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Introduction
Inborn Errors of Metabolism (IEM) are a class of genetic diseases involving genes which code 

for enzymes or transporters in metabolism. Patients with IEM produce defective enzymes or 
transporters from defective genes. This hinders metabolic pathways which convert substrates into 
desirable products, leading to (1) failure in synthesizing essential biochemical compounds; and/or 
(2) accumulation of substances that are toxic or could interfere with normal physiological function 
and may contribute to morbidity and mortality.

Individual cases of IEM are rare but collectively, IEM diseases are prevalent [1]. The cumulative 
incidence rate varies among countries from 1 in 784 live births in United Kingdom [1] to 1 in 
9300 in Japan [2]. Ethnicity-related discrepancies by country is in part due to variation of IEM 
panels being used for screening, impeding direct comparison [3].With a greater understanding of 
the pathophysiology and the availability of emerging biochemical and molecular diagnostic tools, 
more types of IEM are being identified [4].

Depending on the pathogenesis and the metabolic pathway affected, classical IEM is grossly 
classified into different groups: amino acidemias, organic acidemias (OA), and fatty acid oxidation 
defects. Of the various types of IEM diseases, OA most frequently occur among severely ill children 
[5].

Although clinical presentations of OA involve multiple body systems, OA predominately affects 
the central nervous system. If OA is not treated, patients may develop irreversible brain damage, 
leading to mental retardation. Long-term management requires a low-protein-high-energy diet 
with amino acid supplements which are free from the problematic precursor amino acids. Response 
to treatment for OA is generally good, particularly among neonates before onset of symptoms [4,6]. 
As supported in multiple studies [7-9], early identification by screening and timely intervention 
significantly improves clinical outcomes.

In recent years, the use of tandem mass spectrometry (TMS) allows screening of multiple 
diseases from one test. Chace, et al. [10] demonstrated the use of TMS in IEM screening using dried 
blood spots (DBS). Confirmatory testing can be performed with analysis of plasma amino acids, 
plasma acylcarnitines and urine organic acids; and genetic diagnosis by DNA sequencing [3].

This screening strategy has multiple advantages. Firstly, TMS has high sensitivity (99%) and 
specificity (99.995%) for most IEM diseases [11-13]. Secondly, only a 0.3 ml whole blood sample 
is needed for the DBS card; this amount is comparatively small and attainable from neonates [12]. 
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Abstract

Aim: This study assesses the cost-effectiveness of population-wide organic acidemias newborn screening 
in Hong Kong from the public healthcare provider’s perspective.

Methods: A decision tree was established to model the effect of screening birth cohort in Hong Kong in 2009 
compared with no screening. Life-time costs and benefits were considered. Screening test performance, outcome 
probabilities and costs were obtained from the international literature and local sources. A yearly discount rate of 
5% was applied to costs and benefits. Incremental Cost-Effectiveness Ratio (ICER) was calculated per life year 
gained (overall) and per life year gained without mental retardation.

Results: The ICER per life year gained for all newborns is -HK$1,300,177 and the ICER per life year gained 
without mental retardation is -HK$983,333, for screening as compared with no screening strategy. 

Conclusion: Newborn screening for organic acidemias is shown to be highly cost-effective for avoidable 
mortality and mental retardation development.
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In addition, it has the potential of accommodating high-throughput 
environment for newborn screening, as it requires only 3 minutes to 
screen 30 diseases [11]. Furthermore, the cost of test reagents is low. 
Despite relatively high installation and setup costs; the incremental 
marginal cost was calculated to be about $10 USD per birth screen 
[12].

Newborn screening has been shown to be cost-effective in various 
studies [16]. These studies are specific to the local situation, in terms 
of disease of interest, disease epidemiology, healthcare cost, study 
perspective, and treatment and management models. These studies 
used various methodological approaches and implementation 
strategies, reported on a unique panel of diseases and disease 
incidence. Service delivery costs were obtained from the healthcare 
provider. Hence, newborn screening cost-effectiveness analyses may 
not be transferrable from one country or locality to another. 

In Hong Kong, incidence for classical IEM was estimated to be 1 
in 4,122 [17]. Universal newborn screening provided by Department 
of Health for genetic defects has been limited to G6PD deficiency and 
congenital hypothyroidism. The screening strategy in China (using 
TMS-based platform) has shown potential for adoption in Hong Kong 
and may guide development of higher neonatal screening standards. 
Lee, et al. [18] found that TMS-based expanded IEM screening to be 
cost effective for hyperphenylalaninemia in Hong Kong. Inclusion 
of OA in newborn screening requires economic justification. The 
cost-effectiveness of such programme in Hong Kong has yet to be 
addressed in scientific research papers. Hence, this study assessed the 
cost-effectiveness of additionally including OA to an existing TMS-
based newborn hyperphenylalaninemia screening platform.

Materials and Methods
Perspective and setting

This study takes the perspective of a Hong Kong public healthcare 
provider. Only direct costs related to the screening programme 
and utilization of health care services: cost of confirmation test, 
consultation, and management costs are considered in this model. 
As TMS platform is already in place for hyperphenylalaninemia 

screening, there is no installation and setup cost. Reagent cost for 
screening test is negligible for additionally include OA, due to the 
nature of the TMS-screening strategy (one test for screening multiple 
diseases). The monetary values in 2009 are used and a discount rate of 
5% per year is applied for both costs and benefits [19].

Cases Based on a Local Inborn Errors of Metabolism Study

This study is based on a study previously conducted by Lee, et 
al. [17] to estimate the incidence and disease spectrum of classical 
IEM, including OA. Five years of laboratory records (2005 to 2009) 
were retrieved to identify IEM cases from three regional chemical 
pathology laboratories in Hospital Authority (HA) [17]. These cases 
were reviewed and confirmed by genetic analysis. Eventually, 43 
IEM cases, of which 5 cases were classified as OA, met the inclusion 
criteria. 

Incidence for classical IEM in Hong Kong was then estimated to 
be 1 in 4,122 [17]. The identified OA patients are followed up in this 
study. With the approval from Kowloon West Cluster Research Ethics 
Committee of the HA, and the Institutional Review Board, service 
utilization for these patients was retrospectively retrieved from the 
Clinical Management System. Five-year records of hospitalization, 
consultation, and imaging service were retrieved for utilization review 
and costing. Costs were based on “charges for non-eligible persons 
(NEP)” [20] of HA; average annual cost was subsequently calculated.

Decision tree model

A decision tree model was established to compare TMS-based 
screening versus no-screening strategy in the cohort of newborn 
babies in 2009. The model considered possible pathways and 
associated probabilities and outcomes (Figure 1).

For the screening group: for test-positive subjects, confirmation 
tests and genetic analysis were included to distinguish between 
true positive and false positive. Sensitivity and specificity of the 
confirmation tests were assumed to be 100% each. True positives 
were expected to be picked up for prompt treatment. It was assumed 
that a specialist out-patient visit was required quarterly for follow-up 
and prescription.

Figure 1: Decision Tree of the Organic Acidemia screening.
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Screening test-negative subjects were either healthy (true 
negative) or missed OA (false negative). The latter would be identified 
when clinical symptoms arise.

For no screening group: OA patients were identified only when 
clinical symptoms arise. These types of patients, like missed OA, were 
regarded as having delayed treatment. Age-specific event probabilities 
were applied to these subjects to calculate the total number of life 
years lost and the total number of life years with mental retardation 
up to life expectancy. Life-time management cost was calculated as 
summation of average annual management cost up to life expectancy.

The cohort was assumed to be homogenous in terms of OA risk, 
complication rate and response to treatment, and was expected to 
undergo either population-wide TMS OA screening strategy or no 
screening. The compliance rate was assumed to be 100% with no 
drop-outs.

Given the severe nature of complications [10], the treatment 
compliance rate was assumed to be 100%. Medication use for any 
detected cases was assumed to be same across cases. Despite good 
response to treatment for OA among neonates [4,6], published 
data on treatment effectiveness is limited. Therefore, treatment 
effectiveness for avoiding mortality and/or mental retardation in 
early detected cases is both assumed to be 100%.

Estimates were obtained from published research on MEDLINE/
PubMed, and from local sources. Rare diseases like OA are usually 
studied as case series and observational studies. Data quality was 

ensured by two criteria (1) applicability with the Hong Kong 
context: data from Hong Kong is preferred to China, then Asia and 
international; (2) reliability of data: sample size and length of the 
study.

Cost-effectiveness analysis

The primary outcome is the incremental cost-effectiveness ratio 
(ICER): ICER per life year gain (overall), and ICER per life year gain 
without mental retardation. It is calculated by the formula: [ICER = 
△C/△E], where, △C = the difference in total cost between screening 
and no screening for OA; and, △E = the difference in effectiveness 
[(i) cost per life-year gained (overall); (ii) cost-per life year gained 
without mental retardation] 

The ICER threshold is set at per capita gross domestic product 
(GDP) of 2009, which is HK$233,239 per life-year gained [22].The 
World Health Organization [19] recommends that, a programme is 
(1) highly cost-effective if ICER is less than GDP per capita; (2) cost-
effective if ICER falls between one and three times GDP per capita; 
or (3) not cost-effective if ICER is greater than three times GDP per 
capita.

Results
Use of estimates

The major estimates for calculation of life years and costs in 
different decision tree pathways, extracted from published search on 
MEDLINE/PubMed and from local sources, are summarized in Table 1.

Parameter Estimates References

Discount Rate 5% [19]
Birth Cohort 2009
-	 Cohort size
-	 Life Expectancy

82,100
79.8 years [21]

Disease Burden of Organic Acidemias
-	 Incidence 
-	 Mortality rate
Early detection
Late detection:
- Year 0 to Year 1
- Year 1 to Year 2
- Year 2 to Year 5
- Year 5 to Year 15
- Year 15 to Year 80
-	 Probability of developing of mental retardation
Early detection
Late detection
- Year 1 to Year 2
- Year 2 to Year 5
- Year 5 to Year 15
- Year 15 to Year 80

1 in 35,534

0%

10.54%
2.79%
3.02%
1.44%
0.93%

0%

8.64%
11.20%
6.80%
2.49%

[17]

Assumption

[22]
[22]
[22]
[22]
[22]

Assumption

[22]
[22]
[22]
[22]

Screening Test (Tandem Mass Spectrometry)
-	 Sensitivity
-	 Specificity

99%
99.995%

[3]
[3]

Confirmation Test (Genetic Investigation)
-	 Sensitivity
-	 Specificity
-	 Cost

100%
100%

HKD $20,100

Assumption
Assumption

Hospital Authority

Treatment for Organic Acidemias
-	 Compliance to treatment 100% Assumption

Table 1: Summary of major estimates used for calculation of outcomes and costs in the decision tree pathways.
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No screening group

Disease outcome: In the no screening group, the expected numbers 
of OA outcomes is 2.31(out of 82,000). This was derived by incidence 
rate (0.0028%). From age-specific event probabilities, number of 
discounted life years lost is 7.40 while discounted number of life years 
with mental retardation development is 9.79.

Cost: Service utilization for the 5 OA cases identified in a local 
IEM study [17] was retrospectively retrieved. Utilization data 
including number of days of in-patient stays, number of out-patient 
consultation, and number of imaging service orders were retrieved. 
Average annual management cost per person based on NEP charges 
was HK$261,609. Using annual discount rate of 5%, the life time cost 
of the no screening group was expected to be HK$9,955,222.

Screening group

Disease outcome: From the incidence of OA, the expected number 
of OA cases is 2.31. Test sensitivity (true positive rate) further divide 
the cases into expected number of true positives (TP) category (n = 
2.29), and false negative (FN) category (n = 0.02). Likewise, from the 
specificity (true negative rate), the expected number of true negatives 
(TN) can be calculated (n = 82093.58), and the remaining cases 
belong to false positive (FP) cases (n = 4.10).

Assuming that all true positives (TP) cases are treated in time, 
i.e. no OA related death or mental retardation; and that all FN are 
incorrectly identified, the expected total number of life years lost is 
0.07 (discounted), and the expected number of life years with mental 
retardation is 0.10 (discounted) for screening group.

Cost: For TP cases, it is assumed that each case would have consultation 
quarterly. The life-time discounted management cost for each case is 
HK$86,547. For FN cases, the expected life-time management cost is 
the sum of the discounted cost of each life year up to their expected 
life years: HK$99,552.Costs for each group is calculated in Table 2, 
adding up to the group total of HK$426,000.

Incremental cost-effectiveness ratio: Incremental cost is then 
calculated to be -HK$9,529,223. Discounted benefits from screening 
were 7.33 life years saved, and 9.69 life years without mental 
retardation. Hence, the ICER per life year gained is -HK$1,300,177 
and the ICER per life year gained without mental retardation is 
-HK$983,333. As both figures fall below the cost-effectiveness 

threshold, population-wide TMS screening strategy is economically 
justified.

Discussion
Cost-effectiveness analysis

Inclusion of OA in newborn screening is found to be cost-
effective. This finding is comparable to other existing IEM cost-
effectiveness analysis. A Canadian study [23] also assessed the ICER 
per life year gain of expanding TMS-based newborn screening, from 
Phenylketonuria alone to 21 IEM diseases, including OA. In their 
study, the healthcare cost was also considered up to 80 of age, which 
is similar to our study. They also concluded that TMS is cost-effective 
when screening for a wider variety diseases. 

Most economic analyses for TMS-based screening strategy for 
OA also target other IEM diseases. The profile and choice of control 
group varies among studies. Schoen et al. [15] compared life-time 
treatment cost and outcomes for expanded TMS screening covering 
more than 5 IEM diseases (including two types of OA), with those of 
no screening, and estimated the cost per Quality-Adjusted Life Year 
(QALY) saved to be HK$45,451. (USD$5,827) Another study [14] 
considering life-time cost per QALY was estimated to be HK$90,168 
(USD$11,560) expanded TMS-based screening from 7 disorders to 
27 disorders. In Wisconsin, the cost per QALY was calculated as 
HK$118,966 (USD$15,252) for screening programme expanded from 
medium-chain acyl-coA dehydrogenase diseases alone to include OA 
and fatty acid oxidation disorders [24]. 

All ICERs calculated among studies reached their respective cost-
effectiveness thresholds. Although it is apparent that cost-effectiveness 
analysis from other localities may not be directly applicable to Hong 
Kong. Some variation is likely due to different evaluation approaches 
or a more contextualized environment.

Limitation of the study

This study was highly contextualized for practical purpose. It 
considered the occasion of additionally including OA screening to an 
existing TMS-based hyperphenylalaninemia screening platform. With 
low cost margin for screening procedure, costs difference between 
two groups mainly reflects the impact of early OA identification.

This study is heavily based on another local study [17], in 
which OA subjects were identified and followed-up. Subjects were 
all children, so their service utilization record was limited. Due to 
limited data on the management cost of OA, annual cost was averaged 
from 5-year period and was assumed to be uniform across the life 
time. Changes in annual management cost in OA subjects were not 
accounted for in this study. 

In the case of OA, the long-term cost of morbidity may even be 
higher. The Centers for Disease Control and Prevention in United 
States estimated the average lifetime cost for persons with mental 
retardation to be USD$1,014,000, at 3% discounted rate for future 
costs [25]. Among cost categories, direct medical costs only account 
for 13.8% of the total costs. Productivity loss to society contributes 
over 75% of the total life-time cost [25].There is inadequate data 
to calculate social and long-term care cost in Hong Kong. For the 
current model, from the public healthcare provider perspective and 
the length of study period, this large portion of unrealized societal 
cost is not considered.

Table 2: Cost involved in screening group (stratified).

OA subjects Healthy Subjects

Cost (HK$) True 
Positive

False 
Negative

True 
Negative

False 
Positive

Confirmation 20,100 / / 20,100

Management 86,547+ /* / /

Cost per case 106,647 /* / 20,100
Number of 

cases 2.29 /* 82,093.58 4.10

Total per group 
(HK$) 243,939+ 99,552*+ 0 82,508

Subtotal: 426,000

+Discounted at 5% yearly discount rate. 
*Management cost for false negative group is separately calculated.
NB: Cost per case = cost of confirmation + cost of management
       Total cost per group = cost per case  × number of cases
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Another major challenge for researches of rare diseases is the lack 
of data. Ideally, estimates of disease costs, incidence, and outcomes 
would be derived from a single cohort by following them up 
throughout their lifetime. Nevertheless, such study is rarely feasible in 
practice. Most publications about rare diseases are presented as case 
reports, case series or observational studies, in which only descriptive 
figures recorded from observed subjects.  

For practical reasons, IEM studies often estimate incidence 
and disease outcomes by observation and projection. This may 
underestimate the incidence as cases are picked up mostly by 
clinical suspicion. Such strategy misses asymptomatic, mild, atypical 
or late-onset cases. As demonstrated by the experience of TMS-
based screening in Australia [26], the prevalence of IEM, excluding 
phenylketonuria, was adjusted from 8.6-9.5 per 100,000 births to 
15.7 per 100,000 upon implementation of screening. The effect of 
increased detection of asymptomatic or mild cases was not addressed 
in the study, but this is of significant importance to the screening 
programme. 

This study considers OA as a group of diseases. As OA is rare and 
longitudinal studies of OA patients are even rarer, the probabilities 
of outcomes were obtained based on a relatively small number of 
published observations. The diversity of clinical presentation and 
level of severity were yet to be addressed. The outcomes of OA were 
also simplified in the model, in which only two major adverse events 
were considered: mortality and development of mental retardation. 
Other outcomes, for example, seizure or acute symptoms were not 
considered. Therefore, the benefit from screening may have been 
underestimated in this model. 

There is also ambiguity about effectiveness of treatment. Although 
it has been known that OA subjects have good response to treatment 
[6], details and statistics on treatment efficacy are yet to be published. 
The period of onset during which treatment improve outcome has yet 
to be studied, hence was not incorporated in the model.

Future studies

This study is, to the understanding of the authors, the first 
economic evaluation of TMS-based platform for newborn OA 
screening. This study has solely considered OA. In future studies, 
cost-effectiveness can be calculated for more than one disease 
group; and incorporate existing G6PD deficiency and congenital 
hypothyroidism screening programmes in Hong Kong.

Cipriano, et al [23] performed a cost-effectiveness analysis 
on TMS-based newborn screening for up to 21 IEM diseases. By 
step-wise addition of diseases to the existing screening program, 
they calculated the ICER and determined the optimal condition in 
which the greatest number of diseases that could be identified. It is 
believed that this study is potential to be a pilot model for a bigger 
project to have a better picture of overall cost-effectiveness of TMS-
based screening strategy; and to establish the optimal framework of 
newborn IEM screening in Hong Kong.

Conclusion
Cost-effectiveness of newborn screening for OA was analysed 

using a decision tree with a 5-year cohort. With screening, ICER per 
life year gained and per life year gained without mental retardation 
are -HK$1,300,177 and -HK$983,333 respectively compared with 

no screening strategy, which are both less than GDP per capita. 
Population-wide screening is shown to be highly economically 
favourable to avoid mortality and mental retardation from a public 
healthcare provider’s perspective.

References

1.	 Sanderson S, Green A, Preece MA, Burton H. The incidence of inherited 
metabolic disorders in the West Midlands, UK. Arch Dis Child. 2006; 91: 896-
899.

2.	 Yamaguchi S. Newborn screening in Japan: restructuring for the new era. 
Ann Acad Med Singapore. 2008; 37: 13-15.

3.	 Mak CM, Lee HC, Chan AY, Lam CW. Inborn errors of metabolism and 
expanded newborn screening: review and update. Crit Rev Clin Lab Sci. 
2013; 50:142-162.

4.	 Seashore MR. The organic acidemias: an overview. 2014.

5.	 Wajner M, Raymond K, Barschak A, Luft AP, Ferreira G, Domingues G, et al. 
Detection of organic acidemias in Brazil. Arch Med Res. 2002; 33: 581-585.

6.	 Kölker S, Christensen E, Leonard JV, Greenberg CR, Boneh A, Burlina 
AB, et al. Diagnosis and management of glutaric aciduria type I--revised 
recommendations. J Inherit Metab Dis. 2011; 34: 677-694.

7.	 Narayanan MP, Kannan V, Vinayan KP, Vasudevan DM. Diagnosis of major 
organic acidurias in children: two years experience at a tertiary care centre. 
Indian J Clin Biochem. 2011; 26: 347-353.

8.	 Picca S, Dionisi-Vici C, Abeni D, Pastore A, Rizzo C, Orzalesi M, et al. 
Extracorporeal dialysis in neonatal hyperammonemia: modalities and 
prognostic indicators. Pediatr Nephrol. 2001; 16: 862-867.

9.	 MacCready R. Phenylketonuria screening program. N Engl J Med. 1963; 269: 
52-56.

10.	Chace DH, Millington DS, Terada N, Kahler SG, Roe CR, Hofman LF. Rapid 
diagnosis of phenylketonuria by quantitative analysis for phenylalanine and 
tyrosine in neonatal blood spots by tandem mass spectrometry. Clin Chem. 
1993; 39: 66-71.

11.	Pandor A, Eastham J, Beverley C, Chilcott J, Paisley S. Clinical effectiveness 
and cost-effectiveness of neonatal screening for inborn errors of metabolism 
using tandem mass spectrometry: a systematic review. Health Technol 
Assess. 2004; 8: 1-121.

12.	Feuchtbaum L, Cunningham G. Economic evaluation of tandem mass 
spectrometry screening in California. Pediatrics. 2006; 117: 280-286.

13.	Nord E, Richardson J, Street A, Kuhse H, Singer P. Who cares about cost? 
Does economic analysis impose or reflect social values? Health Policy. 1995; 
34: 79-94.

14.	Tiwana SK, Rascati KL, Park H. Cost-effectiveness of expanded newborn 
screening in Texas. Value Health. 2012; 15: 613-621. 

15.	Schoen EJ, Baker JC, Colby CJ, To TT. Cost-benefit analysis of universal 
tandem mass spectrometry for newborn screening. Pediatrics. 2002; 110: 
781-786.

16.	Tran K, Banerjee S, Li H, Noorani HZ, Mensinkai S, Dooley K. Clinical efficacy 
and cost-effectiveness of newborn screening for medium chain acyl-CoA 
dehydrogenase deficiency using tandem mass spectrometry. Clin Biochem. 
2007; 40: 235-241.

17.	Lee HC, Mak CM, Lam CW, Siu WK, Kwong LL, Shek CC, et al. Analysis 
of inborn errors of metabolism: disease spectrum for expanded newborn 
screening in Hong Kong. Chin Med J (Engl). 2011; 124: 983-989.

18.	Lee HH, Mak CM, Poon GW, Wong KY, Lam CW. Cost-benefit analysis of 
hyperphenylalaninemia Due to 6-pyruvoyl-tetrahydropterin synthase (PTPS) 
deficiency: for consideration of expanded newborn screening in Hong Kong. 
J Med Screen. 2014; 21: 61-70.

19.	World Health Organization. Making choices in health: WHO guide to cost-
effectiveness analysis. Geneva, World Health Organization 2003.

http://www.ncbi.nlm.nih.gov/pubmed/16690699
http://www.ncbi.nlm.nih.gov/pubmed/16690699
http://www.ncbi.nlm.nih.gov/pubmed/16690699
http://www.ncbi.nlm.nih.gov/pubmed/19904475
http://www.ncbi.nlm.nih.gov/pubmed/19904475
http://www.ncbi.nlm.nih.gov/pubmed/24295058
http://www.ncbi.nlm.nih.gov/pubmed/24295058
http://www.ncbi.nlm.nih.gov/pubmed/24295058
http://www.ncbi.nlm.nih.gov/books/NBK1134/
http://www.ncbi.nlm.nih.gov/pubmed/12505106
http://www.ncbi.nlm.nih.gov/pubmed/12505106
http://www.ncbi.nlm.nih.gov/pubmed/21431622
http://www.ncbi.nlm.nih.gov/pubmed/21431622
http://www.ncbi.nlm.nih.gov/pubmed/21431622
http://www.ncbi.nlm.nih.gov/pubmed/23024469
http://www.ncbi.nlm.nih.gov/pubmed/23024469
http://www.ncbi.nlm.nih.gov/pubmed/23024469
http://www.ncbi.nlm.nih.gov/pubmed/11685590
http://www.ncbi.nlm.nih.gov/pubmed/11685590
http://www.ncbi.nlm.nih.gov/pubmed/11685590
http://www.nejm.org/doi/full/10.1056/NEJM196307042690117
http://www.nejm.org/doi/full/10.1056/NEJM196307042690117
http://www.ncbi.nlm.nih.gov/pubmed/8419060
http://www.ncbi.nlm.nih.gov/pubmed/8419060
http://www.ncbi.nlm.nih.gov/pubmed/8419060
http://www.ncbi.nlm.nih.gov/pubmed/8419060
http://www.ncbi.nlm.nih.gov/pubmed/14982654
http://www.ncbi.nlm.nih.gov/pubmed/14982654
http://www.ncbi.nlm.nih.gov/pubmed/14982654
http://www.ncbi.nlm.nih.gov/pubmed/14982654
http://www.ncbi.nlm.nih.gov/pubmed/16735254
http://www.ncbi.nlm.nih.gov/pubmed/16735254
http://www.ncbi.nlm.nih.gov/pubmed/10153484
http://www.ncbi.nlm.nih.gov/pubmed/10153484
http://www.ncbi.nlm.nih.gov/pubmed/10153484
http://www.ncbi.nlm.nih.gov/pubmed/22867769
http://www.ncbi.nlm.nih.gov/pubmed/22867769
http://www.ncbi.nlm.nih.gov/pubmed/12359795
http://www.ncbi.nlm.nih.gov/pubmed/12359795
http://www.ncbi.nlm.nih.gov/pubmed/12359795
http://www.ncbi.nlm.nih.gov/pubmed/17222812
http://www.ncbi.nlm.nih.gov/pubmed/17222812
http://www.ncbi.nlm.nih.gov/pubmed/17222812
http://www.ncbi.nlm.nih.gov/pubmed/17222812
http://www.ncbi.nlm.nih.gov/pubmed/21542954
http://www.ncbi.nlm.nih.gov/pubmed/21542954
http://www.ncbi.nlm.nih.gov/pubmed/21542954
http://www.ncbi.nlm.nih.gov/pubmed/24803483
http://www.ncbi.nlm.nih.gov/pubmed/24803483
http://www.ncbi.nlm.nih.gov/pubmed/24803483
http://www.ncbi.nlm.nih.gov/pubmed/24803483
http://www.who.int/choice/publications/p_2003_generalised_cea.pdf
http://www.who.int/choice/publications/p_2003_generalised_cea.pdf


Citation: Ng HL, Mak CM and Johnston JM. Cost-Effectiveness Analysis of Newborn 
Screening for Organic Acidemias in Hong Kong. SM J Clin Pathol. 2016;1(1):1001.

Page 6/6

Gr   upSM Copyright  Mak CM

20.	HKSAR Government. Hong Kong Government Gazette 2009; 8, Vol. 13.

21.	HKSAR Government. Census and Statistics Department. Gross domestic 
product (yearly) (2009 edition). 2010.

22.	Hori D, Hasegawa Y, Kimura M, Yang Y, Verma IC, Yamaguchi S. Clinical 
onset and prognosis of Asian children with organic acidemias, as detected by 
analysis of urinary organic acids using GC/MS, instead of mass screening. 
Brain Dev. 2005; 27: 39-45.

23.	Cipriano LE, Rupar CA, Zaric GS. The cost-effectiveness of expanding 
newborn screening for up to 21 inherited metabolic disorders using tandem 
mass spectrometry: results from a decision-analytic model. Value Health. 
2007; 10: 83-97.

24.	Insinga RP, Laessig RH, Hoffman GL. Newborn screening with tandem mass 
spectrometry: examining its cost-effectiveness in the Wisconsin Newborn 
Screening Panel. J Pediatr. 2002; 141: 524-531.

25.	Centers for Disease Control and Prevention (CDC). Economic costs 
associated with mental retardation, cerebral palsy, hearing loss, and vision 
impairment--United States, 2003. MMWR Morb Mortal Wkly Rep. 2004; 53: 
57-59.

26.	Wilcken B, Wiley V, Hammond J, Carpenter K. Screening newborns for 
inborn errors of metabolism by tandem mass spectrometry. N Engl J Med. 
2003; 348: 2304-2312.

http://www.gld.gov.hk/egazette/pdf/20091308/egn200913081005.pdf
http://www.statistics.gov.hk/pub/B10300022009AN09E0100.pdf
http://www.statistics.gov.hk/pub/B10300022009AN09E0100.pdf
http://www.ncbi.nlm.nih.gov/pubmed/15626540
http://www.ncbi.nlm.nih.gov/pubmed/15626540
http://www.ncbi.nlm.nih.gov/pubmed/15626540
http://www.ncbi.nlm.nih.gov/pubmed/15626540
http://www.ncbi.nlm.nih.gov/pubmed/17391418
http://www.ncbi.nlm.nih.gov/pubmed/17391418
http://www.ncbi.nlm.nih.gov/pubmed/17391418
http://www.ncbi.nlm.nih.gov/pubmed/17391418
http://www.ncbi.nlm.nih.gov/pubmed/12378192
http://www.ncbi.nlm.nih.gov/pubmed/12378192
http://www.ncbi.nlm.nih.gov/pubmed/12378192
http://www.ncbi.nlm.nih.gov/pubmed/14749614
http://www.ncbi.nlm.nih.gov/pubmed/14749614
http://www.ncbi.nlm.nih.gov/pubmed/14749614
http://www.ncbi.nlm.nih.gov/pubmed/14749614
http://www.nejm.org/doi/full/10.1056/NEJMoa025225
http://www.nejm.org/doi/full/10.1056/NEJMoa025225
http://www.nejm.org/doi/full/10.1056/NEJMoa025225

	Title
	Abstract
	Introduction
	Materials and Methods 
	Perspective and setting
	Cases Based on a Local Inborn Error of Metabolism Study
	Decision tree model
	Cost-effectiveness analysis

	Results
	Use of estimates
	No screening group
	Screening group

	Discussion
	Cost-effectiveness analysis
	Limitation of the study
	Future studies

	Conclusion
	References

