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• Exposure to arsenic in drinking water is a
public health concern worldwide.

• Arsenic mitigation is the most effective
way to prevent arsenic-related cancers.

• Cancer risk was estimated before and
after a Hungarian arsenic mitigation pro-
gramme.

• Arsenicmitigation resulted in a significant
decrease in lifetime excess cancer risk.

• The health and economic benefits
outweighed the cost of the arsenic mitiga-
tion.
A B S T R A C T
A R T I C L E I N F O
Editor: Katarzyna Kordas

Keywords:
Arsenic exposure
WHO drinking water standard
Arsenic mitigation
Cancer risk assessment
Mortality from ischemic heart disease
Public health and economic benefits
TheWorldHealthOrganization (WHO) estimates that 140million individuals are at risk fromconsumption of drinking
water containing arsenic at concentrations above theWHOguideline value of 10 μg/l. Arsenicmitigation is considered
to be the most effective way to prevent arsenic related diseases. After joining the European Union, Hungary imple-
mented a Drinking Water Quality Improvement Programme (DWQIP) to reduce levels of arsenic in drinking water
below theWHO guideline value. But what impact did this have on health? We estimated the change in lifetime excess
skin, lung, and bladder cancer risks and mortality from ischaemic heart disease (IHD) associated with chronic arsenic
intake among those exposed before (2004–2007) and after (2014–2017) the implementation of DWQIP. A population-
based risk assessment approachwas used to assess lifetime excess cancer risk applying two scenarios for lung and blad-
der cancers. The economic benefits of the DWQIP were estimated by the combination of cost of illness and value per
statistical life methods. Compared to the period before the DWQIP, its implementation was associated with a signifi-
cant reduction in arsenic in drinking water [median: 3.0 μg/l interquartile range (IQR): 1.5–12.0 μg/l to median:
2.15 μg/l IQR: 1.0–5.79 μg/l]. The two scenarios were estimated to be associated with 225.2 and 35.9 fewer cancer
cases each year. The number of annually prevented IHD deaths was estimated to be 88.9. It was estimated that the ben-
efits of the DWQIP will outweigh its costs. We conclude that reducing arsenic levels in drinking water to 10.0 μg/l
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resulted in significant health and economic benefits. Our study goes beyond the existing research, offering both new
insights into the impact of arsenic mitigation and providing a methodological template for similar studies in the
many parts of the world that have yet to reduce arsenic exposure.
1. Introduction

Ever since 1992, when it was enshrined in the Maastricht Treaty, the
European Union (EU) has been required to ensure a “high level of human
health protection” in all its policies. There are many examples of policies
that have done so, either directly, such as the creation of the European Cen-
tre for Disease Prevention and Control or measures against tobacco, or indi-
rectly, for example through regional development policies (López-Nicolás
and Stoklosa, 2019). However, despite calls for assessments of the health
impact of these policies, relatively few exist (Lock et al., 2003; Wright
et al., 2005). There is, however, considerable and so far underexploited po-
tential to take advantage of natural experiments associated with the imple-
mentation of EU policies, one of which, the reduction of arsenic in drinking
water in Hungary, we now report.

When Hungary was preparing to join the EU in 2004, it progressively
adopted the Acquis Communautaire, the accumulated body of European
legislation. This included the 1998 Directive on the quality of water
intended for human consumption, incorporated into Hungarian law in
2001 (The Council of the European Union, 1998; The Hungarian
Government, 2001). Among its many consequences was a reduction in per-
mitted levels of arsenic, a known cardiovascular toxicant and carcinogen
linked to cancers of the skin, bladder, lung, liver, and prostate, from the
value of ≤50 μg/l to the level of ≤10 μg/l recommended by the World
Health Organization (Argos et al., 2010; Chappells et al., 2014; Chen
et al., 2011; Palma-Lara et al., 2020; Rahaman et al., 2021). This was
achieved, in large part, by a Drinking Water Quality Improvement
Programme (DWQIP), financed mainly by the EU, which began in 2007.
The main objective of this programme was to reduce the concentration of
chemical contaminants of geological origin in drinking water, including ar-
senic, boron and fluoride of which, according to the number of affected
population and health risk, arsenic was the most significant (Leonardi
et al., 2012; National Public Health Centre, 2016; Vargha et al., 2019).
The financial support provided by the DWQIP enabled the local suppliers
of drinking water to affected municipalities to introduce new water treat-
ment technologies to remove arsenic. The project accelerated after 2012
and most technological developments were completed by the mid-2010s.
The programme resulted in a significant improvement in drinking water
quality in Hungary. Previously, drinking water supplied to an estimated
1,680,000 Hungarian residents (approximately 15 % of the population)
contained arsenic above the WHO standard but this had fallen to 44,512
by 2017 (calculated from data published by the National Institute of Public
Health) (Dura et al., 2014; National Institute of Public Health, 2017). But
what impact did this have on health?

There is little research from elsewhere to inform this assessment.
Although cancer risk from exposure to arsenic in drinking water has been
estimated in many epidemiological studies, only one assessed the health
benefits of a nationwide arsenic mitigation programme (Nigra et al.,
2017). Nigra et al. (2017) estimated the lifetime excess cancer risk
(LECR) before and after the US Environmental Protection Agency also re-
duced the maximum permitted level of arsenic to 10 μg/l (Nigra et al.,
2017). The authors used urinary concentrations of arsenic and its main
metabolite (dimethylarsinate) in a representative population sample as
measures of exposure (Nigra et al., 2017). Although this is an elegant
approach and they considered the impact of food and tobacco smoke on
urinary arsenic and its metabolite levels, these biomarkers can be subject
to residual confounding (Joseph et al., 2015; Tsuji et al., 2019). These
can be eliminated by using the arsenic concentration of drinkingwater con-
sumed as the measure of exposure. In addition, it provided a point estimate
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of LECR and did not take into account the diversity of risk arising from dif-
ferences in sex, patterns of drinking water consumption, and distribution of
body weight in the population (Nigra et al., 2017). Besides malignant tu-
mours, consuming arsenic contaminated drinking water can increase mor-
tality from cardiovascular diseases (Argos et al., 2010; Chen et al., 2011).
Therefore, to obtain a full picture of the health and economic impacts of a
nationwide arsenic mitigation programme, mortality from cardiovascular
diseases should also be investigated. We are able to complement the
existing methodology using a comprehensive risk assessment approach in
which we estimate not only the number of avoided cases of skin, lung,
and bladder cancers but also avoided deaths from ischemic heart disease
(IHD) associated with the reduction of chronic exposure to arsenic in
drinking water. We applied a probabilistic, population-based Monte Carlo
simulation that accounted for the population-level distribution of body
weight, sex, and drinking water consumption levels to estimate the ex-
pected number of cancer cases avoided. In addition, we used age and sex
specific mortality data to assess the number of deaths from IHD prevented
by the DWQIP. This also allows us to estimate the health and economic ben-
efits of the DWQIP, finding that it resulted in a significant decrease in LECR
and mortality from IHD due to exposure to arsenic in drinking water and
yielded considerable public health and economic benefits to the Hungarian
population.

2. Data and methods

2.1. Water supply and monitoring of drinking water quality

In the vast majority of Hungarian settlements, drinking water is pro-
vided by a single water supply system that serves the entire municipality
but some water supply systems serve the population of more than one set-
tlement. Thus, the ratio of water supply systems to municipalities is 0.46
overall, calculated from the number of settlements (3155) andwater supply
systems (1462) (Hungarian Central Statistical Office, 2022; Vargha et al.,
2019). Thus, we can assume that the inhabitants of each settlement con-
sume drinking water containing identical arsenic levels. The monitoring
of drinking water quality in Hungary is regulated by a Government Decree
201/2001. (X. 25.) in accordance with the European Union DrinkingWater
Directive 98/83/EC (The Council of the European Union, 1998; The
Hungarian Government, 2001). This decree requires monitoring of the
drinking water supplied to the consumers' taps. The decree applies to
both public and private suppliers. However, drinking water produced by
individuals for their own consumption (private wells) is exempt frommon-
itoring requirements. The minimum sampling frequency for chemical con-
taminants, including arsenic, depends on the volume of drinking water
produced per day by the suppliers but it is independent of the type of
water source. If the volume of drinking water produced per day is
<100 m3 the number of required samples is determined by local public
health authorities. At least one sample per year is required to be analysed
when the volume of drinking water produced per day is between 100 and
1000 m3. The sampling frequency increases gradually to 10 per year if
the volume of drinking water produced per day is 100,000 m3 and with
1 extra sample for each additional 25,000 m3 per day. All samples are
analysed in accredited laboratories.

2.2. Data sources

Water quality data, including arsenic concentration, are required to be
submitted directly by the water quality monitoring laboratories to the
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Information System on Water for Human Use (National Public Health
Centre, 2016; Vargha et al., 2019). This information system is operated
by the National Public Health Centre of Hungary [(NPHCH), National
Public Health Centre, 2016; Vargha et al., 2019]. Data on the concentration
of arsenic in drinking water in Hungarian settlements were provided by the
NPHCH. All samples were collected at consumers' taps so they reflect arse-
nic concentrations after water treatment (The Council of the European
Union, 1998; The Hungarian Government, 2001). Data onmale and female
population living in Hungarian settlements were obtained from the
Hungarian Central Statistical Office (Hungarian Central Statistical Office,
2022). Sex–specific reference values for per capita drinking water intake
from infancy to adulthood and life–stage specific body weights separately
for males and females were retrieved from the European Food Safety
Authority [(EFSA), European Food Safety Authority, 2010; European
Food Safety Authority, 2012]. These data are reported in Table 1. Oral can-
cer slope factors (CSFs) for skin cancer used to calculate LECRs were taken
from theUnited States Environmental Protection Agency [(US EPA), United
States Environmental Protection Agency, 2017]. Cancer slope factors
proposed for lung and bladder cancer were from the US EPA and United
States Food and Drug Administration [(US FDA), Food and Drug
Administration, 2016; United States Environmental Protection Agency,
2010].

2.3. Database development

The original dataset provided by NPHCH included 101,961 records on
concentrations of arsenic in drinking water samples collected from 3047
Hungarian settlements. These had an average population of 9,927,000 be-
tween 2004 and 2017. First, arsenic concentrations were considered to be
equal to the limit of detection (LOD) of 1.0 μg/l when levels were below
the LOD. Second, the periods before and after arsenic mitigation were de-
fined as 2004–2007 and 2014–2017, respectively. The number of records
evaluated were 15,280 and 33,154 in the periods 2004–2007 and
2014–2017, respectively. This provided 48,434 data points with arsenic
concentration for further analysis. Themean numbers of records permunic-
ipal drinking water systems were 13.4 and 29.2 in the periods 2004–2007
and 2014–2017, respectively. Our study included those municipalities
from which the reports on arsenic concentration contained at least 3 re-
cords from both of the periods, before and after arsenic mitigation. There
are thousands of small settlements in Hungary where the volume of drink-
ing water supplied is <100 m3 per day. According to the Government
Table 1
Sex–specific reference values used to estimate arsenic–related lifetime excess cancer
risks.

Life stage Body weight
[kg]

Drinking water
consumption/capita
[litre/day]

Male Female Male Female

0–0.5 yeara 5.8 (3.2–8.5) 5.8 (3.2–8.5) 0.1–0.19b 0.1–0.19b

0.5–1.0 year 8.7 (7.0–11.0) 8.7 (7.0–11.0) 0.8–1.0 0.8–1.0
1.0–3.0 years 11.6 (8.7–15.9) 11.6 (8.7–15.9) 1.1–1.3 1.1–1.3
3.0–10.0 years 21.7 (14.0–37.0) 21.7 (14.0–37.0) 1.6–2.1 1.3–1.9
10.0–14.0 years 42.0 (29.4–62.0) 42.0 (29.4–62.0) 2.1 1.9
14.0–18.0 years 60.0 (45.0–83.0) 60.0 (45.0–83.0) 2.5–4.0 2.0–3.1
18.0–65.0 years 82.0 (63.0–105.0) 66.0 (50.0–90.7) 2.5–4.0 2.0–3.1
Males:
65.0–72.5 years

82.5 (65.0–102.0) – 2.5–4.0 –

Females:
65.0–79.3 years

– 71.0 (53.0–92.0) – 2.0–3.1

Data on sex–specific body weight and per capita drinking water consumption were
obtained from the European Food Safety Authority (European Food Safety Authority,
2010; European Food Safety Authority, 2012).

a This was obtained by combination of life–stage categories of 0–0.25 year and
0.25–0.5 year.

b Expressed in litre/body weight kg/day.
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Decree, the local public health authorities regulate the sampling frequency
in these municipalities (The Hungarian Government, 2001) so we lacked
consistent annual data from them. Following exclusion of these settlements,
our analysis included 1137 municipalities (37 % of the total) covering
7,206,029 people (72.6 % of the total population) and 7,145,963 people
(71.9 % of the total population) in the periods 2004–2007 and
2014–2017, respectively. Third, the median arsenic level measured in
each municipality was calculated for both periods. The Shapiro–Wilk test
showed that the calculated median values were non–normally distributed
so differences in the concentrations of arsenic in drinking water in the
selected settlements before and after the DWQIP were determined by
Mann–Whitney U tests. Fourth, the size of male and female populations
was assigned to each municipality. Statistical analyses were carried out
using IBM SPSS statistics 28.0 software (IBM Inc., Armonk, New York,
USA). Values of p < 0.05 were considered statistically significant. The
flow chart of the database development is reported in Fig. 1.

2.4. Estimation of arsenic-related lifetime excess cancer risks

To estimate risks of skin, lung, and bladder cancer from chronic expo-
sure to arsenic in drinking water separately for the male and female popu-
lation of each settlement in our database, we estimated LECRs using @Risk
for Excel software, version 8.1 (Palisade Corporation, Ithaca, NY, USA) in
combination with probabilistic Monte Carlo simulations with 10,000
iterations, Latin Hypercube sampling, and the Mersenne Twister random
number generator (Bujdosó et al., 2019). LECRs were estimated for both
2004–2007 (before arsenic mitigation) and 2014–2017 (after arsenic miti-
gation). First, the distributions of bodyweight–adjusted daily arsenic in-
takes (BWDAIs) were determined separately for males and females using
the life–stage categories reported in Table 1. Considering the average life
expectancy at birth in Hungary in 2017, at 72.5 years for males, 79.3
years for females, separate life–stages were defined for males and females
aged 65–72.5 years and 65–79.3 years, respectively. The distributions of
BWDAIs were calculated by the following formula (Nigra et al., 2017):

BWDAI ¼ CAsxWIx EF x ED
BW x AT

where, CAs is the median concentration of arsenic in drinking water (mg/l),
WI is the distribution of life–stage and sex–specific daily water intake
(litre/day, see data in Table 1), assuming a uniform distribution, EF is the
exposure frequency (365 days), ED is the exposure duration, calculated as
the number of years spent in each life–stage (years), BW is the distribution
of life–stage and sex specific body weight (kg, see data in Table 1) suppos-
ing a truncated normal distribution, AT is the averaging time (365 days ×
number of years spent in the specific life–stage). Second, to take into ac-
count variations in water consumption, body weight, and duration of expo-
sure in different life–stages, the share of years spent in each life–stage
(SYSLS)within the lifetimewas determined. SYSLSwas calculated by divid-
ing the number of years spent in each life–stagewith the sex specific life ex-
pectancy at birth in Hungary in 2017 (see above). To assess the life–stage
weighted distributions of BWDAIs, the values of SYSLS were multiplied
by the distributions of BWDAIs. Subsequently, to determine the distribution
of the lifetime daily dose of arsenic (LDDA), the distributions of the life–
stage weighted BWDAIs were summed. Third, to obtain settlement specific
distributions of skin, lung, and bladder LECRs, the distributions of LDDA
were multiplied by the disease specific oral CSFs of inorganic arsenic. The
CSF method of estimating excess skin cancer risk was published by the US
EPA (United States Environmental Protection Agency, 2017). Two scenar-
ios were used to estimate lung and bladder LECRs. Scenario 1 used CSFs
proposed for lung and bladder cancers by the US EPA for estimation of ex-
cess cancer risks (United States Environmental Protection Agency, 2010).
Scenario 2 used CSFs for lung and bladder cancers proposed by the US
FDA (Food and Drug Administration, 2016). The CSFs are shown in
Table 2. The results were expressed in LECR/1,000,000 population. Fourth,



Fig. 1. Flowchart of database development; NPHCH: National Public Health Centre of Hungary
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the distributions of skin, lung, and bladder LECRs for the population of all
1137 settlementswere determined. The proportion ofmale and female pop-
ulation living in each settlement was obtained by dividing the number of
male or female inhabitants by the total population of the selected munici-
palities. Then, the resulting proportions were multiplied with the sex- and
settlement specific LECRs separately for each municipality. Finally, the dis-
tributions obtained for sex- and settlement specific LECRs estimated before
and after arsenic mitigation were summed separately for males and fe-
males. The distributions of the corresponding skin, lung, and bladder
LECR values before and after arsenic mitigation were compared using the
Kruskal–Wallis test with the Dunn–Bonferroni post hoc method. Values of
p < 0.05 were considered statistically significant.
Table 2
Cancer slope factors used to estimate arsenic–related lifetime excess cancer risks.

Cancer slope factor

Skin cancer Lung cancer
scenario 1

Lung cancer
scenario 2

Bladder cancer
scenario 1

Bladder cancer
scenario 2

Male Female Male Female Male Female Male Female Male Female

1.5 1.5 6.7 16.6 0.96 1.36 11.2 10.5 0.89 1.39

4

Cancer slope factors were used to estimate arsenic–related lifetime
excess skin, lung and bladder cancer risks. The cancer slope factor used to
estimate excess skin cancer risk was published by the United States
Environmental Protection Agency (2017). Different cancer slope factors re-
ported by the United States Environmental Protection Agency (2010) and
United States Food and Drug Administration (2016) were used to estimate
excess lung and bladder cancer risks. Using cancer slope factors proposed
for lung and bladder cancers by the United States Environmental Protection
Agency for estimation of excess cancer risks was defined as “scenario 1”.
Using cancer slope factors suggested for lung and bladder cancers by the
United States Food and Drug Administration for estimation of excess cancer
risks was defined as “scenario 2”.

2.5. Estimation of arsenic-related mortality risk from ischemic heart disease

The cardiovascular risk coefficient (β) used to estimate arsenic-related
mortality from IHD was calculated from the hazard ratio (HR) of 1.29
(95 % CI: 1.10–1.52) per 115 μg/l change in the arsenic concentration of
water consumed (Chen et al., 2011). First, βwas calculated by the following
formula (Greco et al., 2019):

β ¼ ln HRð Þ
ΔC



Table 3
Values used to estimate the economic benefit of Drinking Water Quality Improve-
ment Programme.

Disease Cost of
illness
[euro]

Value per
statistical life
[million euro]

5 year relative
survival
males [%]

5 year relative
survival
females [%]

Skin cancer 2262.0 4.3 91.6 91.6
Lung cancer 2694.0 4.3 9.4 14.8
Bladder cancer 4599.0 4.3 64.3 68.1
Ischemic heart disease – 4.3 – –

Cost of illness values were published by Brodszky et al., 2019 and Marcellusi et al.,
2020. Data on value per statistical life were described by Viscusi, 2019. Data on 5
year relative survival were reported by the European Cancer Information System,
2022 and Gatta et al., 2011.
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where, ΔC is 115 μg/l change in arsenic concentration, HR is 1.29. In addi-
tion, both the lower (1.10) and upper (1.52) border of confidence interval
(CI) of the HR were used to consider the uncertainty of risk estimation. In
this manner we obtained three β values for HR (2.21 × 10−3 per μg/l),
lower border of CI of HR (8.3 × 10−3 per μg/l), and upper border of CI
of HR (3.6× 10−3 per μg/l). Second, we used the following formula to de-
termine the annual mortality risk (AMR) from IHD attributable to arsenic
exposure:

AMR ¼ 1−e−βΔC

where, ΔC is 1 μg/l change in arsenic concentration, β is the cardiovascular
risk coefficient. To calculate AMR and its uncertainty, we used each beta
values obtained separately.

Third, to estimate the AMR for the Hungarian male and female popula-
tion, we used the sex-specific death rates from IHD causes showing the clos-
est association with arsenic exposure (National Research Council, 2013),
coded as I20-I25 in the International Classification of Diseases (World
Health Organization, 1990, International Classification of Diseases 10th

Revision). We assumed that arsenic-related IHD mortality risk would be
lower following the DWQIP so we took IHD death rates in 2019 as a base-
line. Forth, we multiplied the AMR values with the baseline IHD mortality
of 77.6/100,000 population and 1605.7/100,000 population for males
aged 0–64 years and 65 years and older, respectively. Similarly, we multi-
plied the AMR values with the baseline cardiovascular mortality of
24.8/100,000 population and 1373.6/100,000 population for females
aged 0–64 years and 65 years and older, respectively.
Fig. 2. Settlements suppliedwith drinkingwater containing arsenic above 10 μg/l before
reports on arsenic concentration contained at least 3 records from both of the periods bef
those municipalities where data on arsenic concentration did not meet these criteria. Th
with drinkingwater containing arsenic below and above 10 μg/l, respectively. Panel A: be

5

2.6. Estimation of prevented cancer cases and avoided mortality from ischemic
heart disease due to the Drinking Water Quality Improvement Programme

The average number of men and women living in the selected munici-
palities between 2004 and 2007 was calculated separately. To determine
the distributions of excess skin, lung and bladder cancer cases in males
and females in each settlement, the averages obtained were multiplied by
the distributions LECRs. Subsequently, to estimate the distributions of ex-
cess cancer cases in the selectedmunicipalities (n=1137) in the period be-
tween 2004 and 2007, settlement specific distributions of excess skin, lung
and bladder cancer cases were summed separately. The distributions of ex-
cess cancer cases in the selected municipalities in the period between 2014
and 2017 were determined in the same manner. To estimate the distribu-
tions of cancer cases prevented due to the DWQIP, the distributions of sex
specific excess skin, lung and bladder cancer cases in the period between
2014 and 2017 (henceforth excess cancer cases between 2014 and 2017)
were subtracted from those between 2004 and 2007 (henceforth excess
cancer cases between 2004 and 2007). To determine the distributions of
skin, lung and bladder cancer cases prevented annually, their distributions
were divided separately by the sex specific life expectancy at birth in
Hungary in 2017. The distributions of these type of cancers for both sexes
were assessed by summing the number of sex specific cancer cases
prevented annually.

We also estimated the settlement-specific number of arsenic-related
IHD deaths among males at ages 0–64 and 65–72.5 years. To obtain these
data, we multiplied the AMR values for the Hungarian male population
with the median arsenic concentration recorded at each municipality and
weighted by the share of years spent in the life-stages defined above.
Then, the resulting life-stage weighted AMR values were summed and
multiplied by the number of males living in each settlement. The
settlement-specific number of IHD deaths attributable to arsenic exposure
among females at ages 0–64 and 65–79.3 years was calculated in the
same manner. Subsequently, to assess the sex-specific number of excess
arsenic-related IHD deaths in the selected municipalities in the period be-
tween 2004 and 2007, the settlement-specific number of arsenic-related
IHD deaths among males and females were summed separately. The
sex-specific number of excess arsenic-related IHD deaths in the selectedmu-
nicipalities in the period between 2014 and 2017 was determined in the
same way. To estimate the number of avoided deaths from IHD associated
with the DWQIP, the sex-specific number of excess arsenic-related IHD
deaths in the period between 2014 and 2017 (henceforth IHD deaths be-
tween 2014 and 2017) was subtracted from that between 2004 and 2007
(henceforth IHD deaths between 2004 and 2007).
and after arsenicmitigation. Themap shows all 1137municipalities fromwhich the
ore (2004–2007) and after arsenicmitigation (2014–2017). Thewhite areas include
e green and red areas indicate the administrative zones of the settlements supplied
fore arsenicmitigation (2004–2007), panel B: after arsenicmitigation (2014–2017).



Fig. 3. Arsenic concentration in drinking water before and after arsenic mitigation. The medians of arsenic levels measured in 1137 municipalities were calculated for both
the periods before (2004–2007) and after (2014–2017) arsenic mitigation. Differences in the concentrations of arsenic in drinking water before and after the drinking water
quality improvement programme were determined by Mann–Whitney U tests. Values of p < 0.05 were considered statistically significant. Median concentrations, their
interquartile ranges, and 1st and 99th percentiles are shown.
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2.7. Estimation of the proportion of prevented cancer cases and avoidedmortality
from ischemic heart disease due to the Drinking Water Quality Improvement
Programme

The number of new skin, lung, and bladder cancer cases/year for the pe-
riod between 2004 and 2007 was obtained from the database of the Hun-
garian National Cancer Registry (Hungarian Cancer Registry, 2022). From
these data the 4–year average was calculated for each cancer separately.
Next, the distributions of skin, lung, and bladder cancer cases prevented an-
nually (excess cancer cases between 2004 and 2007 minus excess cancer
cases between 2014 and 2017) were divided by the 4–year average of the
same cancer type registered in Hungary between 2004 and 2007. The re-
sulting quotients were multiplied by 100 to obtain the proportion of new
skin, lung, and bladder cancer cases prevented by the DWQIP.

The number of IHD deaths between 2004 and 2007 was obtained from
the database of the statistical office of the European Union (European Com-
mission, 2022. Eurostat Database. European Statistical Office). Next, the
number of IHD deaths prevented annually (number of IHD deaths between
2004 and 2007 minus number of IHD deaths between 2014 and 2017) was
divided by the average number of IHD deaths in Hungary between 2004
Table 4
Distribution of arsenic–related lifetime excess cancer risks before and after the Drinking

LECR+ from skin
cancer/1 million persons

Scenario 1

LECR from lung
cancer/1 million persons

LE
1

Male,
before arsenic mitigation

371.3
(289.8–521.6)

1657.6
(1306.5–2332.0)

27
(2

Male,
after arsenic mitigation

212.2⁎
(166.3–301.6)

946.9⁎
(736.7–1342.4)

15
(1

Female,
before arsenic mitigation

325.48
(254.52–464.99)

3608.3
(2809.1–5196.4)

22
(1

Female,
after arsenic mitigation

187.7⁎
(146.2–271.6)

2081.2⁎
(1621.8–2983.1)

13
(1

Cancer slope factors were used to estimate arsenic–related lifetime excess skin, lung an
cancer risk was published by the United States Environmental Protection Agency (2017
States Environmental Protection Agency (2010) for estimation of excess cancer risks wa
cancers by the United States Food and Drug Administration (2016) for estimation of exc
LECR values before and after arsenicmitigationwere compared using the Kruskal–Wallis
mitigation were defined as 2004–2007 and 2014–2017, respectively. Median values, 1s

⁎ p < 0.001.
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and 2007 separately for males and females. Subsequently, the total number
of IHD deaths prevented annually (total number of IHD deaths between
2004 and 2007 minus total number of IHD deaths between 2014 and
2017) was divided by the average number of IHD deaths in Hungary be-
tween 2004 and 2007. The resulting quotients were multiplied by 100 to
obtain the proportion of IHD deaths prevented by the DWQIP.

2.8. Estimation of the economic benefits of Drinking Water Quality Improvement
Programme

To estimate the economic benefits of arsenic mitigation due to de-
creases in cancer morbidity and mortality we applied the combination of
cost of illness (COI) and value of a statistical life (VSL) methods (Greco
et al., 2019). In this case,median values, 1st and 99th percentiles of distribu-
tions were obtained. COI estimates the reduction in the economic burden of
a disease/prevented case of the samedisorder (Greco et al., 2019). To deter-
mine the economic benefit due to decreased cancer morbidity, the distribu-
tions of annually prevented skin, lung and bladder cancer cases were
multiplied by the 5 year relative survival, the proportion of cancer patients
survived 5 years after their disease was diagnosed, and the disease specific
Water Quality Improvement Programme.

Scenario 2

CR form bladder cancer/
million persons

LECR from lung
cancer/1 million persons

LECR from bladder cancer/
1 million persons

69.8
183.1–3896.6)

237.4
(187.1–334.0)

220.2
(173.5–309.7)

82.85⁎
231.5–2244.0)

135.7⁎
(105.6–192.4)

125.8⁎
(97.9–178.4)

82.3
776.8–3286.9)

295.6
(230.1–425.7)

302.1
(235.2–435.1)

16.4⁎
025.9–1886.9)

170.5⁎
(132.9–244.4)

174.3⁎
(135.8–249.8)

d bladder cancer risks. The cancer slope factor used to estimate lifetime excess skin
). Using cancer slope factors proposed for lung and bladder cancers by the United
s defined as “scenario 1”. Using cancer slope factors suggested for lung and bladder
ess cancer risks was defined as “scenario 2”. The distributions of the corresponding
testwith theDunn–Bonferroni post hocmethod. The periods before and after arsenic
t and 99th percentiles (in brackets) are shown. +LECR: lifetime excess cancer risk.



Table 5
Distribution of arsenic–related cancers prevented by the Drinking Water Quality Improvement Programme.

Number of prevented skin
cancer cases

Scenario 1 Scenario 2

Number of prevented lung
cancer cases

Number of prevented bladder
cancer cases

Number of prevented lung
cancer cases

Number of prevented bladder
cancer cases

Male 7.5
(1.8–14.9)

33.4
(8.2–66.4)

55.7
(13.7–111.0)

4.8
(1.2–9.5)

4.4
(1.1–8.8)

Female 6.6
(1.4–13.6)

73.5
(16.4–151.4)

46.5
(10.4–95.8)

6.0
(1.3–12.4)

6.2
(1.4–12.7)

Total 14.3
(6.6–24.3)

107.6
(44.1–191.4)

103.3
(46.9–175.8)

10.9
(4.8–18.7)

10.7
(4.7–18.4)

The distributions of arsenic–related cancers prevented by the DrinkingWater Quality Improvement Programmewere calculated from lifetime excess cancer risks. The cancer
slope factor used to estimate lifetime excess skin cancer risk was published by the United States Environmental ProtectionAgency (2017). Using cancer slope factors proposed
for lung and bladder cancers by the United States Environmental Protection Agency (2010) for estimation of excess cancer risks was defined as “scenario 1”. Using cancer
slope factors suggested for lung and bladder cancers by the United States Food and Drug Administration (2016) for estimation of excess cancer risks was defined as “scenario
2”. Median values, 1st and 99th percentiles (in brackets) are presented.
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COI. Data published on cancer specific COIs, VSL, and 5 year relative sur-
vival are presented in Table 3 (Brodszky et al., 2019; European Cancer In-
formation System, 2022; Gatta et al., 2011; Marcellusi et al., 2020;
Viscusi, 2019).

Costs saved by reduced mortality were determined for each cancer type
separately using the VSL approach. By definition, VSL is the amount of
money that a population in a country is collectively willing to pay to
avoid one statistical case of premature death from a disease associated
with environmental pollution (Viscusi, 2019). The VSL related to the Hun-
garian population was multiplied by the distributions of skin, lung, and
bladder cancer cases prevented annually and the proportion of cancer pa-
tients who died within 5 years after their disease was diagnosed.

To calculate the economic gain due to prevention of arsenic-related
mortality from IHD, we used only the VSL method. The reason for this
was that mortality data are not suitable to obtain the COI values for IHD.
In contrast to arsenic-related cancers, a large proportion of IHD is con-
firmed only by autopsy following the patients' death (Grey et al., 2017;
Mehta et al., 1997). Most of these deaths have been reported to be sudden
therefore, they are not included in the incidence of IHD which is necessary
to estimate the COI (Grey et al., 2017; Mehta et al., 1997). Considering the
VSL (4.3million euros/death), the economic burden of arsenic-relatedmor-
tality from IHD is substantially larger than that of the annual treatment of a
patient with this disease (25,000 euros/patient), we used mortality data to
avoid the underestimation of the economic benefits of the arsenic mitiga-
tion programme (Viscusi, 2019;Wilkins et al., 2017). The economic benefit
due to a decrease in IHD mortality was estimated by multiplying the num-
ber of annually prevented IHD deaths by the VSL related to the Hungarian
population. In this case, a point estimate and its uncertainty interval were
obtained.

The total economic benefit of the DWQIP was calculated by summing
the costs saved due to decreases in cancer morbidity and mortality esti-
mated according to scenario 1 and 2 as well as death from IHDs. (See the
definition of these scenarios in Section 2.4) The total economic benefit of
Table 6
Proportions of arsenic–related cancers prevented by the Drinking Water Quality Improv

Proportion of prevented skin
cancer cases [%]

Scenario 1

Proportion of prevented lung
cancer cases [%]

Proportion of
cancer cases [%

Male 0.1
(0.0–0.3)

0.5
(0.1–0.9)

2.9
(0.7–5.8)

Female 0.1
(0.0–0.2)

1.9
(0.4–4.0)

5.7
(1.3–11.8)

The distributions of proportions of arsenic–related cancers prevented by the Drinking W
avoided arsenic-related cancer cases. The distributions of arsenic–related cancers preven
lifetime excess cancer risks. The cancer slope factor used to estimate lifetime excess ski
(2017). Using cancer slope factors proposed for lung and bladder cancers by the Unite
risks was defined as “scenario 1”. Using cancer slope factors suggested for lung and bladd
of excess cancer risks was defined as “scenario 2”. Median values, 1st and 99th percentil
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the DWQIP was the sum of median and point estimate values. Finally, to
calculate the return period for the amount of money invested in the
DWQIP, the financial support of the EU was divided by the total economic
benefit of the programme. All monetary values were adjusted for inflation
and expressed in 2021 euro exchange rate.
3. Results

As shown in Fig. 2, the number of settlements supplied with drinking
water containing arsenic above 10 μg/l decreased from 307 to 55 between
2004 and 2007 and 2014–2017, respectively (panels A and B). Considering
all of the 1137 municipalities included in our study, the distribution of me-
dian arsenic concentration in drinking water before (median: 3.0 μg/l IQR:
1.5–12.0 μg/l) and after the DWQIP (median: 2.15 μg/l IQR: 1.0–5.79 μg/l)
differed significantly (Fig. 3). Table 4 shows how skin, lung, and bladder
LECR values for males and females fell significantly between 2004 and
2007 and 2014–2017. Table 5 presents the distributions of skin, lung, and
bladder cancer cases prevented by the DWQIP for males and females.
Table 6 demonstrates the proportion of skin, lung, and bladder cancer
cases prevented by the DWQIP for males and females.

The number and proportions of arsenic–related IHD deaths prevented
by the DWQIP are reported in Table 7. Compared to males, the number
and proportions of IHD deaths avoided were higher among females
(Table 7). Table 8 reports the estimated economic benefits derived from
the prevention of arsenic–related skin, lung, and bladder cancers. Using
COI, the greatest economic benefit derived from the prevention of
arsenic–related bladder cancer morbidity while the lowest was from that
of lung cancer in both scenarios. Using the VSL, with scenarios 1 and 2
the greatest economic benefit derived from the prevention of arsenic–
related lung cancer mortality whereas the lowest was from that of skin can-
cer. The total estimated economic benefits of the DWQIP are shown in
Table 9.
ement Programme.

Scenario 2

prevented bladder
]

Proportion of prevented lung
cancer cases [%]

Proportion of prevented bladder
cancer cases [%]

0.1
(0.0–0.1)

0.2
(0.1–0.5)

0.2
(0.0–0.3)

0.8
(0.2–1.6)

ater Quality Improvement Programme were calculated from the distributions of the
ted by the Drinking Water Quality Improvement Programme were calculated from
n cancer risk was published by the United States Environmental Protection Agency
d States Environmental Protection Agency (2010) for estimation of excess cancer
er cancers by the United States Food and Drug Administration (2016) for estimation
es (in brackets) are demonstrated.



Table 7
Number and proportions of arsenic–related deaths from ischemic heart diseases
prevented by the Drinking Water Quality Improvement Programme.

Number of prevented IHD deaths Proportion of prevented IHD deaths [%]

Male 39.6
(14.8–65)

0.2
(0.1–0.4)

Female 48.3
(18.1–79.3)

0.3
(0.1–0.4)

Total 88.9
(33.3–146.1)

0.3
(0.1–0.4)

The number of arsenic-related deaths from ischemic heart diseases (IHDs)
prevented by the Drinking Water Quality Improvement Programme (DWQIP) was
calculated by subtracting the sex-specific number of excess arsenic-related IHD
deaths in the period between 2014 and 2017 from that between 2004 and 2007.
The proportion of arsenic-related IHD deaths prevented by the DWQIP was calcu-
lated by dividing the number of arsenic-related IHD deaths prevented annually
with the average number of IHD deaths in Hungary between 2004 and 2007 sepa-
rately for males and females. Subsequently, the total number of IHD deaths
prevented annually (total number of IHD deaths between 2004 and 2007 minus
total number of IHD deaths between 2014 and 2017) was divided by the average
number of IHD deaths in Hungary between 2004 and 2007. The point estimates
and lower and upper borders of their uncertainty interval are shown. They were de-
termined by using the hazard ratio and its 95 % confidence interval as reported by
Chen et al. (2011).
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4. Discussion

From a public health perspective, the case for reducing arsenic levels in
drinking water should be obvious. Yet, when the first proposals to reduce it
to the current levels emerged theywere attacked by somewater companies
who complained about the high cost they would incur while, in their esti-
mation, the health benefits would be slight and “most of the cancers
[avoided] … would be curable” (WaterWorlds eNewsletters, 2000).

While this is not the first study to show significant health benefits, it
does go beyond the existing research, offering both new insights into the
impact of arsenic mitigation and providing a methodological template for
similar studies in many parts of the world lacking effective mechanisms
to reduce exposure. The few previous studies of the effectiveness of an
Table 8
Estimated economic benefit derived from the prevention of arsenic–related skin, lung, a

Type of cancer Cost of illnes
[million euro

Skin cancer 0.03
(0.01–0.05)

Lung cancer, scenario 1 0.04
(0.01–0.07)

Bladder cancer, scenario 1 0.31
(0.14–0.53)

Sum of economic benefits for skin, lung and bladder cancers, scenario 1 0.38
(0.19–0.61)

Skin cancer 0.03
(0.01–0.05)

Lung cancer, scenario 2 0.004
(0.002–0.006

Bladder cancer, scenario 2 0.03
(0.01–0.06)

Sum of economic benefits for skin, lung and bladder cancers, scenario 2 0.06
(0.04–0.10)

To estimate the economic benefits of arsenicmitigation, decreases in cancermorbidity an
life (VSL) methods (Greco et al., 2019). Costs saved by reduced mortality were evaluate
money that a population in a country is collectively willing to pay to avoid one statistic
(Viscusi, 2019). The VSL to the Hungarian population was multiplied by the distributi
of cancer patients who died within 5 years after their disease was diagnosed. The distr
risks due to the Drinking Water Quality Improvement Programme. Using cancer slope
Protection Agency (2010) for estimation of excess cancer risks was defined as “scena
United States Food and Drug Administration (2016) for estimation of excess cancer
prevention of arsenic–related skin, lung, and bladder cancers was calculated for both s
were adjusted for inflation and expressed in 2021 euro exchange rate. Median values, 1
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implemented arsenic mitigation programme (Nigra et al., 2017; Smith
et al., 2018) used different approaches to assess the effect of reduction in
arsenic exposure on associated disease burden. In an ecological study,
40 years after intervention the mortality rates from lung, bladder, and kid-
ney cancers and acutemyocardial infarction in a region of Chile affected by
arsenic exposure were compared with those of in all the rest of this country
(Smith et al., 2018). This intervention was associated with a decrease in the
average concentration of arsenic in drinking water from 193.3 μg/l to
19.6 μg/l between 1971 and 1977 and 2005–2010, while arsenic concen-
trations met the threshold value of 10 μg/l in some cities between 2005
and 2010 (Smith et al., 2018). However, 32.2% of the population in the af-
fected areawas still consuming drinkingwater containing arsenic above the
standard in the same period (Smith et al., 2018). They concluded that the
mortality risk from arsenic-related cancers can remain elevated 40 years
after arsenic mitigation (Smith et al., 2018). Earlier, the same research
group found that mortality from acute myocardial infarction associated
with arsenic exposure reduced to the level found among those consuming
drinking water below arsenic threshold value 10 years after arsenic mitiga-
tion (Yuan et al., 2007). Given that the interval between exposure and de-
velopment of lung, bladder and kidney cancers can be up to 40 years, the
full benefits can only be estimated by considering a period of decades
after the implementation of arsenic mitigation.

Assuming that individuals in the affected population consume drinking
water containing arsenic at the same concentration over their lifetime, a
better approach is the comparison of changes in arsenic–related LECRs
and AMR from IHDs, thereby, assessing the number of cancers and IHD
deaths prevented annually. This methodology was used by Nigra et al.
(2017) to estimate the number of avoided cancers. They found that intro-
ducing a maximum contaminant level for arsenic in drinking water in the
United States was associated with prevention of 50 cases of skin and
200–900 cases of lung and bladder cancers combined annually (Nigra
et al., 2017). However, the authors did not examine systematically the eco-
nomic benefits of reducing arsenic exposure.

Instead of applying a single value to characterise LECR, it is better to as-
sess its distribution in the population, while taking into account the vari-
ability and uncertainty of the parameters used to calculate cancer risk.
This is why we used a probabilistic population–based Monte Carlo
nd bladder cancers due to the Drinking Water Quality Improvement Programme.

s saved/year
]

Value per statistical life saved/year
[million euro]

Total economic benefit
[million euro]

5.15
(2.40–8.77)

5.18
(2.41–8.82)

402.74
(166.08–712.42)

402.78
(166.09–712.49)

151.09
(68.26–257.18)

151.41
(68.41–257.71)

562.94
(280.41–875.89)

563.92
(268.43–870.96)

5.15
(2.40–8.77)

5.18
(2.41–8.82)

)
41.13
(18.58–70.67)

41.14
(18.58–70.68)

15.42
(6.86–26.45)

15.45
(6.88–26.50)

62.03
(34.22–92.02)

62.22
(34.88–92.58)

dmortality were assessed by combining cost of illness (COI) and value of a statistical
d for each cancer type separately using the VSL approach. The VSL is the amount of
al case of premature death from a disease associated with environmental pollution
ons of skin, lung, and bladder cancer cases prevented annually and the proportion
ibutions of COI and VSL were derived from the reduction in lifetime excess cancer
factors proposed for lung and bladder cancers by the United States Environmental
rio 1”. Using cancer slope factors suggested for lung and bladder cancers by the
risks was defined as “scenario 2”. The sum of economic benefit derived from the
cenarios by summing the corresponding COI values and VSL. All monetary values
st and 99th percentiles (in brackets) are demonstrated.



Table 9
Estimated total economic benefit of the Drinking Water Quality Improvement Programme.

Disease Cost of illness saved/year
[million euro]

Value per statistical
life saved/year
[million euro]

Total economic benefit
[million euro]

Sum of economic benefits for skin, lung and bladder cancers, scenario 1 0.38
(0.19–0.61)

562.94
(280.41–875.89)

563.92
(268.43–870.96)

Ischemic heart disease – 382.8
(143.4–629.0)

382.8
(143.4–629.0)

Total economic benefits for skin, lung and bladder cancers, scenario 1 and ischemic heart diseasea 0.38 945.74 946.72
Sum of economic benefits for skin, lung and bladder cancers, scenario 2 0.06

(0.04–0.10)
62.03
(34.22–92.02)

62.22
(34.88–92.58)

Ischemic heart disease – 382.8
(143.4–629.0)

382.8
(143.4–629.0)

Total economic benefits for skin, lung and bladder cancers, scenario 2 and ischemic heart diseasea 0.06 444.83 445.02

The sum of economic benefit derived from the prevention of arsenic–related skin, lung, and bladder cancers was calculated for both scenarios by summing the corresponding
COI values and VSL. In this case, median values, 1st and 99th percentiles (in brackets) are demonstrated. The economic benefit due to a decrease in mortality from ischemic
heart disease (IHD) was estimated bymultiplying the number of annually prevented IHD deaths with the VSL related to the Hungarian population. In this case, point estimate
and lower and upper borders of its uncertainty interval (in brackets) are shown. The total economic benefit of the DWQIP was calculated by summing the costs saved due to
decreases in cancermorbidity andmortality estimated according to scenario 1 and 2 aswell as death from IHDs. All monetary valueswere adjusted for inflation and expressed
in 2021 euro exchange rate. COI values for IHD are not shown, as explained in the Section 2.8, wewere able to use only the VSLmethod to estimate the economic gain due to
prevention of arsenic-related mortality from IHD.

a Sum of medians and point estimates.
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simulation to estimate LECR and applied it in our evaluation of the benefits
of the Hungarian DWQIP. We showed that the DWQIP would be expected
to prevent a median number of 14.3 (1st and 99th percentiles: 6.6–24.3)
skin cancers/year. The corresponding figures for lung and bladder cancers
varied according to which scenario was used, with scenario 1 estimating
that the DWQIP prevented a median of 107.6 (1st and 99th percentiles:
44.1–191.4) and 103.3 (1st and 99th percentiles: 46.9–175.8) cases of
lung and bladder cancers/year, respectively. Based on scenario 2, a median
number of 10.9 (1st and 99th percentiles: 4.8–18.7) lung and 10.7 (1st and
99th percentiles: 4.7–18.4) bladder cancers is being avoided annually by
the DWQIP.

Cardiovascular diseases have been recognised as themain fatal outcome
of chronic arsenic exposure (Argos et al., 2010; Chen et al., 2011; Interim
report National Research Council, 2013). Given that IHD has been reported
as the most important arsenic-related cardiovascular disease, the effect of
DWQIP on mortality from these group of causes was also investigated. We
found that 88.9 (uncertainty interval: 33.3–146.1) IHD deaths/year can
be avoided by the DWQIP. This implies that the arsenic mitigation pro-
gramme can prevent 0.3 % of total IHD deaths per year in Hungary.

Also two scenarios were applied to estimate the economic benefit due to
supplying drinking water meeting the EU standard. Summing the COIs and
VSLs of skin, lung, and bladder cancers and VSL of IHD, the total economic
benefit was estimated to be €946.7 and €445.0 million/year in scenario 1
and 2, respectively. When the €784.2 million financial support provided
by the EU is compared with the median total economic benefit, it is ex-
pected that the economic benefits of the DWQIP will outweigh the cost of
the programme within 0.8 and 1.8 years based on scenario 1 and 2, respec-
tively (European Court of Auditors, 2017).

The research presented in this paper is relevant beyond Hungary. Expo-
sure to arsenic in drinkingwater remains a significant public health concern
in many countries, including certain regions of Argentina, Bangladesh,
Chile, China, India, Mexico, Taiwan, the United States of America, and
Vietnam [Liang et al., 2016; World Health Organization, 2018]. Although
it has been reported that an estimated 140 million individuals may be at
risk from consumption of drinking water containing arsenic at concentra-
tions above the WHO guideline value of 10 μg/l, policy makers and water
suppliers in the countries concerned may be reluctant to introduce arsenic
removal programmes (World Health Organization, 2018; WaterWorlds
eNewsletters, 2000). The possible reasons for their hesitation include the
high cost of arsenic mitigation and limited evidence on the health and eco-
nomic return of the investments. To convince decision makers and water
companies of the effectiveness of a drinking water quality improvement
programme, including arsenic mitigation, public health professionals
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should provide strong evidence of its health and economic benefits. There-
fore, it would be advantageous to prepare cost–benefit analyses before the
implementation of interventions. To our knowledge, however, such prelim-
inary studies have not been performed even in those EU countries that have
high levels of arsenic in their water supply, such as Italy, and some parts of
Romania, Slovakia, as well as Serbia, a candidate country for the EU mem-
bership (Leonardi et al., 2012; Lindberg et al., 2006). Cost-effectiveness
studies are good practice when considering any public health intervention
and our study offers a template for those considering drinkingwater quality
improvement programmes.

5. Strengths and limitations

Our study is the first to estimate both the health and economic benefits
of a nationwide DWQIP implemented in an EU Member State. This is also
the first research that considered the variability and uncertainty of the pa-
rameters used to calculate LECR before and after arsenic mitigation. To
demonstrate the health and economic benefit of the DWQIP more compre-
hensively, we went beyond morbidity and mortality from arsenic-related
cancers to include mortality from IHD associated with arsenic exposure.
To our knowledge, our study is also the first to provide evidence that the
economic benefits of arsenic mitigation can outweigh the costs of a nation-
wide drinkingwater quality improvement programme.Data on arsenic con-
centration in drinking water were obtained from 1137 municipalities
covering more than two–thirds of the Hungarian population. A limitation
is the assumption that all residents of the municipalities included in our
study consumed drinking water from public water suppliers. It has been es-
timated that 200,000 people use drinking water from individual wells in
Hungary (Vargha et al., 2019). The average concentration of arsenic in
these water sources has been reported to vary between 20 μg/l ± 20 μg/l
and 100 μg/l ± 40 μg/l (Varsányi and Kovács, 2006). However, data on
the arsenic levels in individual wells and number of persons consuming
drinking water from their own water sources were not available at settle-
ment level. In addition, some arsenic can remain in certain foodstuffs dur-
ing cooking (Arcella et al., 2021; Cheyns et al., 2017). However, the level
of arsenic exposure resulting from this practice is not known in the popula-
tion included in our study. Therefore, it was not possible to consider the ex-
posure to arsenic in drinking water from individual wells and foodstuffs
when estimating the distributions of LECRs and AMR from IHDs. Although
socioeconomic status has been shown to influence the risk of arsenic related
diseases, the relationship between the level of exposure to arsenic in drink-
ingwater and frequency of associated diseases in populations with different
socioeconomic status has not been investigated in Hungary (Argos et al.,
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2007; Eick et al., 2019). Thus, we could not take account of this consider-
ation in our study. The data used to estimate the COI were not specific to
the Hungarian population, so the actual economic benefits of DWQIP may
differ from our assessment. As explained in Section 2.8, we were able to
use only the VSL method to estimate the economic gain due to prevention
of arsenic-relatedmortality from IHD. Finally, wewill have underestimated
the total health benefit as we only included skin, lung, and bladder cancers
as well as IHDs in our risk estimates.

6. Conclusions

The results presented in this paper provide evidence that the implemen-
tation of the WHO standard for arsenic concentration in drinking water in
Hungary resulted in a significant decrease in LECR and yielded consider-
able health and economic benefits. Our study goes beyond the existing re-
search, offering both new insights into the impact of arsenic mitigation
and providing a methodological template for similar studies in the many
parts of the world lacking effectivemechanisms to reduce arsenic exposure.
Our study also provides evidence that the economic benefits of arsenic mit-
igation can outweigh the costs of a nationwide drinking water quality im-
provement programme.

CRediT authorship contribution statement

László Pál: conceptualization, investigation, supervision, writing –
original draft; Tibor Jenei: data curation, visualization, database develop-
ment;Martin McKee: writing – review & editing; Nóra Kovács: database
development, writing – review & editing; Márta Vargha: collection of
data for database development; Zsuzsanna Bufa–Dőrr: collection of data
for database development; Teuta Muhollari: visualization; Marozsán
Orsolya Bujdosó: contribution to database development; János Sándor:
conceptualization, resources, writing – review & editing; Sándor Szűcs:
conceptualization, investigation, supervision, writing – original draft.

All authors contributed to the interpretation of data, and read and
approved the final manuscript.

Data sharing

The aggregated data are accessible to researchers upon reasonable
request for data sharing to the corresponding author. Requests for data
require approval by National Public Health Centre, Budapest, Hungary.

Funding

This research did not receive any specific grant from funding agencies in
the public, commercial, or not-for-profit sectors.

Data availability

Data will be made available on request.

Declaration of competing interest

The authors declare that they have no known competing financial inter-
ests or personal relationships that could have appeared to influence the
work reported in this paper.

Acknowledgement

The authors wish to thank Dr. Orsolya Varga for helping to develop the
economic benefit assessment model.

References

Arcella, D., Cascio, C., Ruiz, G.J.Á.G., 2021. Chronic dietary exposure to inorganic arsenic.
EFSA J. 19, 6380. https://doi.org/10.2903/j.efsa.2021.6380 PMID: 33537067.
10
Argos, M., Parvez, F., Chen, Y., Hussain, A.Z.M.I., Momotaj, H., Howe, G.R., 2007. Socioeco-
nomic status and risk for arsenic-related skin lesions in Bangladesh. Am. J. Public Health
97, 825–831. https://doi.org/10.2105/AJPH.2005.078816 PMID: 17395836.

Argos, M., Kalra, T., Rathouz, P.J., Chen, Y., Pierce, B., Parvez, F., 2010. Arsenic exposure
from drinking water, and all-cause and chronic-disease mortalities in Bangladesh
(HEALS): a prospective cohort study. Lancet 376, 252–258. https://doi.org/10.1016/
S0140-6736(10)60481-3.

Brodszky, V., Beretzky, Z., Baji, P., Rencz, F., Péntek, M., Rotar, A., 2019. Cost-of-illness stud-
ies in nine Central and Eastern European countries. Eur. J. Health Econ. 20, 155–172.
https://doi.org/10.1007/s10198-019-01066-x PMID: 31104219.

Bujdosó, O., Pál, L., Nagy, A., Árnyas, E., Ádány, R., Sándor, J., 2019. Is there any difference
between the health risk from consumption of recorded and unrecorded spirits containing
alcohols other than ethanol? A population-based comparative risk assessment. Regul.
Toxicol. Pharmacol. 106, 334–345. https://doi.org/10.1016/j.yrtph.2019.05.020 PMID:
31128167.

Chappells, H., Parker, L., Fernandez, C.V., 2014. Arsenic in private drinking water wells: an
assessment of jurisdictional regulations and guidelines for risk remediation in North
America. J. Water Health 12, 372–392. https://doi.org/10.2166/wh.2014.054 PMID:
25252340.

Chen, Y., Graziano, J.H., Parvez, F., Liu, M., Slavkovich, V., Kalra, T., et al., 2011. Arsenic ex-
posure from drinking water and mortality from cardiovascular disease in Bangladesh:
prospective cohort study. BMJ 342, d2431. https://doi.org/10.1136/bmj.d2431 PMID:
21546419.

Cheyns, K., Waegeneers, N., Wiele, T.V., Ruttens, A., 2017. Arsenic release from foodstuffs
upon food preparation. J. Agric. Food Chem. 65, 2443–2453. https://doi.org/10.1021/
acs.jafc.6b05721 PMID: 28252943.

Dura, Gy, Rudnai, P., Kádár, M., Vargha, M., 2014. The health risks of consuming drinking
water with elevated arsenic content of geochemical origin. Cent. Eur. Geol. 57,
307–316. https://doi.org/10.1556/CEuGeol.57.2014.3.6.

Eick, S.M., Ferreccio, C., Acevedo, J., Castriota, F., Cordero, J.F., Roh, T., 2019. Socioeco-
nomic status and the association between arsenic exposure and type 2 diabetes. Environ.
Res. 172, 578–585. https://doi.org/10.1016/j.envres.2019.03.013 PMID: 30875511.

European Cancer Information System, Age-specific and age-standardised 5-year relative sur-
vival of lung and urinary bladder cancer for males and females between 2000-2007.
https://ecis.jrc.ec.europa.eu/explorer.php?$0-2$1-EEE$2-All$4-1,2$3-22$6-0,14$5-
2000,2007$7-1$CRelativeSurvivalAgeGroup$X0_14-$X0_15-RSC
$CRelativeSurvivalFollow$X1_14-$X1_-1-$X1_15-RSC. (Accessed 19 March 2022).

European Commission, 2022. Eurostat database. available atEuropean Statistical Office.
https://ec.europa.eu/eurostat/databrowser/view/HLTH_CD_ARO__custom_3077431/
default/table?lang=en. (Accessed 18 July 2022).

European Court of Auditors, 2017. Special report on implementing the drinking water direc-
tive: water quality and access to it improved in Bulgaria, Hungary and Romania, but in-
vestment needs remain substantial. https://www.eca.europa.eu/Lists/ECADocuments/
SR17_12/SR_DRINKING_WATER_EN.pdf. (Accessed 17 March 2022).

European Food Safety Authority, 2010. Scientific opinion on dietary reference values for
water. EFSA J. 8, 1459. https://doi.org/10.2903/j.efsa.2010.1459.

European Food Safety Authority, 2012. Guidance on selected default values to be used by the
EFSA scientific committee, scientific panels and units in the absence of actual measured
data. EFSA J. 10, 2579. https://doi.org/10.2903/j.efsa.2012.2579.

Food and Drug Administration, 2016. Arsenic in rice and rice products risk assessment report.
http://www.fda.gov/Food/FoodScienceResearch/RiskSafetyAssessment/default.htm.
(Accessed 26 March 2022).

Gatta, G., Zwan, J.M., Casali, P.G., Siesling, S., Dei Tos, A.P., Kunkler, I., 2011. Rare cancers
are not so rare: the rare cancer burden in Europe. Eur. J. Cancer 47, 2493–2511.
https://doi.org/10.1016/j.ejca.2011.08.008 PMID: 22033323.

Greco, S.L., Belova, A., Haskell, J., Backer, L., 2019. Estimated burden of disease from arsenic
in drinking water supplied by domestic wells in the United States. J. Water Health 17,
801–812. https://doi.org/10.2166/wh.2019.216 PMID: 31638030.

Grey, C., Jackson, R., Schmidt, M., Ezzati, M., Asaria, P., Daniel, J., Exeter, D.J., 2017. One in
four major ischaemic heart disease events are fatal and 60% are pre-hospital deaths: a na-
tional data-linkage study (ANZACS-QI 8). Eur. Heart J. 38, 172–180. https://doi.org/10.
1093/eurheartj/ehv524 PMID: 28158544, doi:10.1093/eurheartj/ehv524.

Hungarian Cancer Registry, 2022. Online report on the number of annually registered new
cancer cases. https://stat.nrr.hu/. (Accessed 3 July 2022).

Hungarian Central Statistical Office, 2022. Online reports on population by municipalities.
http://statinfo.ksh.hu/Statinfo/QueryServlet?ha=NT3C01; http://statinfo.ksh.hu/
Statinfo/QueryServlet?ha=NT4B01; http://statinfo.ksh.hu/Statinfo/QueryServlet?ha=
NT5B01 http://statinfo.ksh.hu/Statinfo/QueryServlet?ha=NT2B01. (Accessed 26
March 2022).

Joseph, T., Dubey, B., McBean, E.A., 2015. A critical review of arsenic exposures for
Bangladeshi adults. Sci. Total. Environ. 527, 540–551. https://doi.org/10.1016/j.
scitotenv.2015.05.035 PMID: 33537067.

Leonardi, G., Vahter, M., Clemens, F., Goessler, W., Gurzau, E., Hemminki, K., 2012. Inorganic
arsenic and basal cell carcinoma in areas of Hungary, Romania, and Slovakia: a case-
control study. Environ. Health Perspect. 120, 721–726. https://doi.org/10.1289/ehp.
1103534 PMID: 22436128.

Liang, C.P., Wang, S.W., Kao, Y.H., Chen, J.S., 2016. Health risk assessment of groundwater
arsenic pollution in southern Taiwan. Environ. Geochem. Health 38, 1271–1281.
https://doi.org/10.1007/s10653-016-9794-4 PMID: 26817926.

Lindberg, A.L., Goessler, W., Gurzau, E., Koppova, K., Rudnai, P., Kumar, R., 2006. Arsenic ex-
posure in Hungary, Romania and Slovakia. J. Environ. Monit. 8, 203–208. https://doi.
org/10.1039/B513206a PMID: 16395480.

Lock, K., Gabrijelcic-Blenkus, M., Martuzzi, M., Otorepec, O., Wallace, P., Carlos, Dora
C., et al., 2003. Health impact assessment of agriculture and food policies: lessons
learnt from the Republic of Slovenia. Bull. World Health Organ. 81, 391–398
PMID: 12894321.

https://doi.org/10.2903/j.efsa.2021.6380
https://doi.org/10.2105/AJPH.2005.078816
https://doi.org/10.1016/S0140-6736(10)60481-3
https://doi.org/10.1016/S0140-6736(10)60481-3
https://doi.org/10.1007/s10198-019-01066-x
https://doi.org/10.1016/j.yrtph.2019.05.020
https://doi.org/10.2166/wh.2014.054
https://doi.org/10.1136/bmj.d2431
https://doi.org/10.1021/acs.jafc.6b05721
https://doi.org/10.1021/acs.jafc.6b05721
https://doi.org/10.1556/CEuGeol.57.2014.3.6
https://doi.org/10.1016/j.envres.2019.03.013
https://ecis.jrc.ec.europa.eu/explorer.php?--1-EEE--ll----6-0,14--007--CRelativeSurvivalAgeGroupX0_14-X0_15-RSCCRelativeSurvivalFollowX1_14-X1_-1-X1_15-RSC
https://ecis.jrc.ec.europa.eu/explorer.php?--1-EEE--ll----6-0,14--007--CRelativeSurvivalAgeGroupX0_14-X0_15-RSCCRelativeSurvivalFollowX1_14-X1_-1-X1_15-RSC
https://ecis.jrc.ec.europa.eu/explorer.php?--1-EEE--ll----6-0,14--007--CRelativeSurvivalAgeGroupX0_14-X0_15-RSCCRelativeSurvivalFollowX1_14-X1_-1-X1_15-RSC
https://ec.europa.eu/eurostat/databrowser/view/HLTH_CD_ARO__custom_3077431/default/table?lang=en
https://ec.europa.eu/eurostat/databrowser/view/HLTH_CD_ARO__custom_3077431/default/table?lang=en
https://www.eca.europa.eu/Lists/ECADocuments/SR17_12/SR_DRINKING_WATER_EN.pdf
https://www.eca.europa.eu/Lists/ECADocuments/SR17_12/SR_DRINKING_WATER_EN.pdf
https://doi.org/10.2903/j.efsa.2010.1459
https://doi.org/10.2903/j.efsa.2012.2579
http://www.fda.gov/Food/FoodScienceResearch/RiskSafetyAssessment/default.htm
https://doi.org/10.1016/j.ejca.2011.08.008
https://doi.org/10.2166/wh.2019.216
https://doi.org/10.1093/eurheartj/ehv524
https://doi.org/10.1093/eurheartj/ehv524
https://stat.nrr.hu/
http://statinfo.ksh.hu/Statinfo/QueryServlet?ha=NT2B01
https://doi.org/10.1016/j.scitotenv.2015.05.035
https://doi.org/10.1016/j.scitotenv.2015.05.035
https://doi.org/10.1289/ehp.1103534
https://doi.org/10.1289/ehp.1103534
https://doi.org/10.1007/s10653-016-9794-4
https://doi.org/10.1039/B513206a
https://doi.org/10.1039/B513206a
http://refhub.elsevier.com/S0048-9697(22)05404-3/rf202208250230351656
http://refhub.elsevier.com/S0048-9697(22)05404-3/rf202208250230351656
http://refhub.elsevier.com/S0048-9697(22)05404-3/rf202208250230351656


L. Pál et al. Science of the Total Environment 851 (2022) 158305
López-Nicolás, Á., Stoklosa, M., 2019. Tax harmonisation and tobacco product prices in the
European Union, 2004-2015. Tob. Control 28, 434–439. https://doi.org/10.1136/
tobaccocontrol-2018-054342 PMID: 28158544, doi:10.1093/eurheartj/ehv524.

Marcellusi, A., Bini, C., Peris, K., Ascierto, P.A., Mennini, F.S., 2020. Cost of illness of cutane-
ous squamous cell carcinoma (CSCC). Grhta 7, 148–153. https://doi.org/10.33393/
grhta.2020.2171.

Mehta, D., Curwin, J., Gomes, J.A., Fuster, V., 1997. Sudden death in coronary artery disease,
acute ischemia versus myocardial substrate. Circulation 96, 3215–3223. https://doi.org/
10.1161/01.CIR.96.9.3215 PMID: 9386195.

National Institute of Public Health, 2017. Online report on arsenic concentration in drinking
water. https://www.antsz.hu/data/cms85133/Ivovizminoseg_adatok_arzen_bor_fluorid_
2017.pdf. (Accessed 26 March 2022).

National Public Health Centre, 2016. Summary Report of Hungary Under the Protocol on
Water and Health PMID: 22436128.

National Research Council, 2013. Critical Aspects of EPA’s IRIS Assessment of Inorganic Arse-
nic: Interim Report. available atThe National Academies Press, Washington, DC https://
doi.org/10.17226/18594 (accessed 26 March 2022).

Nigra, A.E., Sanchez, T.R., Nachman, K.E., Harvey, D., Graziano, J.H., Steven, N., Chillrud,
S.N., 2017. The effect of the Environmental Protection Agency maximum contaminant
level on arsenic exposure in the USA from 2003 to 2014: an analysis of the National
Health and Nutrition Examination Survey (NHANES). Lancet Public Health 2. https://
doi.org/10.1016/S2468-2667(17)30195-0 e513-e521. PMID: 29250608.

Palma-Lara, I., Martínez-Castillo, M., Quintana-Pérez, J.C., Arellano-Mendoza, M.G., Tamay-
Cach, F., Valenzuela-Limón, O.L., 2020. Arsenic exposure: a public health problem lead-
ing to several cancers. Regul. Toxicol. Pharmacol. 110, 104539. https://doi.org/10.
1016/j.yrtph.2019.104539 PMID: 31765675.

Rahaman, M.S., Rahman, M.M., Mise, N., Sikder, T., Ichihara, G., Uddin, K., 2021. Environ-
mental arsenic exposure and its contribution to human diseases, toxicity mechanism
and management. Environ. Pollut. 289, 117940. https://doi.org/10.1016/j.envpol.
2021.117940 PMID: 34426183.

Smith, A.H., Marshall, G., Roh, T., Ferreccio, C., Liaw, J., Steinmaus, C., 2018. Lung, bladder,
and kidney cancer mortality 40 years after arsenic exposure reduction. J. Natl. Cancer.
Inst. 110, 241–249. https://doi.org/10.1093/jnci/djx201 PMID: 28158544, doi:
10.1093/eurheartj/ehv524.

The Council of the European Union, 1998. Council Directive 98/83/EC of 3 November 1998
on the quality of water intended for human consumption. Off. J. Eur. Communities
5.12.98, L 330/32–L330/54. https://eur-lex.europa.eu/legal-content/HU/TXT/?uri=
CELEX%3A31998L0083. (Accessed 16 March 2022).

The Hungarian Government, 2001. Government Decree 201/2001 (X. 25.) on the quality re-
quirements for drinking water and monitoring water quality 2001. (in Hungarian)Off.
11
J. Repub. Hungary 118, 8188–8236. https://magyarkozlony.hu/dokumentumok/
4c6ca999d48cc4759536864262e20c9bf031dd30/megtekintes. (Accessed 16 March 2022).

Tsuji, J.S., Chang, E.T., Gentry, P.R., Clewell, H.J., Boffetta, P., Cohen, S.M., 2019. Dose-
response for assessing the cancer risk of inorganic arsenic in drinking water: the scientific
basis for use of a threshold approach. Crit. Rev. Toxicol. 49, 36–84. https://doi.org/10.
1080/10408444.2019.1573804 PMID: 30932726.

United States Environmental Protection Agency, 2010. Toxicological Review of Inorganic Ar-
senic (CAS No. 7440-38-2). 2010. EPA/635/R-10/001United States Environmental Pro-
tection Agency, National Center for Environmental Assessment, Washington, USA.
https://www.google.com/url?sa=t&rct=j&q=&esrc=s&source=web&cd=&ved=
2ahUKEwj3vLzHqfX1AhWUs6QKHQN3ACYQFnoECAwQAQ&url=https%3A%2F%
2Fofmpub.epa.gov%2Feims%2Feimscomm.getfile%3Fp_download_id%
3D494787&usg=AOvVaw2seeswTd34DvyrbrKBznAE. (Accessed 26 March 2022).

United States Environmental Protection Agency, 2017. Arsenic, inorganic (CASRN 7440-38-
2). http://www.epa.gov/iris/subst/0278.htm. (Accessed 3 October 2022).

Vargha, M., Bártfai, B., Bufa-Dőrr, Z.S., Izsák, B., Károlyi, F., Sebestyén, Á., 2019. Drinking
Water Quality in Hungary, 2017. National Public Health Centre, Hungary (in Hungarian).

Varsányi, I., Kovács, L.Ó., 2006. Arsenic, iron and organic matter in sediments and groundwa-
ter in the Pannonian Basin, Hungary. Appl. Geochem. 21, 949–963. https://doi.org/10.
1016/j.apgeochem.2006.03.006.

Viscusi, W.K., 2019. Risk guideposts for a safer society: introduction and overview. J. Risk
Uncertain. 58, 101–119. https://doi.org/10.1007/s11166-019-09307-3.

WaterWorlds eNewsletters, 2000. Arsenic rule could cost utilities billions. https://www.
waterworld.com/environmental/article/16191503/arsenic-rule-could-cost-utilities-
billions. (Accessed 17 March 2022).

Wilkins, E., Wilson, L., Wickramasinghe, K., Bhatnagar, P., Leal, J., Luengo-Fernandez, R., 2017.
European cardiovascular disease statistics 2017. European Heart Network, Brussels. https://
ehnheart.org/cvd-statistics/cvd-statistics-2017.html. (Accessed 17 August 2022).

World Health Organization, Fact sheets: arsenic. https://www.who.int/news-room/fact-
sheets/detail/arsenic. (Accessed 15 July 2022).

World Health Organization, 1990. International classification of diseases 10th revision.
https://icd.who.int/browse10/2019/en#/I20-I25. (Accessed 18 July 2022).

Wright, J., Parry, J., Scully, E., 2005. Institutionalizing policy-level health impact assessment
in Europe: is coupling health impact assessment with strategic environmental assessment
the next step forward? Bull. World Health Organ. 83, 472–477.

Yuan, Y., Marshall, G., Ferreccio, C., Steinmaus, C., Selvin, S., Liaw, J., 2007. Acute myocar-
dial infarction mortality in comparison with lung and bladder cancer mortality in
arsenic-exposed region II of Chile from 1950 to 2000. Am. J. Epidemiol. 166, 381–391.
https://doi.org/10.1093/aje/kwm238 PMID: 17875584.

https://doi.org/10.1136/tobaccocontrol-2018-054342
https://doi.org/10.1136/tobaccocontrol-2018-054342
https://doi.org/10.33393/grhta.2020.2171
https://doi.org/10.33393/grhta.2020.2171
https://doi.org/10.1161/01.CIR.96.9.3215
https://doi.org/10.1161/01.CIR.96.9.3215
https://www.antsz.hu/data/cms85133/Ivovizminoseg_adatok_arzen_bor_fluorid_2017.pdf
https://www.antsz.hu/data/cms85133/Ivovizminoseg_adatok_arzen_bor_fluorid_2017.pdf
http://refhub.elsevier.com/S0048-9697(22)05404-3/rf202208250258150182
http://refhub.elsevier.com/S0048-9697(22)05404-3/rf202208250258150182
https://doi.org/10.17226/18594
https://doi.org/10.17226/18594
https://doi.org/10.1016/S2468-2667(17)30195-0
https://doi.org/10.1016/S2468-2667(17)30195-0
https://doi.org/10.1016/j.yrtph.2019.104539
https://doi.org/10.1016/j.yrtph.2019.104539
https://doi.org/10.1016/j.envpol.2021.117940
https://doi.org/10.1016/j.envpol.2021.117940
https://doi.org/10.1093/jnci/djx201
https://eur-lex.europa.eu/legal-content/HU/TXT/?uri=CELEX%3A31998L0083
https://eur-lex.europa.eu/legal-content/HU/TXT/?uri=CELEX%3A31998L0083
https://magyarkozlony.hu/dokumentumok/4c6ca999d48cc4759536864262e20c9bf031dd30/megtekintes
https://magyarkozlony.hu/dokumentumok/4c6ca999d48cc4759536864262e20c9bf031dd30/megtekintes
https://doi.org/10.1080/10408444.2019.1573804
https://doi.org/10.1080/10408444.2019.1573804
https://www.google.com/url?sa=t&amp;rct=j&amp;q=&amp;esrc=s&amp;source=web&amp;cd=&amp;ved=2ahUKEwj3vLzHqfX1AhWUs6QKHQN3ACYQFnoECAwQAQ&amp;url=https%3A%2F%2Fofmpub.epa.gov%2Feims%2Feimscomm.getfile%3Fp_download_id%3D494787&amp;usg=AOvVaw2seeswTd34DvyrbrKBznAE
https://www.google.com/url?sa=t&amp;rct=j&amp;q=&amp;esrc=s&amp;source=web&amp;cd=&amp;ved=2ahUKEwj3vLzHqfX1AhWUs6QKHQN3ACYQFnoECAwQAQ&amp;url=https%3A%2F%2Fofmpub.epa.gov%2Feims%2Feimscomm.getfile%3Fp_download_id%3D494787&amp;usg=AOvVaw2seeswTd34DvyrbrKBznAE
https://www.google.com/url?sa=t&amp;rct=j&amp;q=&amp;esrc=s&amp;source=web&amp;cd=&amp;ved=2ahUKEwj3vLzHqfX1AhWUs6QKHQN3ACYQFnoECAwQAQ&amp;url=https%3A%2F%2Fofmpub.epa.gov%2Feims%2Feimscomm.getfile%3Fp_download_id%3D494787&amp;usg=AOvVaw2seeswTd34DvyrbrKBznAE
https://www.google.com/url?sa=t&amp;rct=j&amp;q=&amp;esrc=s&amp;source=web&amp;cd=&amp;ved=2ahUKEwj3vLzHqfX1AhWUs6QKHQN3ACYQFnoECAwQAQ&amp;url=https%3A%2F%2Fofmpub.epa.gov%2Feims%2Feimscomm.getfile%3Fp_download_id%3D494787&amp;usg=AOvVaw2seeswTd34DvyrbrKBznAE
http://www.epa.gov/iris/subst/0278.htm
http://refhub.elsevier.com/S0048-9697(22)05404-3/rf202208250231330932
http://refhub.elsevier.com/S0048-9697(22)05404-3/rf202208250231330932
https://doi.org/10.1016/j.apgeochem.2006.03.006
https://doi.org/10.1016/j.apgeochem.2006.03.006
https://doi.org/10.1007/s11166-019-09307-3
https://www.waterworld.com/environmental/article/16191503/arsenic-rule-could-cost-utilities-billions
https://www.waterworld.com/environmental/article/16191503/arsenic-rule-could-cost-utilities-billions
https://www.waterworld.com/environmental/article/16191503/arsenic-rule-could-cost-utilities-billions
https://ehnheart.org/cvd-statistics/cvd-statistics-2017.html
https://ehnheart.org/cvd-statistics/cvd-statistics-2017.html
https://www.who.int/news-room/fact-sheets/detail/arsenic
https://www.who.int/news-room/fact-sheets/detail/arsenic
https://icd.who.int/browse10/2019/en#/I20-I25
http://refhub.elsevier.com/S0048-9697(22)05404-3/rf202208250232399061
http://refhub.elsevier.com/S0048-9697(22)05404-3/rf202208250232399061
http://refhub.elsevier.com/S0048-9697(22)05404-3/rf202208250232399061
https://doi.org/10.1093/aje/kwm238

	Health and economic gain attributable to the introduction of the World Health Organization's drinking water standard on ars...
	1. Introduction
	2. Data and methods
	2.1. Water supply and monitoring of drinking water quality
	2.2. Data sources
	2.3. Database development
	2.4. Estimation of arsenic-related lifetime excess cancer risks
	2.5. Estimation of arsenic-related mortality risk from ischemic heart disease
	2.6. Estimation of prevented cancer cases and avoided mortality from ischemic heart disease due to the Drinking Water Quali...
	2.7. Estimation of the proportion of prevented cancer cases and avoided mortality from ischemic heart disease due to the Dr...
	2.8. Estimation of the economic benefits of Drinking Water Quality Improvement Programme

	3. Results
	4. Discussion
	5. Strengths and limitations
	6. Conclusions
	CRediT authorship contribution statement
	Data sharing
	Funding
	Declaration of competing interest
	section19
	Acknowledgement
	References




