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Abstract: Screening newborns for critical congenital heart disease (CCHD) using pulse oximetry is
recommended to allow for the prompt diagnosis and prevention of life-threatening crises. The present
review summarizes and critiques six previously published estimates of the costs or cost-effectiveness
of CCHD screening from the United Kingdom, United States, and China. Several elements that
affect CCHD screening costs were assessed in varying numbers of studies, including screening staff
time, instrumentation, and consumables, as well as costs of diagnosis and treatment. A previous US
study that used conservative assumptions suggested that CCHD screening is likely to be considered
cost-effective from the healthcare sector perspective. Newly available estimates of avoided infant
CCHD deaths in several US states that implemented mandatory CCHD screening policies during
2011–2013 suggest a substantially larger reduction in deaths than was projected in the previous
US cost-effectiveness analysis. Taking into account these new estimates, we estimate that cost per
life-year gained could be as low as USD 12,000. However, that estimate does not take into account
future costs of health care and education for surviving children with CCHD nor the costs incurred by
health departments to support and monitor CCHD screening policies and programs.
Keywords: neonatal screening; critical congenital heart disease; economic evaluation; cost-effectiveness;
health policy

1. Introduction
Newborn screening (NBS) can save both lives and healthcare costs, although testing for any
given condition may accomplish only one or the other [1]. However, the up-front costs and logistical
challenges of instituting screening of all or almost all newborn infants, few of whom will be found to
be affected, can deter policy makers from instituting new screening programs or adding conditions to
an existing program. The economic balance between the costs and benefits of screening has long been
recognized as a desirable attribute of population screening programs [2]. Although some jurisdictions
require a prospective economic assessment to inform decisions on the expansion of NBS [3], screening
policy decisions have often not required a demonstration of cost-effectiveness in practice [4,5].
Although most NBS is done through centralized laboratory analyses of dried bloodspot specimens
collected from newborns, point-of-care NBS for certain conditions is typically performed before
discharge from the birthing facility [6]. In particular, screening for various types of critical congenital
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heart disease (CCHD) (Table 1) can be done using pulse oximetry, a simple, non-invasive test for
hypoxemia in which sensors measure blood oxygen saturation through light passing through the
skin [7]. Neonatal hypoxemia can have either cardiac or non-cardiac causes. When the US Department
of Health and Human Services added CCHD to its Recommended Uniform Screening Panel in 2011,
it requested the Centers for Disease Control and Prevention (CDC) to conduct a cost-effectiveness
analysis (CEA) of newborn screening for CCHD [8,9]. That information was intended to inform policy
decisions by state governments. In 2013, CDC researchers (Peterson et al.) published the first full
CEA of CCHD screening in the US setting [10]. Although previous studies had estimated the cost
of screening and the cost per case of CCHD detected [11–17], “Calculating the cost to detect a case
tells one nothing about the value of detecting and treating the disease in question and, hence, is not
informative of the balance of costs and outcomes” [18]. A full CEA includes estimates of the numbers
of deaths averted and avoided healthcare costs associated with prompt diagnosis. Peterson et al.
reported a point estimate of roughly USD 40,000 in net cost per life-year saved, a figure consistent
with commonly used cost-effectiveness thresholds [19]. More recently, a CEA assessed the potential
cost-effectiveness of CCHD screening in different localities in China, reporting that screening could be
cost-effective in some settings [20].
Table 1. Types of Critical Congenital Heart Disease and Associated International Classification of
Disease, 10th Version (ICD-10) Diagnosis Codes.
CCHD Types

ICD-10 Codes

Aortic interruption or atresia or hypoplasia
Coarctation or hypoplasia of the aortic arch
D-transposition of the great arteries
Double-outlet right ventricle
Ebstein anomaly
Hypoplastic left heart syndrome
Pulmonary atresia
Single ventricle
Teratology of Fallot
Total anomalous pulmonary venous connection
Tricuspid stenosis and atresia
Truncus arteriosus

Q25.4, Q25.2
Q25.1
Q20.3
Q20.1
Q22.5
Q23.4
Q22.0
Q20.4
Q21.3
Q26.2
Q22.4
Q20.0

The present review summarizes and critiques previously published estimates of the costs or
cost-effectiveness of CCHD screening—two UK studies in four publications [12–14,17], three US
studies in four publications [10,21–23], and one study from China [20]. Updated estimates of costs,
outcomes, and summary measures of the economic value of CCHD screening in the United States
are also presented. The new estimates address future disease-related treatment costs, shortened life
expectancy among CCHD survivors, and a higher estimated number of avoided infant deaths due
to screening.
2. Review of Previous Estimates
CEA studies of screening programs or policies require as inputs, estimates of the costs of
screening, diagnosis, and intervention, numbers of cases detected in a timely manner as a result
of screening, differences in health outcomes with and without screening (i.e., effectiveness),
and differences in healthcare and other costs for affected individuals between scenarios with and
without screening [18,24]. Each of those parameters is context-specific; therefore, it is difficult to
use a given study to generalize as to whether screening may be cost-effective in different contexts.
For example, a given screening test may have very different costs and outcomes in different settings
depending on the characteristics of the population and how screening is implemented in that setting.
In addition, the assessment of cost-effectiveness depends on how much decision makers are willing
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to pay for an intervention or program in relation to the expected health gains. This means that
different stakeholders and jurisdictions that consider the same evidence on costs and outcomes may
reach different conclusions about economic value. Therefore, instead of asking whether screening is
cost-effective, it may be more constructive to ask when and by whom screening might be considered
cost-effective [24,25].
The analytic perspective of an economic evaluation must be specified. From the societal or
healthcare sector perspectives, cost refers to the opportunity cost of resources used up in providing
a service rather than the direct financial outlay or expenditure of money. Many CEAs of clinical
interventions take the healthcare sector (or system) perspective, in which only formal healthcare sector
costs are considered [26,27]. A societal perspective analysis should also include informal healthcare
costs, such as the time and expenses incurred by patients and families, non-health sector costs such as
educational expenditures, and productivity losses resulting from death or premature mortality [28].
Spillover effects of illness or disability on the health of family members and on the time use and
economic productivity of family caregivers are also germane for societal-perspective cost-effectiveness
analyses [29]. The societal perspective is particularly appropriate for the analysis of public health
policies and programs, and such analyses should include the costs of public health activities in support
of clinical interventions.
2.1. Cost of Critical Congenital Heart Disease (CCHD) Screening and Follow-Up
The one element common to all previous economic evaluations of CCHD screening is
inclusion of the directly estimated cost of screening, which is readily measurable for CCHD
screening. Most studies employed a micro-costing approach with separate estimates for staff time,
instrumentation, and consumables (Table 2). An exception is a cost-effectiveness study from China
that did not report detailed screening costs [20]. The micro-costing estimates from other studies are
summarized below separately for labor (Section 2.1.1) and instruments and consumables (Section 2.1.2).
In addition to the direct costs of pulse oximetry screening, the incremental cost of CCHD screening
includes the costs incurred by the healthcare system for the follow-up and management of patients
who screen positive. That includes clinical examinations and diagnostic tests attributable to screening.
It also includes the differences in treatment costs that result from early diagnosis. Estimates for those
cost components are summarized in Sections 2.1.3 and 2.1.4.
Table 2. Summary of data assumptions of micro-costing studies of critical congenital heart
disease screening.
Screening Staff Type and
Labor Cost per Infant

Type of Probes, and
Equipment/Supply
Cost per Infant

Senior house officer
£1.54
$2.20 (USD)

Reusable
£1.28
$1.83 (USD)

£2.82 (2000–2001 prices)

6.9

Midwives
Not reported

Reusable
Not reported

£6.24 (2009 prices)
$8.80 (USD)

United States
New Jersey

9.1

Registered nurses
$7.36

Mixed types
$6.83

$14.19 (2011 prices)

Kochilas et al. [22]

United States
Minnesota

5.5

Nursing staff
$3.32

Reusable
$1.82

$5.10 (2012 prices)

8.4

Reeder er al. [23]

United States
Utah (two
hospitals)

Medical assistants and
nurses
$2.60

Study

Country and
Jurisdiction

Screening Time
(Minutes)

Knowles et al. [13,14]

United
Kingdom

2.0

Roberts et al. [12]

United
Kingdom

Peterson et al. [21]

9.8

Nursing assistants
$2.35

Disposable

Total Screening Cost
per Infant

$4.03 (USD)

$24.52 (2014 prices)

$21.92
Reusable
$0.25

$2.60 (2014 prices)

Note: all currency conversions were calculated using the purchasing power parity exchange rate for the year of the
original cost estimate. Source: https://data.oecd.org/conversion/purchasing-power-parities-ppp.htm.

In principle, the full spectrum of a screening program or policy also includes the costs of a public
health program in coordinating the implementation of screening, reporting of screening results, short
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and long-term follow-up of screen-positive patients, and the surveillance or tracking of short and
long-term outcomes. However, no estimates of public health costs associated with CCHD screening
have been published to date.
2.1.1. Labor Cost
The cost of staff time per screen is the product of the average number of minutes per screen and
the average wage or labor cost per minute (see Table 2). Empirical screening time estimates can be
obtained by either asking nursing staff to estimate their own time or by conducting direct observation,
i.e., time-and-motion studies. Three time-and-motion studies conducted in birthing hospitals in three
US states using the same data collection methods all calculated that nursing staff took on average
9–10 min per newborn to complete a CCHD screen, including preparation and paperwork [21,23,30].
A similar UK study estimated an average time of 7 min per newborn, but preparation time was
minimized because parental consent had been obtained before birth [12]. In contrast, studies based on
clinical opinion have assumed that screening takes 2–5 min per newborn [11,13,14,31]. Self-reports
by nursing staff in two US hospital-based studies reported average screening times of 3.5–5.5 min
per newborn [22,32], although that does not include time spent explaining results to families or
documenting screening results [22].
The per-minute cost of staff time for CCHD screening is a function of both the pay scale in a given
population and the pay grade of the staff who perform the screening, which can vary by clinical
setting and time period. Most programs use registered nurses or midwife staff in a newborn unit.
Cost estimates from older studies that used research assistants or physicians to conduct screening
do not reflect current hospital procedures. Another source of variability in estimates, at least in US
studies, is differences in how labor costs were calculated. Some US studies have considered only
hourly wages [22], whereas others included total hourly compensation, including taxes and fringe
benefits [21,23]. The most recent UK study cited an official database for unit staff costs [12]. An earlier
UK study included an adjustment for administrative overhead as well as benefits [14]. Hourly labor
costs differ by occupation and geographic labor market; labor cost per minute was roughly three times
higher in a US study conducted in New Jersey [21] than in one conducted in Utah [23] using similar
methods (Table 2).
2.1.2. Instruments and Consumables
The equipment cost of CCHD screening consists of the amortized costs of the pulse oximeter
machine and reusable probes or sensors and the consumable cost of disposable probes or probe tips
and straps. The variety of probe types used for screening creates great heterogeneity in cost estimates.
Variable cost per newborn is very low when a reusable probe is used for screening compared to the
use of a disposable probe, although there are maintenance costs with reusable probes. A US study
conducted by Peterson et al. in a statewide sample of hospitals in New Jersey estimated that the
equipment cost per infant screened was $0.49 using fully disposable probes, $1.74 using reusable
probes with disposable tips, and $13.62 using disposable probes (2014 USD) [21]. A subsequent US
study conducted in two facilities in Utah suggested that the total equipment cost per newborn was
$21.92 using disposable probes and $0.25 using reusable probes (2014 USD) [23] (Table 2). British
economic evaluations have assumed the use of the less expensive reusable probes [12,14,17].
2.1.3. Diagnostic Work-Up
If a newborn does not pass CCHD screening, the newborn is referred for a diagnostic work-up to
determine the cause of hypoxemia, whether cardiac or non-cardiac. The diagnostic process may include
a clinical evaluation, laboratory and/or imaging tests (including echocardiography), and possibly
transportation to another hospital for further evaluation and management. The diagnostic work-up
for non-cardiac causes is variable, and no published studies of CCHD screening to date have included
estimates of clinical examination to identify potential non-cardiac causes of hypoxemia. Previous UK
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studies of CCHD screening costs assumed that newborns who do not pass CCHD screening would
receive a 30 min diagnostic echocardiographic assessment by a pediatric cardiologist at a cost of roughly
£115 pounds per child (2009 GBP) [12,17]. No cost was assigned in that study for transportation.
Peterson et al. estimated costs of echocardiography based on administrative data from a private
insurance claims database, with the analysis restricted to inpatient services during infancy. The cost
estimate was a truncated arithmetic mean after excluding the top and bottom 1% of observations [10].
Based on data from Florida, indicating that roughly 43% of infants with CCHD were transferred to
another hospital during the birth hospitalization [33], it was assumed that 43% of infants who screened
positive would require ambulance transport for transfer to a hospital with echocardiography. The cost
of ambulance transport was derived using the same methods as the cost of echocardiography [10].
The additional cost of diagnostic echocardiography and transport was estimated to add $0.25 per
newborn screened (2011 USD).
2.1.4. Treatment
The potential reduction in treatment costs associated with timely CCHD diagnosis is challenging
to estimate, and only one study to date attempted to do so. In an analysis using linked Florida birth
defects surveillance and hospital discharge data from 1998 to 2007, Peterson et al. estimated attributable
hospitalization costs in the first year of life for infants with CCHD (n = 3603) [33]. Unadjusted costs
were higher for infants with CCHD detected prior to discharge from the birth hospitalization than
those detected later because severely affected infants are more likely to be detected sooner and to incur
more costly treatment. In a statistical analysis that adjusted for CCHD type, maternal race/ethnicity,
and other variables, late CCHD detection was found to be associated with 52% more admissions,
18% more hospitalized days, and 35% higher inpatient costs during infancy relative to the early
detection of CCHD [33].
The CEA by Peterson et al. projected the avoided cost of hospitalization for infants with
screening-detected CCHD in two steps. First, the difference in number of hospitalized days between
infants with timely and late detected CCHD was derived from a previous analysis of Florida
data [10,33]. Second, average hospital costs per day among infants with selected CCHD conditions were
estimated, assuming that the cost per day was the same for early-detected and late-detected cases [10].
The underlying CEA model assumed that with screening, 77.5% of infants with CCHD would be
detected prior to discharge, with an average hospital cost during infancy of $156,501 compared to
$181,775 for those not detected, a difference of $24,677 per timely-detected CCHD case (2011 USD).
Comparing screening and no-screening scenarios, the hospitalization cost was calculated to be $19,111
per infant with CCHD under screening, taking into account false negatives. That amount was equal to
$7.48 per newborn infant (2011 USD) [10].
2.2. Screening Cost per Case Detected
Besides the direct cost of performing screening, it is straightforward to calculate the number
of additional cases of CCHD detected in a timely manner due to screening. However, this number
must be assessed in a given population, because the numbers of new CCHD diagnoses that can be
made through the follow-up of screening using pulse oximetry is dependent on the use and accuracy
of prenatal screening and postnatal clinical detection in that population. In particular, an increased
frequency of prenatal diagnosis of CCHD results in fewer additional diagnoses of CCHD following
CCHD screening using pulse oximetry [34]. The frequency of delayed CCHD diagnoses in the United
States was shown to have decreased over time [35], although no decrease in post-discharge CCHD
diagnoses was found in a study from the United Kingdom [36].
Multiple studies have estimated the screening cost per CCHD case detected, with widely varying
estimates. For example, UK estimates range from roughly £5000 (2001 GBP) [13] to £24,000 (2009 GBP)
per CCHD case detected [12] and US estimates range from approximately $21,000 (2011 USD) per case
with timely diagnosis [10] to $46,000 (2012 USD) per case detected [22]. Different assumptions about
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two cost elements—the cost per newborn screened and the averted costs of care resulting from timely
diagnosis—account for much of this variation. In particular, some estimates are of gross screening
costs and others are net screening costs, after subtracting the avoided cost of treatment. For example,
Kochilas et al. reported a relatively high cost per case detected ($46,000), despite assuming a low
screening cost [22]. In contrast, Peterson et al. assumed a higher cost of CCHD screening and reported
that screening would cost approximately $21,000 per case with timely diagnosis [10]. The Peterson et al.
estimate reflected the net cost of screening, after subtracting the estimated savings in hospitalization
costs during infancy resulting from timely diagnosis, which offset more than half of the screening cost.
The gross cost per case detected in that study was roughly $46,000.
As noted in Section 2.1.3, the choice of reusable or disposable pulse oximeter probes can have
an even larger impact on estimated costs of CCHD screening. Peterson et al. assumed average
equipment and labor costs of $6.86 and $6.62 per infant, respectively (2011 USD) [10]. The equipment
cost was derived from a sample of seven New Jersey hospitals, only one of which used fully reusable
probes. If it had been assumed that all hospitals used fully reusable probes, the average equipment
cost would have been much lower [21], and the average cost per newborn screened would have been
roughly half as great.
2.3. Health Gains
It is challenging to estimate health gains from CCHD screening, which encompass avoided early
deaths and improved health outcomes among survivors. Cost-effectiveness guidelines call for both
types of health outcomes to be expressed in summary measures of health such as the quality-adjusted
life-year (QALY) that take into account changes in life expectancy and morbidity [26–28]. However,
evidence of improved health among survivors following timely diagnosis is lacking. In addition, it is
challenging to find conceptually and empirically appropriate estimates of utility weights for pediatric
conditions that can be used to project QALY gains [37–39]. Consequently, it is common for CEAs of
interventions that primarily affect survival to calculate the cost per life-year saved, since it makes little
practical difference in ranking the cost-effectiveness ratios for such interventions [40].
Two CEA studies published estimates of numbers of deaths avoided through CCHD screening.
First, Peterson et al. conservatively assumed that CCHD screening, if applied to four million US
births each year, would avoid 20 infant deaths [10]. This estimate was based on a national estimate of
28 annual deaths associated with delayed diagnosis of CCHD in the absence of universal screening.
The estimate of 28 deaths was derived by multiplying four million births by an avoidable mortality
rate among infants with late-detected CCHD of 1.8% and a frequency of 38.8 infants with late-detected
CCHD per 100,000 births, both calculated from a study of linked births and deaths in Florida prior
to the introduction of screening [33]; the overall preventable death rate among infants with CCHD
was 0.4%. To calculate the number of life-years saved as a denominator for a cost-effectiveness ratio,
Peterson et al. took the estimated number of infant deaths averted by screening and multiplied this by
30.7 years, which was the life expectancy at birth of the US population discounted to the present with
a 3.0% discount rate per year [10]. In other words, the investigators assumed that surviving infants
would have a normal life expectancy.
Tobe et al. estimated infant deaths from CCHD for three scenarios in three Chinese cities [20].
The base scenario assumed that infant mortality would be the same as in the 1950s (standard practice
in CEAs is to use recent estimates as the baseline to compare with an intervention). The authors
also assumed that “that infant mortality would reduce to approximately 25% if infants received
timely diagnosis and treatment”, but did not state the assumed mortality rates with and without
screening. The ratio of assumed averted deaths to CCHD cases was 0.225 in Beijing, 0.112 in Shandong,
and 0.046 in Gansu. They assumed that access to timely diagnosis and treatment varied across regions
(e.g., apparently one-half as high in Shandong as in Beijing), but did not make those assumptions
explicit. Tobe et al. also reported outcomes in terms of disability-adjusted life-year (DALY) estimates,
a measure analogous to the QALY, but did not explain how the DALY estimates were generated [20].
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It should be noted that the “disability” weights used to calculate DALYs refer to “any short-term or
long-term loss of health” and hence assess morbidity rather than disability [41].
2.4. Cost-Effectiveness Ratios
It is standard practice for CEAs to report incremental cost-effectiveness ratios (ICERs) for
interventions that are found to be both more costly (net positive cost) and to improve health outcomes
relative to next most cost-effective strategy analyzed. To calculate the numerator of the ICER,
analysts are supposed to subtract any cost offset associated with improved health from the cost
of the intervention. The denominator is the difference in the number of health outcomes attained,
most commonly in the form of discounted life-years or health-adjusted life-years gained relative to the
alternative. In some countries, policy makers set threshold values or ranges for ICERs below which
interventions are presumed to be considered cost-effective. For example, thresholds for approval of the
coverage of new medications have been estimated at roughly £30,000 (GBP) per QALY in the United
Kingdom, CAN$50,000 in Canada, and AUS$42,000 in Australia [42].
Peterson et al. projected that the point estimate of the net cost of screening was just over $40,000 per
life-year saved in 2011 US dollars [10]. It is increasingly recommended that CEAs include probabilistic
sensitivity analyses in which estimates for multiple parameters are allowed to vary simultaneously
within ranges using probability distributions and simulation modeling techniques [43]. Peterson et al.
also reported that a probabilistic analysis projected a one in three chance that CCHD screening would
be cost-saving (i.e., negative net costs), and a roughly four in four probability that CCHD screening
would cost less than $100,000 per life-year gained. It should be noted that there is no official threshold
or standard for cost-effectiveness in the United States, although a private organization, the Institute
for Clinical and Economic Review, has used a range of $100,000 to $150,000 per QALY to establish
a “value price” for new therapies [44]. It should also be recognized, though, that because utility
weights are usually less than 1.0 and decrease with advancing age, the number of QALYs gained is
necessarily less than the number of life-years saved. Consequently, the cost per QALY gained is larger
than the cost per life-year gained, often by at least 15–20%, which can affect the interpretation of ICERs
relative to benchmark values [24].
CEAs are recommended to report sensitivity analyses that show the dependence of results on
uncertainty in estimates or assumptions of model parameters [26–28]. Peterson et al. reported that
the three variables with the greatest influence on the cost-effectiveness of CCHD screening were
the reduction in hospitalization costs during infancy from early detection, the baseline proportion
of late-detected CCHD cases, and the hospital cost of CCHD screening [10]. Variables that had the
least influence on the results were the cost of echocardiography, cost and probability of transport for
echocardiography and subsequent treatment, the mortality rate among infants with CCHD detected
by screening, and the rate of false positives.
It should be noted that the assumption of 18% higher hospitalization costs with the late detection
of CCHD assumed a fixed cost per hospital day. However, patients in critical care incur much
higher costs per hospital day, and infants with late-detected CCHD are more likely to be in critical
care units. The observed difference in hospitalization costs in infancy associated with late detection
was twice as large as the difference in hospital days, 35% vs. 18% [33]. Therefore, the CEA was
conservative; if the study had assumed 35% lower hospitalization costs in infancy with early detection,
the cost-effectiveness ratio could have been close to zero.
Many CEAs reported in low- and middle-income countries use a threshold of three times per
capita gross domestic product (GDP) per DALY, which was endorsed in the early 2000s by a World
Health Organization report. Using that approach in China, with GDP per capita calculated by
province, Tobe et al. concluded, “the intervention was highly cost-effective in Beijing (Int$7833/DALY);
cost-effective in Shandong (Int$27,780/DALY); and not cost-effective in Gansu (Int$167,407)” [20].
However, those are average cost-effectiveness ratios rather than ICERs. The authors’ Table 1 indicates
ICERs for CCHD screening of Int$15,020, Int$51,636, and Int$307,952, respectively. If the same arbitrary
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cost-effectiveness threshold had been applied to the ICERs, CCHD screening would not have been
considered cost-effective in either Shandong or Gansu. In addition, it should be noted that the three
times GDP per capita cost-effectiveness threshold value has been challenged as lacking validity [45].
3. Revised Cost-Effectiveness Estimates
3.1. New Estimates of Averted Infant Deaths
Newly published estimates of the impact of CCHD screening policies in the United States suggest
that the actual reduction in CCHD deaths associated with universal screening may be much higher
than previous economic evaluations anticipated. A statistical analysis of the association of US state
CCHD screening policies that had been adopted by 1 June 2013 with the numbers of early infant
(24 h to <6 months of age) deaths coded for CCHD or other/unspecified congenital heart defects
(CHDs) through the end of 2013 found that the implementation of CCHD screening mandates was
associated with a one-third lower frequency of recognized infant deaths with CCHD as the listed
cause (see Supplement) [46]. The reduction in CCHD deaths was not entirely attributable to screening
using pulse oximetry, since screening mandates could also have led to a greater clinical awareness and
the earlier detection of CCHD using other methods. This reduction in CCHD-associated deaths was
roughly six times greater than was assumed in the US CEA of CCHD screening by Peterson et al. based
on the frequency of delayed CCHD diagnoses that could be avoided through screening [10]. Adjusting
the Peterson et al. model to include 110 deaths averted annually (as opposed to the 20 deaths averted
annually assumed in the Peterson et al. original study), the estimated cost per life-year gained becomes
approximately $10,000 (2011 USD) (compared to the original reported estimate of approximately
$40,000 per life-year gained).
3.2. Shortened Life Expectancy among Survivors
One factor unaddressed by Peterson et al. and other economic evaluations of CCHD screening
is shortened life expectancy among individuals with CCHD. In other words, previous economic
evaluations have implicitly or explicitly assumed that children with CCHD who survive infancy have
the same life expectancy as unaffected children. However, all-cause mortality is higher among children
with CHDs than for the general population, even after infancy [47]. For example, it has been widely
reported that children and adolescents with CHDs have higher rates of cancer, even after excluding
individuals with chromosomal disorders [48]. Survival with a CHD varies widely by condition or type
of defect, country, ethnic group, and time period. Dramatic reductions over time in infant and early
childhood mortality among cohorts of infants born with a CHD have been widely reported [49–52].
Few studies have reported survival probabilities for patients with CHDs relative to life-table
survival probabilities for the general population. A population-based surveillance study conducted in
metropolitan Atlanta, Georgia (USA), involving birth cohorts from 1979 to 2005, found that the average
infant survival probability for infants with CCHD who had no non-cardiac defects or chromosomal
syndromes was 75.2%, but increased from 67.2% during the first 15 years to 82.5% during the more
recent 12 years [52]. One implication of the reductions in infant deaths associated with CCHD is
a smaller number of deaths that could be potentially averted through screening. The average survival
probability from 12 months to 25 years of age was 89.3%, which compares with a 99.3% survival
probability for the general US population in the 2009 national life table [53]. A Danish study modeled
post-surgery survival to age 25 among children born during 1990–2002 as 85% for all CHDs and from
64% to 87% for specific CCHD types, but the 10-year survival probability for the subsequent birth
cohort was substantially greater, 93% vs. 87% overall [54].
It would be reasonable to project that life expectancy among individuals with CCHD who survive
infancy could be 10–20% lower than in the general population. That would reduce discounted life-years
by three to six years relative to population norms. Adjusting the US CEA model of CCHD screening
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reported by Peterson et al. to include 110 deaths averted annually and 20% fewer years lived yields
an estimated cost per life-year saved of approximately $12,000 (2011 USD).
3.3. CHD-Related Future Medical Costs
It is generally recommended that CEAs include the present value of expected future medical costs
for survivors whose deaths are avoided or postponed as a result of a healthcare intervention, although
only one-half of CEAs published during 2008–2013 included estimates of future related medical
costs [55]. Since infants with complex medical conditions incur substantial medical costs, including
future medical costs can make life-saving interventions for such children appear less cost-effective.
It is common for CEAs of newborn screening tests to not include future medical costs [40].
No estimates of lifetime medical costs for children with CHDs in general or for the subset with
CCHD defects are currently available, with or without adjustment for co-occurring conditions. A US
study that used linked birth defects surveillance and administrative data from California dating from
the late 1980s estimated lifetime costs for four infants born with one of four specific CCHD conditions:
truncus arteriosus, transposition of the great arteries/double-outlet right ventricle, tetralogy of Fallot,
and single ventricle [56]. At the time of the study, infant survival was assumed to be low, with <50%
of infants with truncus arteriosus or single ventricle reaching one year of age. A CDC publication
recalculated the cost estimates with a 3% discount rate; lifetime medical costs per infant varied by
condition from $86,000 to $260,000 (1992 USD) [57].
Given dramatic changes in survival and medical technologies, cost estimates from three decades
in the past are not currently informative [58]. An analysis of 2005 US private insurance claims data
reported that children with severe CHDs (roughly equivalent to CCHD) had mean expenditures during
the first three years of life of roughly $210,000 in excess of children without CHDs [58]. The most
recent estimates of hospitalization costs associated with birth defects estimated an aggregate burden
almost twice as high in 2013 as in 2004 [59]. In 2013, the mean cost for a single inpatient stay with
a CCHD diagnosis was $79,011, and aggregate hospital costs for CCHD patients of all ages generated
a figure of $2.3 billion [59].
Despite the absence of recent estimates of lifetime costs for infants born with CCHD, it is possible
to conduct sensitivity analyses. One potential proxy is the lifetime medical cost for infants born with
spina bifida, which was recently estimated as $513,500 (2014 USD) [60]. In the analysis of California
data from the late 1980s, medical costs for children born with spina bifida were similar to those
born with single ventricle or tetralogy of Fallot and lower than those with truncus arteriosus [56,57].
However, annual medical costs for spina bifida remain elevated across the lifespan [60], whereas costs
associated with care for severe CHDs drop off sharply after infancy. Roughly two-thirds of all hospital
costs associated with CHD diagnoses are associated with admissions in the first 12 months of life [61].
Therefore, the lifetime medical cost for spina bifida might be an upper-bound estimate of the lifetime
medical cost associated with CCHD.
Adjusting the US CEA model of CCHD screening reported by Peterson et al. to include 110 deaths
averted annually, 20% fewer years lived, and $450,000 in post-infancy CCHD-attributable discounted
future lifetime medical costs (as opposed to $0 included in the original study), yields an estimated cost
per life-year saved of approximately $31,000 (2011 USD). That sensitivity analysis yields a conservative
estimate of net benefit (i.e., the cost-effectiveness ratio is likely overestimated) since the actual
incremental medical cost associated with CCHD is likely less than the proxy estimate that was used.
In any case, the estimated cost is still lower than the originally reported estimate of approximately
$40,000 per life-year gained.
4. Discussion
To date, all economic analyses of CCHD screening have followed the healthcare sector perspective,
as is conventional for clinical interventions. All have included employee compensation costs to
employers to estimate the cost of staff time. However, hospitals that have implemented CCHD
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screening have reported to be able to do so using existing nursing staff and do not incur additional
staff costs [21]. From the hospital perspective, the cost of staff time might not need to be included [10].
From a societal perspective, the inclusion of staff time makes sense if nursing time used for CCHD
screening could have otherwise been used for other tasks. If nursing time could not be reallocated,
the time spent doing the screening would not represent an incremental cost. If that is the case,
existing cost estimates could overestimate the incremental cost of CCHD screening.
Economic analyses of CCHD screening as a public policy should also include the costs of public
health activities in support of CCHD screening and follow-up, but little is known about those costs.
Jurisdictions implementing CCHD screening policies and programs often take varying approaches to
the organization and surveillance of CCHD screening [62]. For that reason, it may not be possible to
generalize the costs of the public health role in supporting and monitoring CCHD screening.
Notable variations exist in methods and results among the two previously published CEAs of
CCHD screening [10,20] and several costing studies included in this review. The level of evidence
for some cost elements, notably the cost of CCHD screening based on combined screening time,
labor cost, instrumentation, and consumables cost, is reasonably established in some clinical settings.
These cost elements still merit reconsideration or reinvestigation for future economic evaluations,
for each is dependent on existing conditions in a given clinical setting. Estimates of effectiveness
are also variable. Survival among infants with CCHD can vary greatly depending on location and
treatment availability, which limits the generalizability of results across settings within countries,
as well as across countries.
Other formal healthcare costs associated with CCHD screening are less well established.
Some matter more than others, as indicated by their potential magnitude per infant screened.
For example, the cost of the diagnostic work-up of screen-positive newborns is not well established,
but given the very small numbers of infants who screen positive, this cost element contributes very
little to the total cost of screening; perhaps 2% of the total cost [10]. It is likely that the assumption in
the Peterson et al. study that 43% of newborns who do not pass CCHD screening require transport to
another hospital is a substantial overestimate, but since such transportation contributed only marginally
to the estimated total cost of screening in that study, modifying that assumption would have little effect
on the results. In contrast, the cost of avoided hospitalizations associated with late-detected CCHD is
highly influential [10]. However, that cost estimate in Peterson et al. was based on just one study in
one US state conducted prior to the implementation of universal CCHD screening [33]. Furthermore,
the Peterson et al. study assumed a high rate of sensitivity of CCHD screening.
Some healthcare costs have been neglected in economic evaluations of CCHD screening. One is
the cost and benefits of diagnosing and treating non-CCHD cases among newborns referred following
screening. The implicit assumption has been that the costs of diagnostic work-up relative to the
size of the newborn population are low, similar to that of CCHD diagnosis. However, the potential
health benefits of detecting and treating non-cardiac conditions, such as neonatal sepsis, deserve
further attention. Non-health costs have been neglected in published cost-effectiveness analyses of
CCHD screening to date. For example, no published information exists on the time costs incurred by
family members caring for individuals with CCHD, nor the loss of economic productivity. Although
there is evidence of the increased use of special education services among surviving children with
CCHD [63,64], the associated costs have not been calculated. Furthermore, it is unknown whether
early detection might influence long-term academic outcomes among those children.
Three parameters can substantially affect the overall CEA results and remain underinvestigated:
estimates of averted infant CCHD deaths, shortened life expectancy among children with CCHD who
survive infancy, and future CCHD-associated medical costs. Previous CEAs have relied on indirect
estimates of averted deaths based on estimates of numbers of infant deaths with CCHD, the frequency
of delayed diagnosis, and the assumed relative reduction with timely diagnosis; they have excluded
the other two parameters. For example, Peterson et al. calculated an expected number of averted
deaths based on infant mortality differentials by timing of diagnosis derived before the advent of
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universal screening [10]. Newly available estimates of the relative reduction in deaths associated
with CCHD screening mandates based on a retrospective analysis of CCHD deaths in US states with
universal screening policies offer evidence of a greater number of deaths averted [46] than had been
projected by Peterson et al. [10] Using the direct estimates of averted deaths associated with mandatory
CCHD screening policies from Abouk et al. [46] yields cost-effectiveness ratios more favorable for
universal screening policies.
A comparative analysis of life expectancy among CCHD survivors relative to the general
population can contribute evidence to improve future economic evaluations of CCHD screening. Where
previous CEAs have assumed a normal life expectancy for individuals that through CCHD screening
detection avoided CCHD-associated death, accounting for a shorter than average life expectancy will
increase the net cost of screening by increasing the cost per life-year gained. Finally, previous CEAs
have not accounted for CCHD-related expenditures associated with averted CCHD death in infancy.
Accounting for such costs will also presumably increase the net cost of CCHD screening.
In conclusion, uncertainty remains regarding several parameters that are important to the analysis
of the cost-effectiveness of CCHD screening. Nonetheless, the ability of universal CCHD screening to
detect many newborns with CCHD who would otherwise have remained undiagnosed at the time of
discharge—and at risk of severe morbidity and mortality—has been demonstrated [65–67].
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Acknowledgments: No funding was received for the preparation or publication of the study.
Disclaimer: The findings and conclusions in this report are those of the authors and do not necessarily represent
the official position of the Centers for Disease Control and Prevention.
Author Contributions: Scott D. Grosse and Cora Peterson conceived the review and the new, updated results.
Scott D. Grosse conducted the review and wrote most of the paper. Rahi Abouk produced the new estimates
of avoided deaths and contributed to the new cost-effectiveness estimates. Jill Glidewell and Matthew E. Oster
provided substantive input and clinical expertise in the interpretation of the findings. All authors contributed to
the final version of the paper.
Conflicts of Interest: The authors declare no conflict of interest.

References
1.
2.
3.

4.
5.

6.

7.
8.

Centers for Disease Control and Prevention. CDC Grand Rounds: Newborn screening and improved
outcomes. Morb. Mortal. Wkly. Rep. 2012, 61, 390–393.
Wilson, J.M.; Jungner, Y.G. Principles and practice of mass screening for disease. Bol. Oficina Sanit. Panam.
1968, 65, 281–393. [PubMed]
Grosse, S.D.; Thompson, J.D.; Ding, Y.; Glass, M. The use of economic evaluation to inform newborn
screening policy decisions: The Washington state experience. Milbank Q. 2016, 94, 366–391. [CrossRef]
[PubMed]
Fischer, K.E.; Grosse, S.D.; Rogowski, W.H. The role of health technology assessment in coverage decisions
on newborn screening. Int. J. Technol. Assess. Health Care 2011, 27, 313–321. [CrossRef] [PubMed]
Grosse, S.D. Cost effectiveness as a criterion for newborn screening policy decisions. In Ethics and Newborn
Genetic Screening: New Technologies, New Challenges; Baily, M.A., Murray, T.H., Eds.; Johns Hopkins University
Press: Baltimore, MD, USA, 2009; pp. 58–88.
Grosse, S.D.; Riehle-Colarusso, T.; Gaffney, M.; Mason, C.A.; Shapira, S.K.; Sontag, M.K.; Braun, K.V.N.;
Iskander, J. CDC Grand Rounds: Newborn screening for hearing loss and critical congenital heart disease.
Morb. Mortal. Wkly. Rep. 2017, 66, 888–890. [CrossRef] [PubMed]
Ewer, A.K. Review of pulse oximetry screening for critical congenital heart defects in newborn infants.
Curr. Opin. Cardiol. 2013, 28, 92–96. [CrossRef] [PubMed]
Sebelius, K. Letter to the Secretary’s Advisory Council on Hereditary Diseases of Newborns and
Children. Available online: http://www.hrsa.gov/advisorycommittees/mchbadvisory/heritabledisorders/
recommendations/correspondence/cyanoticheartsecre09212011.pdf (accessed on 20 July 2016).

Int. J. Neonatal Screen. 2017, 3, 34

9.

10.
11.

12.

13.

14.

15.

16.

17.

18.

19.
20.

21.

22.

23.

24.
25.
26.

12 of 15

Martin, G.R.; Beekman, R.H., III; Mikula, E.B.; Fasules, J.; Garg, L.F.; Kemper, A.R.; Morrow, W.R.;
Pearson, G.D.; Mahle, W.T. Implementing recommended screening for critical congenital heart disease.
Pediatrics 2013, 132, e185–e192. [CrossRef] [PubMed]
Peterson, C.; Grosse, S.D.; Oster, M.E.; Olney, R.S.; Cassell, C.H. Cost-effectiveness of routine screening for
critical congenital heart disease in US newborns. Pediatrics 2013, 132, e595–e603. [CrossRef] [PubMed]
De-Wahl Granelli, A.; Wennergren, M.; Sandberg, K.; Mellander, M.; Bejlum, C.; Inganas, L.; Eriksson, M.;
Segerdahl, N.; Agren, A.; Ekman-Joelsson, B.M.; et al. Impact of pulse oximetry screening on the detection of
duct dependent congenital heart disease: A Swedish prospective screening study in 39,821 newborns. BMJ
2009, 338, a3037. [CrossRef] [PubMed]
Roberts, T.E.; Barton, P.M.; Auguste, P.E.; Middleton, L.J.; Furmston, A.T.; Ewer, A.K. Pulse oximetry as
a screening test for congenital heart defects in newborn infants: A cost-effectiveness analysis. Arch. Dis. Child.
2012, 97, 221–226. [CrossRef] [PubMed]
Griebsch, I.; Knowles, R.L.; Brown, J.; Bull, C.; Wren, C.; Dezateux, C.A. Comparing the clinical and economic
effects of clinical examination, pulse oximetry, and echocardiography in newborn screening for congenital
heart defects: A probabilistic cost-effectiveness model and value of information analysis. Int. J. Technol.
Assess. Health Care 2007, 23, 192–204. [CrossRef] [PubMed]
Knowles, R.; Griebsch, I.; Dezateux, C.; Brown, J.; Bull, C.; Wren, C. Newborn screening for congenital heart
defects: A systematic review and cost-effectiveness analysis. Health Technol. Assess. 2005, 9, 1–152. [CrossRef]
[PubMed]
Ewer, A.K.; Furmston, A.T.; Middleton, L.J.; Deeks, J.J.; Daniels, J.P.; Pattison, H.M.; Powell, R.; Roberts, T.E.;
Barton, P.; Auguste, P.; et al. Pulse oximetry as a screening test for congenital heart defects in newborn
infants: A test accuracy study with evaluation of acceptability and cost-effectiveness. Health Technol. Assess.
2012, 16, 1–184. [CrossRef] [PubMed]
Mahle, W.T.; Newburger, J.W.; Matherne, G.P.; Smith, F.C.; Hoke, T.R.; Koppel, R.; Gidding, S.S.;
Beekman, R.H., III; Grosse, S.D. Role of pulse oximetry in examining newborns for congenital heart disease:
A scientific statement from the American Heart Association and American Academy of Pediatrics. Circulation
2009, 120, 447–458. [CrossRef] [PubMed]
Ewer, A.K.; Middleton, L.J.; Furmston, A.T.; Bhoyar, A.; Daniels, J.P.; Thangaratinam, S.; Deeks, J.J.; Khan, K.S.;
PulseOx Study Group. Pulse oximetry screening for congenital heart defects in newborn infants (PulseOx):
A test accuracy study. Lancet 2011, 378, 785–794. [CrossRef]
Grosse, S.D. Showing value in newborn screening: Challenges in quantifying the effectiveness and
cost-effectiveness of early detection of phenylketonuria and cystic fibrosis. Healthcare 2015, 3, 1133–1157.
[CrossRef] [PubMed]
Grosse, S.D. Assessing cost-effectiveness in healthcare: History of the $50,000 per QALY threshold. Expert Rev.
Pharmacoecon. Outcomes Res. 2008, 8, 165–178. [CrossRef] [PubMed]
Tobe, R.G.; Martin, G.R.; Li, F.; Mori, R. Should postnatal oximetry screening be implemented nationwide in
China? A cost-effectiveness analysis in three regions with different socioeconomic status. Int. J. Cardiol. 2016,
204, 45–47. [CrossRef] [PubMed]
Peterson, C.; Grosse, S.D.; Glidewell, J.; Garg, L.F.; Van Naarden Braun, K.; Knapp, M.M.; Beres, L.M.;
Hinton, C.F.; Olney, R.S.; Cassell, C.H. A public health economic assessment of hospitals’ cost to screen
newborns for critical congenital heart disease. Public Health Rep. 2014, 129, 86–93. [CrossRef] [PubMed]
Kochilas, L.K.; Lohr, J.L.; Bruhn, E.; Borman-Shoap, E.; Gams, B.L.; Pylipow, M.; Saarinen, A.; Gaviglio, A.;
Thompson, T.R. Implementation of critical congenital heart disease screening in Minnesota. Pediatrics 2013,
132, e587–e594. [CrossRef] [PubMed]
Reeder, M.R.; Kim, J.; Nance, A.; Krikov, S.; Feldkamp, M.L.; Randall, H.; Botto, L.D. Evaluating cost and
resource use associated with pulse oximetry screening for critical congenital heart disease: Empiric estimates
and sources of variation. Birth Defects Res. A Clin. Mol. Teratol. 2015, 103, 962–971. [CrossRef] [PubMed]
Grosse, S.D. When is genomic testing cost-effective? Testing for Lynch Syndrome in patients with
newly-diagnosed colorectal cancer and their relatives. Healthcare 2015, 3, 860–878. [CrossRef] [PubMed]
Hatz, M.H.; Schremser, K.; Rogowski, W.H. Is individualized medicine more cost-effective? A systematic
review. Pharmacoeconomics 2014, 32, 443–455. [CrossRef] [PubMed]
Drummond, M.E.; O’Brien, B.; Stoddart, G.L.; Torrance, G.W. Methods for the Economic Evaluation of Health
Care Programmes, 2nd ed.; Oxford University Press: Oxford, UK, 1997.

Int. J. Neonatal Screen. 2017, 3, 34

27.
28.

29.
30.
31.
32.

33.

34.
35.
36.
37.

38.
39.
40.

41.

42.

43.

44.
45.
46.

13 of 15

Gold, M.R.; Siegel, J.E.; Russell, L.B.; Weinstein, M.C. Cost-Effectiveness in Health and Medicine; Oxford
University Press: New York, NY, USA, 1996.
Sanders, G.D.; Neumann, P.J.; Basu, A.; Brock, D.W.; Feeny, D.; Krahn, M.; Kuntz, K.M.; Meltzer, D.O.;
Owens, D.K.; Prosser, L.A.; et al. Recommendations for conduct, methodological practices, and reporting of
cost-effectiveness analyses: Second Panel on Cost-Effectiveness in Health and Medicine. JAMA 2016, 316,
1093–1103. [CrossRef] [PubMed]
Tilford, J.M.; Payakachat, N. Progress in measuring family spillover effects for economic evaluations.
Expert Rev. Pharmacoecon. Outcomes Res. 2015, 15, 195–198. [CrossRef] [PubMed]
Centers for Disease Control and Prevention. Assessment of current practices and feasibility of routine
screening for critical congenital heart defects—Georgia, 2012. Morb. Mortal. Wkly. Rep. 2013, 62, 288–291.
Walsh, W. Evaluation of pulse oximetry screening in Middle Tennessee: Cases for consideration before
universal screening. J. Perinatol. 2011, 31, 125–129. [CrossRef] [PubMed]
Bradshaw, E.A.; Cuzzi, S.; Kiernan, S.C.; Nagel, N.; Becker, J.A.; Martin, G.R. Feasibility of implementing
pulse oximetry screening for congenital heart disease in a community hospital. J. Perinatol. 2012, 32, 710–715.
[CrossRef] [PubMed]
Peterson, C.; Dawson, A.; Grosse, S.D.; Riehle-Colarusso, T.; Olney, R.S.; Tanner, J.P.; Kirby, R.S.; Correia, J.A.;
Watkins, S.M.; Cassell, C.H. Hospitalizations, costs, and mortality among infants with critical congenital
heart disease: How important is timely detection? Birth Defects Res. A Clin. Mol. Teratol. 2013, 97, 664–672.
[CrossRef] [PubMed]
Ailes, E.C.; Gilboa, S.M.; Honein, M.A.; Oster, M.E. Estimated number of infants detected and missed by
critical congenital heart defect screening. Pediatrics 2015, 135, 1000–1008. [CrossRef] [PubMed]
Chang, R.K.; Gurvitz, M.; Rodriguez, S. Missed diagnosis of critical congenital heart disease. Arch. Pediatr.
Adolesc. Med. 2008, 162, 969–974. [CrossRef] [PubMed]
Wren, C.; Reinhardt, Z.; Khawaja, K. Twenty-year trends in diagnosis of life-threatening neonatal
cardiovascular malformations. Arch Dis. Child. Fetal Neonatal Ed. 2008, 93, F33–F35. [CrossRef] [PubMed]
Grosse, S.D.; Prosser, L.A.; Asakawa, K.; Feeny, D. QALY weights for neurosensory impairments in pediatric
economic evaluations: Case studies and a critique. Expert Rev. Pharmacoecon. Outcomes Res. 2010, 10, 293–308.
[CrossRef] [PubMed]
Ungar, W.J. Challenges in health state valuation in paediatric economic evaluation: Are QALYs
contraindicated? Pharmacoeconomics 2011, 29, 641–652. [CrossRef] [PubMed]
Grosse, S.D. Economic evaluations of newborn screening interventions. In Economic Evaluation in Child
Health; Ungar, W.J., Ed.; Oxford University Press: New York, NY, USA, 2009; pp. 113–132.
Ding, Y.; Thompson, J.D.; Kobrynski, L.; Ojodu, J.; Zarbalian, G.; Grosse, S.D. Cost-Effectiveness/Cost-Benefit
Analysis of Newborn Screening for Severe Combined Immune Deficiency in Washington State. J. Pediatr.
2016, 172, 127–135. [CrossRef] [PubMed]
Salomon, J.A.; Vos, T.; Hogan, D.R.; Gagnon, M.; Naghavi, M.; Mokdad, A.; Begum, N.; Shah, R.; Karyana, M.;
Kosen, S.; et al. Common values in assessing health outcomes from disease and injury: Disability weights
measurement study for the Global Burden of Disease Study 2010. Lancet 2012, 380, 2129–2143. [CrossRef]
Griffiths, E.A.; Hendrich, J.K.; Stoddart, S.D.; Walsh, S.C. Acceptance of health technology
assessment submissions with incremental cost-effectiveness ratios above the cost-effectiveness threshold.
Clinicoecon. Outcomes Res. 2015, 7, 463–476. [CrossRef] [PubMed]
Briggs, A.H.; Weinstein, M.C.; Fenwick, E.A.; Karnon, J.; Sculpher, M.J.; Paltiel, A.D.; Ispor-Smdm Modeling
Good Research Practices Task Force. Model parameter estimation and uncertainty analysis: A report of the
ISPOR-SMDM Modeling Good Research Practices Task Force Working Group-6. Med. Decis. Mak. 2012, 32,
722–732. [CrossRef] [PubMed]
Neumann, P.J.; Cohen, J.T. ICER’s revised value assessment framework for 2017-2019: A critique.
Pharmacoeconomics 2017, 35, 977–980. [CrossRef] [PubMed]
Marseille, E.; Larson, B.; Kazi, D.S.; Kahn, J.G.; Rosen, S. Thresholds for the cost-effectiveness of interventions:
Alternative approaches. Bull. World Health Organ. 2015, 93, 118–124. [CrossRef] [PubMed]
Abouk, R.; Grosse, S.D.; Ailes, E.C.; Oster, M.E. Association of US state implementation of newborn screening
policies for critical congenital heart disease with early infant cardiac deaths. JAMA 2017, 318, 2111–2118.
[CrossRef] [PubMed]

Int. J. Neonatal Screen. 2017, 3, 34

47.
48.

49.
50.

51.
52.
53.

54.

55.

56.
57.
58.

59.

60.

61.

62.

63.

64.

65.
66.

14 of 15

Best, K.E.; Rankin, J. Long-term survival of individuals born with congenital heart disease: A systematic
review and meta-analysis. J. Am. Heart Assoc. 2016, 5, e002846. [CrossRef] [PubMed]
Botto, L.D.; Flood, T.; Little, J.; Fluchel, M.N.; Krikov, S.; Feldkamp, M.L.; Wu, Y.; Goedken, R.; Puzhankara, S.;
Romitti, P.A. Cancer risk in children and adolescents with birth defects: A population-based cohort study.
PLoS ONE 2013, 8, e69077. [CrossRef] [PubMed]
Khairy, P.; Ionescu-Ittu, R.; Mackie, A.S.; Abrahamowicz, M.; Pilote, L.; Marelli, A.J. Changing mortality in
congenital heart disease. J. Am. Coll. Cardiol. 2010, 56, 1149–1157. [CrossRef] [PubMed]
Nembhard, W.N.; Salemi, J.L.; Ethen, M.K.; Fixler, D.E.; Dimaggio, A.; Canfield, M.A. Racial/Ethnic
disparities in risk of early childhood mortality among children with congenital heart defects. Pediatrics 2011,
127, e1128–e1138. [CrossRef] [PubMed]
Wang, Y.; Liu, G.; Druschel, C.M.; Kirby, R.S. Maternal race/ethnicity and survival experience of children
with congenital heart disease. J. Pediatr. 2013, 163, 1437–1442. [CrossRef] [PubMed]
Oster, M.E.; Lee, K.A.; Honein, M.A.; Riehle-Colarusso, T.; Shin, M.; Correa, A. Temporal trends in survival
among infants with critical congenital heart defects. Pediatrics 2013, 131, e1502–e1508. [CrossRef] [PubMed]
Arias, E. United States Life Tables, 2009. In National Vital Statistics Reports; Centers for Disease Control and
Prevention, National Center for Health Statistics, National Vital Statistics System: Atlanta, GA, USA, 2014;
Volume 62, pp. 1–63.
Larsen, S.H.; Olsen, M.; Emmertsen, K.; Hjortdal, V.E. Interventional treatment of patients with congenital
heart disease: Nationwide Danish experience over 39 years. J. Am. Coll. Cardiol. 2017, 69, 2725–2732.
[CrossRef] [PubMed]
Gros, B.; Soto Alvarez, J.; Angel Casado, M. Incorporation of future costs in health economic analysis
publications: Current situation and recommendations for the future. Expert Rev. Pharmacoecon. Outcomes Res.
2015, 15, 465–469. [CrossRef] [PubMed]
Waitzman, N.J.; Romano, P.S.; Scheffler, R.M. The Cost of Birth Defects; University Press of America: Lanham,
MD, USA, 1996.
Centers for Disease Control and Prevention. Economic costs of birth defects and cerebral palsy—United States,
1992. Morb. Mortal. Wkly. Rep. 1995, 44, 694–699.
Boulet, S.; Grosse, S.; Riehle-Colarusso, T.; Correa-Villasenor, A. Health care costs of congenital heart defects.
In Congenital Heart Defects: From Origin to Treatment; Wyszynski, D., Graham, T., Correa-Villasenor, A., Eds.;
Oxford University Press: New York, NY, USA, 2010; pp. 493–501.
Arth, A.C.; Tinker, S.C.; Simeone, R.M.; Ailes, E.C.; Cragan, J.D.; Grosse, S.D. Inpatient hospitalization costs
associated with birth defects among persons of all ages—United States, 2013. Morb. Mortal. Wkly. Rep. 2017,
66, 41–46. [CrossRef] [PubMed]
Grosse, S.D.; Berry, R.J.; Tilford, J.M.; Kucik, J.E.; Waitzman, N.J. Retrospective assessment of cost savings
from prevention: Folic acid fortification and spina bifida in the US. Am. J. Prev. Med. 2016, 50, S74–S80.
[CrossRef] [PubMed]
Simeone, R.M.; Oster, M.E.; Hobbs, C.A.; Robbins, J.M.; Collins, R.T.; Honein, M.A. Population-based study
of hospital costs for hospitalizations of infants, children, and adults with a congenital heart defect, Arkansas
2006 to 2011. Birth Defects Res. A Clin. Mol. Teratol. 2015, 103, 814–820. [CrossRef] [PubMed]
Glidewell, J.; Olney, R.S.; Hinton, C.; Pawelski, J.; Sontag, M.; Wood, T.; Kucik, J.E.; Daskalov, R.; Hudson, J.
State legislation, regulations, and hospital guidelines for newborn screening for critical congenital heart
defects—United States, 2011–2014. Morb. Mortal. Wkly. Rep. 2015, 64, 625–630.
Oster, M.E.; Watkins, S.; Hill, K.D.; Knight, J.H.; Meyer, R.E. Academic outcomes in children with congenital
heart defects: A population-based cohort study. Circ. Cardiovasc. Qual. Outcomes 2017, 10, e003074. [CrossRef]
[PubMed]
Riehle-Colarusso, T.; Autry, A.; Razzaghi, H.; Boyle, C.A.; Mahle, W.T.; Van Naarden Braun, K.; Correa, A.
Congenital heart defects and receipt of special education services. Pediatrics 2015, 136, 496–504. [CrossRef]
[PubMed]
Ismail, A.Q.; Cawsey, M.; Ewer, A.K. Newborn pulse oximetry screening in practice. Arch. Dis. Child. Educ.
Pract. Ed. 2016, 102, 155–161. [CrossRef] [PubMed]
Oster, M.E.; Aucott, S.W.; Glidewell, J.; Hackell, J.; Kochilas, L.; Martin, G.R.; Phillippi, J.; Pinto, N.M.;
Saarinen, A.; Sontag, M.; et al. Lessons learned from newborn screening for critical congenital heart defects.
Pediatrics 2016, 137, e20154573. [CrossRef] [PubMed]

Int. J. Neonatal Screen. 2017, 3, 34

67.

68.

15 of 15

Narayen, I.C.; Blom, N.A.; Ewer, A.K.; Vento, M.; Manzoni, P.; te Pas, A.B. Aspects of pulse oximetry
screening for critical congenital heart defects: When, how and why? Arch. Dis. Child. Fetal Neonatal Ed. 2016,
101, F162–F167. [CrossRef] [PubMed]
Martin, J.A.; Hamilton, B.E.; Osterman, M.J. Births in the United States, 2015. NCHS Data Brief 2016, 1–8.
© 2017 by the authors. Licensee MDPI, Basel, Switzerland. This article is an open access
article distributed under the terms and conditions of the Creative Commons Attribution
(CC BY) license (http://creativecommons.org/licenses/by/4.0/).

