjusted life year; SEPPA, special education per pupil amount. Disutility is defined as the loss in utility.
aThe proportion of live births for a given age range out of the total live births over all maternal ages. bThe proportion of
co-habiting couples who did not become pregnant after exposure to the risk of conception during the previous 12 months.
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Estimated incremental increase in MMR
from prenatal Hg exposure. This analysis
adopted the population health approach recommended by the World Health Organization
to quantify the burden of neurodevelopmental
toxicity of methylmercury as the “rate of mild
mental retardation caused by methylmercuryrelated IQ loss” and the concommitant loss
in quality of life calculated from the methylmercury exposure distribution of the population (Poulin and Gibb 2008). Although there
is no clear individual burden from the small
subclinical IQ deficits that are most common,
these small IQ deficits can be significant in a
population because they can shift the entire
IQ distribution. The individuals who are most
heavily affected are children with IQ scores
just at the upper IQ threshold for MMR, for
whom a lowered IQ score would result in a
designation of MMR. It was recommended
that the burden of developmental neurotoxicity
be quantified.
Each MeHg exposure is associated with
a specific IQ loss, determined using the
standard normal IQ distribution. The proportion of children shifted into the category of
MMR (IQ 50–70) are those who have an
IQ just above 70 before it is adjusted for
the loss in IQ associated with their prenatal
exposure, for whom the adjustment results
in an IQ lower than 70. The proportion
of potential mothers at each defined blood
Hg range is multiplied by the proportion of
children who would be shifted into MMR
by the specific IQ loss associated with that
prenatal Hg exposure, and the value ranges
are summed over the blood Hg ranges. This
sum is multiplied by the number of live births
at each maternal age range, and summed to
give the total number of MMR cases that
could be prevented. The age-specific infertility rates for women (Bushnik et al. 2012),
derived from the 2009–2010 cycle of the
Canadian Community Health Survey, were
used to adjust the 2011 age-specific Ontario
live births reported in the Birth Database
(StatCan 2011). Ninety percent of pregnancies planned by women 20–49 years of age
result in live births.
Quality of life. Quality-adjusted life years
(QALYs) are used to estimate the modifiable
burden of cognitive deficits from prenatal Hg
exposure. Health-related quality of life can
be characterized using a questionnaire, such
as the EuroQol-5D (EQ5D) or the Health
Utility Index Mark 3 (HUI3), which assess
the severity of five and eight dimensions,
respectively, and are preference-based, with a
value of 1 for perfect health and 0 for death
(CADTH 2006). The age-specific QALY
values [Canadian Community Health Survey
(CCHS) 2009–2010] are used to characterize
the health-related quality of life of people
having no change in cognitive category from
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prenatal mercury exposure. Disutility is
defined as the loss in health-related utility
associated with a single health state or disease,
and the disutility for MMR (–0.38, sd 0.021)
for EQ5D was derived from a study of postmeningitis MMR (Oostenbrink et al. 2002).
Estimated costs. According to a societal
perspective, costs include those for the health
care sector, screening all women planning
to become pregnant and dietary advice for
those with blood Hg levels over the threshold;
and for the education sector, the remedial
education for the children shifted into MMR
(IQ < 70) by cognitive deficits due to prenatal
Hg exposure. All costs noted in this paper are
in Canadian dollars. The incremental cost
of screening is limited to the laboratory test
(women with a family doctor are assumed
to have regular appointments), at $23.27 fee
for the blood Hg test [Ministry of Health
and Long-Term Care (MOHLTC) 2012].
An intermediate family doctor appointment,
$33.70 (MOHLTC 2015), is also included
in the screening cost for orphan patients, the
roughly 8% of Ontario residents who have no
family doctor. The intervention cost is $33.70
for the intermediate appointment at which
the family doctor provides fish consumption
recommendations. The remedial education
costs are conservatively limited to the Ontario
Ministry of Education annual special education per-pupil amount (SEPPA) from junior
kindergarten (JK) to grade 3, grades 4–8,
and grades 9–12 are $931.29, $715.34 and
$472.92, respectively [Ontario Ministry of
Education (OME) 2012].
Analysis. The model calculates the reductions in maternal blood Hg levels achieved by
the intervention for maternal blood Hg values
above the intervention threshold, whereas IQ
losses are calculated according to the model
threshold for adverse effects. The analysis
presents the total estimated costs and QALYs
associated with both treatment comparators
per live birth in Ontario, and the increment
cost per QALY gained (incremental cost–
utility ratio; ICUR) for the proposed periconceptional blood Hg screening program.
The data elements of the base case analysis
are presented in Table 1, and the results
of the analysis using different intervention
thresholds are presented in Table 2.

Sensitivity analysis. A univariate sensitivity analysis is conducted for changes
from the base case relating to discount rate,
QALY disutilities for MMR of –0.56 and
–0.76 based on HUI3 A and B evaluations
(Oostenbrink et al. 2002), cognitive deficits
associated with prenatal Hg assuming a 68%
precision in PUFA exposure, and inclusion
of cost of a family doctor’s appointment for
every screening case. The base case assumes
that the measurement of PUFA exposure has
no error, that is, 100% precision. Because
that is unlikely, the sensitivity of the ICUR is
evaluated by considering the scenario where
the fish intake questionnaire has only a 68%
precision for assessing PUFA exposure, for
which motor function at 7 and 14 years were
reported to be statistically significant: –13.7
and –10.7, respectively, by Budtz-Jørgensen
et al. (2007). The ratio of weighted effects
from Table 2 in Budtz-Jørgensen et al. (2007)
was used to determine an effect of 10.6%
of SD in IQ distribution for a doubling of
prenatal mercury exposure, assuming 68%
precision in PUFA intake. The intervention
threshold used in the base case is the same
as the model threshold for adverse effects,
whereas the intervention thesholds evaluated
in the sensitivity analysis, at 4.7 μg/L and
8 μg/L, are higher than the threshold for
adverse effects of 3.4 μg/L (Table 2).
We conducted a probabilistic sensitivity
analysis using a Monte Carlo simulation with
5,000 replications. Probability distributions for
nine model parameters were incorporated into
the analysis: the mean and the standard deviation of the lognormal distribution for blood
Hg, for women 20–39 and 40–59 years of age,
the ratio of cord to maternal blood Hg, the
percentage of a standard deviation in cognitive deficits effected by a doubling of prenatal
Hg exposure, the probability and effectiveness
of successful intervention, and the disutility
associated with MMR. Estimates of incremental costs and QALYs are obtained, with
90% confidence intervals, by sampling from
the probability distributions over 5,000 replications. A cost-effectiveness acceptability curve
(CEAC) presents the probability that the intervention would be optimal for a range of values
of willingness to pay for an additional QALY,
for the base discount rate of 5%. Estimates of

Table 2. Estimated costs and QALYs associated with maternal blood Hg screening and interventions
versus reference case.
Analysis for discount rate of 5%
Costs (Can$)
QALYs
Incremental costs versus reference case
Incremental QALY versus reference case
Incremental cost per QALY gained versus reference case

Reference
case
$2.33
18.8676

Screening and intervention at Hg(Bcord)
3.4 μg/L
$33.79
18.8694
$31.46
0.001743
$18,051

4.7 μg/L
$33.82
18.8693
$31.49
0.001707
$18,451

8 μg/L
$34.48
18.8686
$32.14
0.000945
$34,017

Abbreviations: Hg(Bcord), cord blood mercury concentration; QALY, quality-adjusted life year. The model threshold for
adverse effects used in the analysis was 3.4 μg/L for all intervention thresholds investigated (3.4, 4.7, and 8 μg/L).
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ICUR and incremental net benefit (INB) are
obtained, with 90% confidence intervals.
Underlying uncertainty within the
economic analysis is assessed from a value
of information analysis. The expected value
of perfect information (EVPI) measures the
reduction in opportunity loss associated with
obtaining perfect information for all parameter values, across a range of values for the
willingness to pay for an additional QALY.
The partial EVPIs (EVPPIs) provide the
opportunity loss associated with each parameter, estimated using the quadrature method
(Coyle and Oakley 2008).

$30,000/QALY and 93% of the time at
$50,000/QALY.
The graph of the EVPI by willingness to
pay (Figure 3) rises sharply from zero and
peaks near $20,000/QALY at about $5 and
declines rapidly to < $0.61 at $50,000/QALY.
Table 4 presents the EVPI and the
EVPPIs for each of the model parameters.
At $50,000 per QALY, the EVPI is $0.61
and parameter with the highest EVPPI is the
standard deviation of the blood Hg distribution of women 20–39 years of age ($0.0463)
followed by the probability of a successful
intervention (< $0.00509).

Results

Discussion

Base analysis. The estimated cost of the
proposed screening intervention—the base
case that has an intervention threshold equal
to the threshold for adverse effects—is $33.79
per live birth from a planned pregnancy,
whereas the estimated cost of the reference
case is $2.33. Table 2 demonstrates that the
proposed screening program, using the intervention threshold equal to the threshold for
adverse effects of 3.4 μg/L for maternal blood,
dominates those using higher intervention
thresholds, because the proposed screening
program has lower incremental costs and
higher incremental QALYs. Therefore, the
proposed screening intervention, which has
an estimated incremental cost per QALY
gained of $18,051, is the most affordable
intervention to implement as well as the one
offering the most benefit per unit cost.
Univariate sensitivity analysis. The
sensitivity of the deterministic ICUR for the
screening intervention is presented in Table 3.
The results of the univariate sensitivity analysis
demonstrate that the findings of the base
analysis are robust; the ICUR was lower than
the base case in all but one scenario, in which
the screening requires a family doctor appointment for all women planning pregnancies,
with an ICUR of $35,900.
Probabilistic sensitivity analysis. Also in
Table 3, the estimated ICUR from the probabilistic sensitivity analysis using a Monte Carlo
simulation is $18,209, with a 5th-percentile
ICUR of $9,339 and a 95th-percentile ICUR
of $56,555. The INB of the screening intervention for a willingness to pay of $50,000 per
QALY is $3.10 (90% CI: –$20.01, $36.53).
The CEAC (Figure 2) represents the
probability that the intervention will be costeffective over a range of values of willingness
to pay per QALY gained. The CEAC is used
to aid decision making by showing the probability that funding the intervention would be
cost-effective given the uncertainty associated
with the parameters used in the model. The
CEAC for the proposed screening intervention shows that it would be cost-effective
75% of the time at a willingness to pay of

Ontario had 140,135 live births in
2011: 130,045 (92.8%) born to mothers
20–39 years, and 5,886 (4.2%) born to
mothers 40–49 years of age. Of these, we
estimate that 14,562 (10.4%) would have
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been born to women with maternal blood
Hg > 3.4 μg/L. Very similar Hg exposure
is reported for U.S. women of childbearing
age in NHANES (National Health and
Nutrition Examination Survey, 1999–2003),
with 10% of women 15–45 years having
blood Hg > 3.5 μg/L (Rice et al. 2010). In
North America, roughly 50% of pregnancies
are planned (Finer and Zolna 2011), and the
Canadian rates are assumed to be very similar.
Adjusting for infertility rates, we estimated
that 8,084 planned pregnancies would have
resulted in the planned live births (in Ontario
in 2011) having maternal blood Hg levels
> 3.4 μg/L, which could be reduced by the
proposed screening and intervention program.
Fish consumption offers clear benefits,
with serum PUFAs correlating with cognitive development in two prospective cohort
studies (Lederman et al. 2008; Oken et al.
2008). However, these studies also reported

Table 3. Sensitivity analysis.
Analysis
Univariate sensitivity analysis scenario
Base case
Discount rate of 3%
Discount rate of 0%
Variable discount rate
HUI3 disutility for MMR of –0.56
HUI3 disutility for MMR of –0.76
Precision of 68% in fish intake assessment for mercury effect on neurobehavioural tests
Initial family doctor appointment needed for each Hg(B) screening
Probabilistic sensitivity analysis
Average incremental cost per QALY (ICUR)
ICUR, 5th percentile
ICUR, 95th percentile
Incremental net benefit gained versus reference case, for Can$20,000/QALY
INB, 5th percentile
INB, 95th percentile
Incremental net benefit gained versus reference case, for Can$50,000/QALY
INB, 5th percentile
INB, 95th percentile

Estimated incremental
cost per QALY (Can$)
$18,051
$11,859
$4,453
$10,119
$12,249
$9,026
$15,660
$35,900
$18,209
$9,339
$56,555
$3.10
–$20.01
$36.53
$54.96
–$3.56
$139.08

Abbreviations: Hg(B), blood mercury concentration; HUI3, Health Utilities Index Mark 3; ICUR, incremental cost-utility
index (i.e., incremental cost per QALY); INB, incremental net benefit; MMR, mild mental retardation (IQ between 50 and
70); QALY, quality-adjusted life year. The HUI3 disutility for MMR represents the loss in utility associated with having
mild mental retardation assessed using the HUI3 questionnaire.
1.00

Probability intervention
is most cost effective
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Figure 2. Cost-effectiveness acceptability curve. The cost-effectiveness acceptability curve (CEAC) was
derived by plotting the incremental net benefit (INB) for 5,000 Monte Carlo simulations for each of a range
of willingness to pay per QALY (Can$). The analysis was based on the model assumptions of the base case
analysis (Table 1).
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during the first year, the intervention would
be more cost-effective at lower discount rates.
The lowest MMR disutility value published,
of –0.38 (SE = 0.021) for EQ5D, is used in
this analysis (Oostenbrink et al. 2002). We
estimate that the intervention would be more
cost-effective for the assessments of larger
disutility, with ICURs of $12,249/QALY and
$9,026/QALY calculated for the HUI3A disutility, –0.56 (SE = 0.026), and the HUI3B
disutility, –0.76 (SE = 0.034), respectively.
This analysis assumed a 100% precision in fish
intake from the questionnaire, whereas a 13%
greater adverse effect of prenatal Hg exposure
is derived assuming 68% precision (based on
the average of effects on motor function at
7 and at 14 years) resulting in an ICUR of
$15,660/QALY. The only scenario where the
ICUR is higher than the base case was derived
from assuming that each screening would
require a family doctor’s appointment (ICUR
of $35,900).
The most important limitation of this
analysis is the determination of the effectiveness and the probability of a successful
Expected Value of Perfect Information (Can$)

adverse cognitive effects associated with
prenatal Hg exposures previously considered
safe. Fish is the main source of protein in
many parts of the world, and fish consumption advice must balance the risk of adverse
health effects of mercury with the benefits of
essential micronutrients, though controversy
remains about just what constitutes the best
balance between these dietary co-exposures
(Budtz-Jørgensen et al. 2007; Ginsberg and
Toal 2009; Karagas et al. 2012). A screening
program for periconceptional blood Hg level
would support the promotion of healthy fish
consumption by reducing anxiety and potential elimination of fish from the maternal diet.
The probabilistic sensitivity analysis estimates the ICUR for the proposed screening
intervention at $18,209/QALY (90% CI:
$9,339/QALY, $56,555/QALY). Reducing
cognitive deficits associated with prenatal
Hg exposure, by reducing blood Hg level in
women 20–49 years of age planning pregnancies, would be expected to be very costeffective in Ontario for the base case screening
program proposed. Individual benefit would
vary widely for this screening program: It is
expected to prevent MMR in a few, to prevent
a subclinical IQ loss in many, and to provide
some peace of mind for most. Although
the average incremental QALY gain versus
reference case would be very low, at 0.0017
(Table 2), the benefit would be substantial for
individuals in whom MMR, associated with a
QALY disutility of –0.38, could be prevented
by screening for prenatal Hg exposure. A
global treaty to protect human health and
the environment from the adverse effects of
mercury was adopted on 19 January 2013—
the UNEP (United Nations Environment
Programme) Minamata Convention on
Mercury (UNEP 2015)—and this analysis
demonstrates how cost-effective this screening
intervention could be for reducing prenatal
Hg exposures even when using conservative
estimates of the potential health benefits.
A conservative approach was adopted
for this analysis, which is limited to adverse
neurodevelopmental effects of Hg associated with prenatal exposure because a dose–
response model has not yet been developed to
quantify the cardiovascular risk factors associated with Hg exposure (Murata et al. 2007).
The results of the univariate sensitivity analysis
show that, if our assumptions are valid, the
proposed screening intervention would be
more cost-effective for all alternative scenarios
considered except when the cost of a family
doctor’s appointment for every screening
case instead of just for the orphan patients is
included. Because the prevention of loss in
quality of life would accrue over a lifetime
and the prevented remedial education costs
would accrue until 17 years of age, whereas
the costs of the intervention would occur

intervention from a single, very small clinical
trial in South Korea (Kim et al. 2006). The
proposed intervention would recommend
substituting low-Hg/high-PUFA fish for
high-Hg fish, rather than eliminating fish
altogether, as was recommended in the South
Korean trial. Korean cuisine is traditionally
high in fish, and although the South Korean
trial intervention required a greater change in
individual behavior, it was still very effective.
Only seven women had an initial blood Hg
> 3.4 μg/L in the Korean trial, a very small
sample, and some inaccuracies in blood Hg
levels could have resulted from reading the
values off the graph. Another data limitation is the small sample size from which the
maternal blood Hg distribution was derived.
The CHMS used a cluster design and sampled
500 people in each sex–age category. This
uncertainty is significant because this analysis
focused on the elevated levels at the tail of the
blood Hg distribution.
The opportunity cost of making a
decision under uncertainty is determined
from the uncertainty surrounding the cost
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Figure 3. Expected value of perfect information (EVPI) by willingness to pay. The EVPI is derived by
calculating, for each value of willingness to pay for a QALY, the mean of the 5,000 Monte Carlo simulations
of the difference between the maximum incremental net benefit (INB) of the treatment comparators and
the INB of the treatment comparator with the best overall ICUR. The analysis was based on the model
assumptions of the base case analysis (Table 1).
Table 4. Value of information analysis for screening intervention versus reference case.
WTP per QALY (Can$)
Value of information
EVPI (Can$)
EVPPI (Can$)
Mean Hg(B) of women 20–39 years
Standard deviation Hg(B) of women 20–39 years
Mean Hg(B) of women 40–49 years
Standard deviation Hg(B) of women 40–49 years
Ratio of cord/maternal Hg(B)
Percent of a standard deviation in cognitive deficits
Probability of a successful intervention
Effectiveness of a successful intervention
Disutility for MMR

$20,000
5.30

$30,000
2.20

$50,000
0.61

1.41
2.08
0
0
2.39
0.444
1.08
1.24
0.0404

0.02960
0.393
0
0
0.0606
1.17E-05
0.102
0.0590
0

5.77E-06
0.0463
0
0
0
0
0.00509
6.12E-04
0

Abbreviations: EVPI, expected value of perfect information; EVPPI, expected value of partial perfect information; Hg(B),
blood mercury concentration; MMR, mild mental retardation (IQ between 50 and 70); QALY, quality-adjusted life year;
WTP, willingness to pay. Percent of a standard deviation in cognitive deficits is used in the model used to quantify the
loss in IQ points associated with a doubling of true prenatal mercury exposure. Disutility is defined as the loss in utility.
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of the intervention and the value of the
outcomes. The value of information analysis
suggests that the conclusions concerning the
cost-effectiveness of the proposed blood Hg
screening program for women planning to
become pregnant in Ontario are robust. The
estimated expected value of perfect information shows that the opportunity cost could
be reduced by reducing the uncertainty of
some parameters; and at a threshold value for
a QALY of $50,000, the model parameters
that contribute most to the uncertainty in the
ICUR are the standard deviation of the blood
Hg distribution of women 20–39 years of age
and the effectiveness of the intervention. It
would be feasible to collect further data on
the effectiveness of the intervention to reduce
the uncertainty in the ICUR, by conducting
a clinical trial of the proposed intervention in
Ontario. This would be especially informative because the values for effectiveness of the
proposed intervention used in the analysis
were derived from the intervention in the
South Korean trial.

Conclusions
Our estimates suggest that the proposed
periconceptional screening intervention for
blood Hg concentration would be highly
cost-effective from a societal perspective. The
estimated incremental cost–utility ratio is
$18,051 per QALY gained, with a probabilistic
estimate of $18,209/QALY (90% CI: $9,339/
QALY, $56,555/QALY). The estimates for
the expected value of partial perfect information suggest that there would be value in
obtaining further information to reduce uncertainty about the probability and effectiveness
of implementing the proposed intervention
in Ontario.
References
Bellanger M, Pichery C, Aerts D, Berglund M, Castaño A,
Cejchanová M, et al. 2013. Economic benefits of
methylmercury exposure control in Europe: monetary
value of neurotoxicity prevention. Environmental
Health 12:3; doi:10.1186/1476-069X-12-3.
Budtz-Jørgensen E, Grandjean P, Keiding N, White R,
Weihe P. 2000. Benchmark dose calculations of
methylmercury-associated neurobehavioural
deficits. Toxicol Lett 112–113:193–199.
Budtz-Jørgensen E, Grandjean P, Weihe P. 2007.
Separation of risks and benefits of seafood intake.
Environ Health Perspect 115:323–327; doi:10.1289/
ehp.9738.
Budtz-Jørgensen E, Keiding N, Grandjean P. 2001.
Benchmark dose calculation from epidemiological
data. Biometrics 57:698–706.
Budtz-Jørgensen E, Keiding N, Grandjean P. 2004.
Effects of exposure imprecision on estimation of
the benchmark dose. Risk Anal 24:1689–1696.
Bushnik T, Cook JL, Yuzpe AA, Tough S, Collins J. 2012.
Estimating the prevalence of infertility in Canada.
Hum Reprod 27(3):738–746.
CADTH (Canadian Agency for Drugs and Technologies
in Health). 2006. Guidelines for the Economic
Evaluation of Health Technologies: Canada.

Environmental Health Perspectives •

volume

3rd ed. Ottawa, Ontario, Canada:CADTH.
Available: http://www.cadth.ca/media/pdf/186_
EconomicGuidelines_e.pdf [accessed 15 May 2015].
CCHS (Canadian Community Health Survey). 2009–2010.
Variable HUIDHSI: Health Utilities Index. Available:
http://odesi2.scholarsportal.info/webview/index/
en/Odesi/ODESI-Click-to-View-Categories-.d.6/
Health.d.22/CANADA.d.23/Canadian-CommunityHealth-Survey-CCHS-.d.195/2009-2010.d.1165/
Canadian-Community-Health-Survey-2009-2010Annual-component.s.CCHS-82M0013-E-2009-2010Annualcomponent/Health-Utility-Index-HUI-.h.12F1/
Health-utilities-index/fVariable/CCHS-82M0013E-2009-2010-Annualcomponent_V129 [accessed
15 May 2015].
Choi AL, Cordier S, Weihe P, Grandjean P. 2008. Negative
confounding in the evaluation of toxicity: the case of
methylmercury in fish and seafood. Crit Rev Toxicol
38:877–893; doi:10.1080/10408440802273164.
Cohen JT, Bellinger DC, Shaywitz BA. 2005. A quantitative analysis of prenatal methyl mercury exposure
and cognitive development. Am J Prev Med
29(4):353–365.
Coyle D, Oakley J. 2008. Estimating the expected
value of partial perfect information: a review of
methods. Eur J Health Econ 9:251–259; doi:10.1007/
s10198-007-0069-y.
Crump KS. 1995. Calculation of benchmark doses from
continuous data. Risk Anal 15:79–89.
Crump KS, Kjellström T, Shipp A, Silvers A, Stewart A.
1998. Influence of prenatal mercury exposure upon
scholastic and psychological test performance:
benchmark analysis of a New Zealand cohort. Risk
Anal 18:701–713.
Debes F, Budtz-Jørgensen E, Weihe P, White R,
Grandjean P. 2006. Impact of prenatal methylmercury exposure on neurobehavioural function
at age 14 years. Neurotoxicol Teratol 28:363–375;
doi:10.1016/j.ntt.2006.02.004.
Department of Health and Human Services, U.S.
Environmental Protection Agency. 2004. Fish
Consumption Guidelines. Advice for Women
who Might Become Pregnant, Women who are
Pregnant, Nursing Mothers, and Young Children.
EPA-823-R-04-005 Last updated 06/24/2013.
Available: http://www.fda.gov/food/resourcesforyou/
consumers/ucm110591.htm [accessed 15 May 2015].
Finer LB, Zolna MR. 2011. Unintended pregnancy
in the United States: incidence and disparities. Contraception 84:478–485; doi:10.1016/j.
contraception.2011.07.013.
Ginsberg GL, Toal BF. 2009. Quantitative approach for
incorporating methylmercury risks and omega-3
fatty acid benefits in developing species-specific
fish consumption advice. Environ Health Perspect
117:267–275; doi:10.1289/ehp.11368.
Glotzer DE, Freedberg KA, Bauchner H. 1995.
Management of childhood lead poisoning: clinical
impact and cost-effectiveness. Med Decis Making
15:13–24.
Grandjean P, Weihe P, White RF, Debes F. 1998.
Cognitive performance of children prenatally
exposed to “safe” levels of methylmercury. Environ
Res 77:165–172.
Grandjean P, Weihe P, White RF, Debes F, Araki S,
Yokoyama K, et al. 1997. Cognitive deficits in 7-yearold children with prenatal exposure to methylmercury. Neurotoxicol Teratol 19(6):417–248.
Grandjean P, White RF, Weihe P, Jørgensen PJ.
2003. Neurotoxic risk caused by stable and
variable exposure to methylm ercury from
seafood. Ambul Pediatr 3:18–23; doi:10.1367/
1539-4409(2003)003<0018:NRCBSA>2.0.CO;2.
Karagas MR, Choi AL, Oken E, Horvat M, Schoeny R,
Kamai E, et al. 2012. Evidence on the human health

123 | number 12 | December 2015

effects of low-level methylmercury exposure.
Environ Health Perspect 120:799–806; doi:10.1289/
ehp.1104494.
Kim EH, Kim IK, Kwon JY, Kim SW, Park YW. 2006. The
effect of fish consumption on blood mercury levels
of pregnant women. Yonsei Med J 47:626–633.
Lederman SA, Jones RL, Caldwell KL, Rauh V,
Sheets SE, Tang D, et al. 2008. Relationship
between cord blood mercury levels and early
child development in a World Trade Center
cohort. Environ Health Perspect 116:1085–1091;
doi:10.1289/ehp.10831.
Legrand M, Feeley M, Tikhonov C, Schoen D,
Li-Muller A. 2010. Methylmercury blood guidance
values for Canada. Can J Public Health 101(1):28–31.
MOHLTC (Ministry of Health and Long-Term Care).
2012. Schedule of Laboratory Fees. Available:
http://www.health.gov.on.ca/english/providers/
program/ohip/sob/lab/labfee.html [accessed
15 May 2015].
MOHLTC (Ministry of Health and Long-Term Care).
2015. Schedule of Benefits for Physician Services
Under the Health Insurance Act. Available: http://
www.health.gov.on.ca/english/providers/program/
ohip/sob/physserv/physserv_mn.html [accessed
15 May 2015].
Muennig P. 2009. The social costs of childhood lead
exposure in the post-lead regulation era. Arch
Pediatr Adolesc Med 163:844–849.
Murata K, Grandjean P, Dakeishi M. 2007.
Neurophysiological evidence of methylmercury neurotoxicity. Am J Ind Med 50:765–771;
doi:10.1002/ajim.20471.
Myers GJ, Davidson PW, Cox CF, Shamlaye CF,
Palumbo D, Cernichiari E, et al. 2003. Prenatal
methylmercury exposure from ocean fish
consumption in the Seychelles child development
study. Lancet 361:1686–1692.
National Research Council. 2000. Executive Summary. In:
Toxicological Effects of Methylmercury. Available:
http://www.nap.edu/openbook.php?record_
id=9899&page=R [accessed 15 May 2015].
Oken E, Radesky JS, Wright RO, Bellinger DC,
Amarasiriwardena CJ, Kleinman KP, et al. 2008.
Maternal fish intake during pregnancy, blood
mercury levels, and child cognition at age 3 years
in a US cohort. Am J Epidemiol 167:1171–1181;
doi:10.1093/aje/kwn034.
OME (Ontario Ministry of Education). 2012. Education
Funding: Technical Paper. 2012–13. Available:
http://www.edu.gov.on.ca/eng/funding/1213/
technical12_13.pdf [accessed 15 May 2015].
Oostenbrink R, Moll HA, Essink-Bot ML. 2002. The
EQ-5D and the Health Utilities Index for permanent sequelae after meningitis, a head-to-head
comparison. J Clin Epidemiol 55:791–799.
Pichery C, Bellanger M, Zmirou-Navier D, Glorennec P,
Hartemann P, Grandjean P. 2011. Childhood lead
exposure in France: benefit estimation and partial
cost-benefit analysis of lead hazard control.
Environ Health 10:44; doi:10.1186/1476-069X-10-44.
Poulin J, Gibb H. 2008. Mercury: Assessing the
Environmental Burden of Disease at National and
Local Levels (Prüss-Üstün A, ed). Environmental
Burden of Disease Series No. 16. Geneva:World
Health Organization. Available: http://whqlibdoc.
who.int/publications/2008/9789241596572_eng.pdf
[accessed 15 May 2015].
Rice GE, Hammitt JK, Evans JS. 2010. A probabilistic
characterization of the health benefits of reducing
methyl mercury intake in the United States. Environ
Sci Technol 44:5216–5224; doi:10.1021/es903359u.
Roman HA, Walsh TL, Coull BA, Dewailly É, Guallar E,
Hattis D, et al. 2011. Evaluation of the cardio
vascular effects of methylmercury exposures:

1343

Gaskin et al.

current evidence supports development of a dose–
response function for regulatory benefits analysis.
Environ Health Perspect 119:607–614; doi:10.1289/
ehp.1003012.
StatCan (Statistics Canada). 2009. Table 102-0504.
Deaths and Mortality Rates, by Age Group and
Sex, Canada, Provinces and Territories, Annual.
Available: http://www5.statcan.gc.ca/cansim/
a26?lang=eng&id=1020504 [accessed 15 May 2015].
StatCan. 2011. Table 102-4503. Live Births, By Age Of
Mother, Canada, Provinces and Territories, Annual
Available: http://www5.statcan.gc.ca/cansim/
a05?lang=eng&id=1024503 [accessed 15 May 2015].
StatCan. 2013. Data Table 61. Distribution of mercury

1344

(μg/L) measured in whole blood for the household
population, by age and sex, Canada, 2009 to 2011.
In: Canadian Health Measures Survey: Cycle 2
Data Tables. 2009–2011. 82-626-X. Ottawa, Ottawa,
Canada:Minister of Industry. Available: http://www5.
statcan.gc.ca/bsolc/olc-cel/olc-cel?catno=82-626X&lang=eng [accessed 15 August 2015].
Stern AH, Smith AE. 2003. An assessment of the
cord blood:maternal blood methylmercury ratio:
implications for risk assessment. Environ Health
Perspect 111:1465–1470; doi:10.1289/ehp.6187.
Strain JJ, Davidson PW, Bonham MP, Duffy EM, StokesRiner A, Thurston SW, et al. 2008. Associations
of maternal long-chain polyunsaturated fatty

volume

acids, methyl mercury, and infant development
in the Seychelles Child Development Nutrition
Study. Neurotoxicology 29:776–782; doi:10.1016/j.
neuro.2008.06.002.
Trasande L, Landrigan PJ, Schechter C. 2005. Public
health and economic consequences of methyl
mercury toxicity to the developing brain. Environ
Health Perspect 113:590–596; doi:10.1289/ehp.7743.
UNEP (United Nations Environment Programme). 2015.
Minemata Convention on Mercury. Available:
http://www.mercuryconvention.org/Convention
[accessed 15 May 2015].

123 | number 12 | December 2015 • Environmental Health Perspectives

