International Journal of /
* Environmental Research m\DP|
and Public Health Z

Article
The Cost-Effectiveness of Lowering Permissible
Noise Levels Around U.S. Airports

Boshen Jiao 1'*, Zafar Zafari !, Brian Will 2, Kai Ruggeri !, Shukai Li ! " and Peter Muennig

1 Global Research Analytics for Population Health, Columbia University Mailman School of Public Health,

New York, NY 10032, USA; zz2492@cumc.columbia.edu (Z.Z.); dr2946@cumc.columbia.edu (K.R.);
lishukai@pku.edu.cn (S.L.); pm124@cumec.columbia.edu (P.M.)

2 Queens Quiet Skies, Bayside, NY 11360, USA; brian.f.will@gmail.com

*  Correspondence: bj2361@cumc.columbia.edu; Tel.: +1-347-244-5949

Received: 11 October 2017; Accepted: 26 November 2017; Published: 2 December 2017

Abstract: Aircraft noise increases the risk of cardiovascular diseases and mental illness. The allowable
limit for sound in the vicinity of an airport is 65 decibels (dB) averaged over a 24-hour ‘day and
night” period (DNL) in the United States. We evaluate the trade-off between the cost and the health
benefits of changing the regulatory DNL level from 65 dB to 55 dB using a Markov model. The study
used LaGuardia Airport (LGA) as a case study. In compliance with 55 dB allowable limit of aircraft
noise, sound insulation would be required for residential homes within the 55 dB to 65 dB DNL.
A Markov model was built to assess the cost-effectiveness of installing sound insulation. One-way
sensitivity analyses and Monte Carlo simulation were conducted to test uncertainty of the model.
The incremental cost-effectiveness ratio of installing sound insulation for residents exposed to airplane
noise from LGA was $11,163/QALY gained (95% credible interval: cost-saving and life-saving to
$93,054/QALY gained). Changing the regulatory standard for noise exposure around airports from
65 dB to 55 dB comes at a very good value.
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1. Introduction

In the United States, the allowable limit for sound in the vicinity of an airport is 65 decibels (dB)
averaged over a 24-h ‘day and night’ period (DNL) [1]. This level is roughly 10 times the sound intensity
(measured in power) of a 55 dB day—evening-night level (Lgep), the threshold in the European Union.
The actual difference in noise in the U.S. can be higher because dBs are measured on a logarithmic
scale, and DNL levels are weighted to increase the impact of nighttime noise. This high level of sound
exposure can affect sleep, well-being, school performance, and economic productivity as well as mental
and physical health [2-6]. It has also been shown in observational and quasi-experimental analyses to
produce an increase in risk of cardiovascular disease (CVD) and mental illness [7-11].

Airports tend to have sound contour patterns that correspond to aircraft approach, departure,
size, and geographic characteristics [2,3]. Under Part 150 of the Federal Aviation Regulations, 65 dB
DNL is considered “significant”, and houses that fall within noise contours that exceed allowable
limits must receive remediation by the government.

A very large study of aircraft noise corridors in the United Kingdom showed that 55 dB is the
threshold value at which mental health problems emerge [12]. Similar findings in Europe led to the
EU’s Environmental Noise Directive [8,13], which limits aircraft noise corridors to 55 dB Lgep [14].

Aircraft noise abatement measures are in effect around the world [15], and can reduce the
noise impact on population [16]. The International Civil Aviation Organization (ICAQO) established
a “balanced approach” to aircraft noise management, including four elements: “reduction of noise at
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its source; land use planning and management; noise abatement operational procedures; and operating
restrictions on aircraft” [17]. The characteristics of a given airport, such as the number of runways,
the number of aircraft movements, the type of aircraft, the population of the city it serves, the per
capita gross domestic product of the country an airport is located in, can inform the ideal abatement
strategy [18,19]. Options for addressing noise at its source (e.g., altering the runway characteristics,
changing flight patterns, reducing aircraft size, requiring aircraft to glide, and altering climbs
on departure) are both more effective and generally less expensive than land use planning and
management (e.g., land acquisition and sound insulation); however, the latter are likely inevitable
in most localities in the United States if more stringent standards are to be adopted [17,20]. This is
because many of the traditional means of reducing noise at its source have already been implemented,
and more recent innovations that consider both airport and aircraft characteristics are challenging to
implement due to conflicting air traffic at adjacent urban airports [21].

Still, land use changes carry their own challenges. While aircraft noise reduces the price of
property by approximately 20% on average [22], buying properties via eminent domain is prohibitively
expensive in most urban areas in the United States. Because further source mitigation is unlikely to
reduce 65 dB DNL contours to 55 dB DNL, most localities would likely resort to home insulation
against sound as a strategy for reducing noise exposure among individuals.

The much weaker regulatory standard in the United States means that authorities or municipalities
can maintain or expand airports in the United States more cheaply than can European governments.
However, this weaker standard may also harm the health of those who live near airports. This paper
examines the trade-off between the direct cost of changing the regulatory DNL level from 65 dB
to 55 dB versus the medical costs, loss of health, and loss of lives associated with failing to do so.
We examine sound insulation as a noise abatement strategy because it is more expensive and less
effective than most noise source abatement strategies—if sound insulation is cost-effective, then it is
not necessary to evaluate noise source abatement strategies because they are intuitively cost-effective.

2. Materials and Methods

2.1. Overview

The cost-effectiveness of installing sound insulation to residential homes is evaluated using
a residential housing area around LaGuardia Airport (LGA) in New York City (NYC) as a case study.
We chose this area as a case study because there are good data on both the noise exposure and
the number of households impacted by them. The map of aircraft noise levels developed by the
Minneapolis-Saint Paul (MSP) FairSkies Coalition and the University of Minnesota Center for Urban
and Regional Affairs are presented in Figure 1 [23]. Housing exposed to 55 to 65 dB DNL was mostly
built in the immediate post World War II era. This precedes the commercial use of modern jets at
the airport and thus housing within the contours contains very little heat or sound insulation [24].
If it is cost-effective to insulate homes near LGA, then it is likely a cost-effective strategy everywhere.
If it is not cost-effective to insulate homes near LGA, then local-area analyses would be needed on
a case-by-case basis.

To reflect the lifetime health and economic impact of sound insulation, a Markov model was built.
The model follows a hypothetical cohort with an average age of 36 years (the median age in NYC) to
estimate costs and health outcomes associated with two scenarios [25]:

(1) People currently being exposed to >55 to <65 dB DNL;
(2) The same cohort with noise insulation adequate to reduce noise exposure to below 55 dB DNL.

A societal perspective was assumed, and included the cost of sound insulation; the medical costs
associated with CVD and anxiety; and indirect costs, such as lost productivity. The quality-adjusted
life year (QALY) was used as a health outcome measure. One QALY is equal to a year of life lived in
perfect health. Cost-effectiveness outcomes were measured in terms of incremental cost-effectiveness
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ratio (ICER), or the change in costs divided by the change

in QALYs when sound insulation is installed

in homes. Willingness-to-pay (WTP), defined as the maximum price the society is willingness to pay

for one QALY gained, offers information on the monetary value of a QALY gained [26]. We employed
a WTP of $50,000 per QALY gained, which is considered to be a very conservative price for a QALY in
the United States [27]. From a financial standpoint, an intervention that costs less than $50,000/ QALY
gained would be considered a very good value. A 3% discount rate was used for future costs and

health outcomes in concordance with recommendations of the Panel on Cost-effectiveness in Health
and Medicine [28]. The model was built in TreeAge Pro 2016.
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Figure 1. Noise levels around La Guardia Airport. Source: MSP FairSkies Coalition and University of

Minnesota Center for Urban and Regional Affairs, 2010 [23].

For simplicity, we assumed that the commonly exposure measures in different jurisdictions
(e.g., DNL, Lden, Ldn, and CNEL) are similar. In practice, the DNL standard in the United States is

less strict because it does not add a penalty for evening flights.

2.2. Model Parameters

2.2.1. Probability

The probability parameters can be found in Table 1. The simulated participants were exposed to
a background risk of CVD, anxiety, or death. The age-specific probability of developing a CVD event
for adults above 35-years-old was derived from a report provided by the Heart and Stroke Association
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Statistics [29]. The probability of anxiety disorder was obtained from the U.S. National Comorbidity
Survey [30]. In addition, background mortality rates were obtained from U.S. Life Tables [31].

Table 1. Values used in the Markov model evaluating changing the regulatory day—night average
sound level (DNL) from 65 decibels (dB) to 55 dB versus the status quo.

Parameter Base Standard Distribution * Source
Error/Range
Cost (2016 U.S.$)
Direct Cost
Medical cost of cardiovascular disease (CVD) 23,229 5807 Gamma Nichols et al., 2010
Medical cost of anxiety 2814 704 Gamma Greenberg et al., 1999
Cost of sound insulation 18,959 4740 Gamma Wolfe et al., 2016
Indirect Cost
.. Lloyd-Jones et al., 2010;
Productivity loss of CVD 12,837 3209 Gamma Nichols et al., 2010
Productivity loss of Anxiety 313 78 Gamma Greenberg et al., 1999
Health Utility Value
Health utility decrement due to CVD 0.283 0.0130 Beta Ara et al., 2010; Ara et al., 2009
Health utility decrement due to anxiety 0.156 0.0391 Beta EQ5D
Health utility of CVD history 0.844 0.0096 Beta Ara et al., 2010; Ara et al., 2009
Probability
Probability of developing a CVD (by age) Mozaffarian et al., 2016
35-44 0.15% 0.04% Beta
45-54 0.71% 0.18% Beta
55-64 1.49% 0.37% Beta
65-74 2.66% 0.67% Beta
75-84 4.78% 1.20% Beta
85 and above 6.81% 1.70% Beta
Probability of developing an anxiety disorder 18.10% 0.70% Beta Kessler et al., 2005
Relative Risk (RR)
. . low: 1.07; .

RR of CVD for aircraft noise exposure 112 high: 1.18 Triangular Hansell et al., 2013

. . . low: 1.00; .
RR of anxiety for aircraft noise exposure 1.69 . Triangular Hardoy et al., 2005

high: 2.66

. . low: 1.49; .
RR of anxiety for CVD patients 1.66 high: 1.82 Triangular Fan et al., 2008
RR of CVD among those with prior CVD history 1.97 }1101;\}71 126376 Triangular Nichols et al., 2010

* For use in the Monte Carlo simulation.

2.2.2. Relative Risk

Exposure to 55 dB DNL or above is associated with a 12% higher risk of CVD (14% for daytime
noise and 9% for night time noise) and a 69% higher risk of an anxiety disorder in the average person
(See Table 1) [8,9]. For those with a prior versus no history of CVD, the relative risks of developing
a new CVD-related event and anxiety are 1.96, and 1.66, respectively [32,33].

2.2.3. Cost

The average nation-wide cost of sound insulation was estimated from a study by the Wolfe et al.
(while NYC is a case study, average costs were used so that the marginal costs and effects could be
generalized to other cities within the United States) [20]. The life of installed sound insulation is
estimated to be 25 years, as it is susceptible to degradation and moisture intrusion, and this is also
roughly the usable life of modern sound insulating windows [34].

Medical and work loss costs associated with anxiety were obtained from the U.S. comorbidity
survey [35]. The medical costs of CVD were derived from a study based on the Kaiser Permanente
Northwest CVD registry [32]. The productivity loss due to CVD was estimated to be about 55% of
the medical cost [36]. All monetary costs were adjusted to 2016 U.S. dollars using the Consumer Price
Index of U.S. and New York (Table 1).
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2.2.4. Health Utility

Health utilities, which are preference weights for different health status, are needed for calculation
of QALYs [37]. Health utilities are measured on a scale ranging from 0 (death) to 1 (full health) [37].
The health utility values associated with new CVD and prior CVD history from published studies were
obtained using EuroQol-5 Dimension (EQ-5D) [38,39]. The EQ-5D-3L has five dimensions: mobility,
self-care, usual activities, pain/discomfort, and anxiety/depression [40]. All of these dimensions are
scored based on a three-point scaling system, ‘1’ representing no problems, ‘2’ representing moderate
problems, and ‘3’ representing severe problems. The utility value of anxiety was calculated based on
a one-point increase (from 1 to 2) in a three-point scale of the anxiety/depression dimension of the
EQ-5D, while making no change in the other dimensions (Table 1) [41].

2.3. Decision Analysis Models

The main assumptions used in the Markov model are:

(1) We used the average nation-wide cost of sound insulation per person for our model. It was
assumed that the household size in neighborhoods near LGA was same as nation-wide average
household size.

(2) The RRs of CVD and anxiety associated with aircraft noises were based on studies conducted in
the United Kingdom and Italy. We assumed that they were generalizable to the United States.

(3) There was no data on RRs of CVD and anxiety associated with aircraft noises for different age
groups. They were assumed to be constant over the life course.

(4) For those who developed both CVD and anxiety, we assumed that health utility decrement due
to anxiety was already captured in health utility decrement due to CVD.

The Markov model had three health states: no CVD history, CVD history, and death. The model
diagram is presented in Figure 2. CVD was defined as codes 100 to 199 in the 10th Revision of the
International Classification of Diseases, and was consistent across model inputs [29]. Any simulated
participant death from CVD or other causes is transitioned to death as an absorbing health state.
If a simulated participant currently in the “no CVD history” state developed a CVD-related event,
he/she would transition to the state “CVD history” in the next cycle, and will stay there until he/she
dies (either of CVD or other causes). In addition, in each cycle there is a chance of developing an anxiety
disorder for each simulated participant in the model.

[Event]
Anxiety

Figure 2. Markov model diagram.

Health states include: no cardiovascular disease (CVD) history, CVD history, and death. Anxiety
was included as an event instead of a health state.
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A series of one-way analyses along with a probabilistic sensitivity analysis (10,000 Monte Carlo
simulations) were conducted to assess the uncertainty within the model.

3. Results

The main results of the cost-effectiveness analysis are presented in Table 2. Over the course of
one’s life, installing sound insulation is associated with approximately $6793 in increased costs to
society and an increase in 0.61 QALYs gained. The resulting incremental cost effectiveness ratio (ICER)
of the intervention relative to status quo was, therefore, $11,163/QALY.

Table 2. Costs (2016 U.S.$), incremental cost, quality-adjusted life years (QALYs) gained, incremental
QALYs gained, and incremental cost-effectiveness (ICER) of changing the regulatory day-night average
sound level (DNL) from 65 decibels (dB) to 55 dB versus the status quo.

Incremental Incremental

*
Strategy Cost Cost QALY QALY ICER
Status quo 635,369 19.61
Changing the regulatory DNL level from 65 dBto55dB 642,162 6793 20.22 0.61 11,163

* Incremental cost-effectiveness ratio was determined by cost (2016 U.S.$) per quality-adjusted life years
(QALY) gained.

Table 3 lists the effects of a series of one-way sensitivity analyses on ICERs. The most sensitive
input parameter in the model was the relative risk of anxiety for noise exposure above 55 dB DNL. If it
was assumed that there was no increased risk of anxiety due to aircraft noise, the ICER would increase
to $195,717/QALY gained. Among costs parameters, the intervention cost was the most influential.
Increasing the intervention cost by 25% increased the ICER to $24,448/QALY gained from its base
case value (i.e., $6793/QALY gained). Additionally, when the probability of developing CVD was
increased by 25%, the ICER dropped to $7064/QALY. Other model parameters did not show any
significant effect.

Table 3. One-way sensitivity analyses of the cost-effectiveness of changing the regulatory day—night
average sound level (DNL) from 65 decibels (dB) to 55 dB versus the status quo.

Incremental Cost-Effectiveness Ratio *

Variable

Low High
Relative risk (RR) of anxiety for aircraft noise exposure (Low: 1.00; High: 2.66) 195,717 Cost-saving
Cost of sound insulation (Low: —25%; High: +25%) * Cost-saving 24,448
RR of cardiovascular disease (CVD) for aircraft noise exposure (Low: 1.07; High: 1.18) 20,539 2822
Medical cost of anxiety (Low: —25%; High: +25%) * 16,316 6010
Medical cost of CVD (Low: —25%; High: +25%) * 15,931 6394
Probability of developing a CVD (Low: —25%; High: +25%) 13,830 7064
RR of anxiety for CVD patients (Low: 1.49; High: 1.82) 13,838 8912
Health utility decrement due to anxiety (Low: 0.117; High: 0.195) 13,914 9320
Productivity loss of CVD (Low: —25%; High: +25%) t 12,860 9466

* Incremental cost-effectiveness ratio was determined by cost (2016 U.S.$) per quality-adjusted life years (QALY)
gained; T We used £25% for estimates with no random error, but that likely have geographic variation in costs.
These high and low values roughly reflect the variation in the cost of living across localities in the United States.

Results indicate a 95% credible interval of the ICER ranging from dominance to as high as
$93,054/QALY gained. The incremental cost-effectiveness plane is shown in Figure 3. Based on this
figure, installing sound insulation would be cost-effective in 91% of simulations at a WTP value of
$50,000/QALY gained.
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Figure 3. Incremental cost-effectiveness scatter-plot, changing the regulatory DNL level from 65 dB to
55 dB versus the status quo.

The dots represent incremental cost-effectiveness pairs of Monte Carlo simulations for changing
the regulatory DNL level from 65 dB to 55 dB versus the status quo for 10,000 Monte Carlo simulations.
The diagonal line represents a WTP of $50,000 per QALY gained. The dots to the right of the diagonal
line, of which the proportion is 91%, represent the simulations with an incremental cost effectiveness
ratio less than $50,000 per QALY gained.

4. Discussion

In the United States, the Environmental Protection Agency’s Office of Noise Abatement and
Control was shuttered in the 1980s [42]. This office had successfully restricted noise at one airport in
the name of public health [42], but failed to have a national impact on standards. As a result of generally
weaker regulatory standards for noise, the burden of regulation has fallen on the Federal Aviation
Administration (FAA), an agency focused on regulating lives in the air rather than on the ground.

However, while between 600 and 1300 people die in aviation accidents worldwide [43], most
deaths probably occur on the ground from day-to-day airport operations. A risk ratio of 1.12 for CVD
amounts to 45 excess deaths per 100,000 people exposed to DNL > 55 dB [29]. It is likely that many
millions are exposed to airplane noise that exceeds these levels worldwide, mostly in developing
nations and in the United States.

This study illustrates the risks associated with a failure to rationally allocate resources to maximize
lives saved costs the lives of tens of thousands of Americans each year [44,45]. Changing the standard
for DNL from 65 dB to 55 dB in the United States also comes at a cost that is one to two orders of
magnitude lower than the cost of most FAA regulations geared toward saving lives in the air [45,46].
The air marshal program, for example, costs $180 million per life saved [47]. It is also more cost
effective than the vast majority of medical and health interventions that experts agree are worthwhile
investments. For instance, screening and treating high-risk populations for HIV comes in at over four
times the cost of the lowering the DNL standard in the United States [48]. The Monte Carlo simulations



Int. ]. Environ. Res. Public Health 2017, 14, 1497 8 of 10

indicate that 91% of the permutations of the model would cost under $50,000/ QALY gained, which is
similar in cost to HIV screening and treatment in high-risk populations.

The current study was subject to a number of limitations. The relative risk estimates of CVD and
anxiety for aircraft noise exposure were only based upon observational studies. This is because existing
experimental and quasi-experimental studies generally include heart rate and a psychological rating
scale as outcome measures, both of which are not suitable with the current model [10,49]. However,
these risk estimates are in line with the observational data.

A second potential weakness of the study is the use of a case study neighborhood. While necessary
to generate estimates for the purposes of illustration, the use of a case study limits the generalizability
of our findings. However, the East Elmhurst neighborhood consists of relatively densely packed
private houses with poor insulation and relatively low DNL exposures within sound corridors [24].
Areas with high-rise buildings or neighborhoods near airports that support larger, long-distance
aircraft could prove challenging to insulate to <55 dB DNL. The United States also regulates housing
more stringently and has far higher health costs than less wealthy nations, further reducing the
generalizability of our findings to other development contexts.

Third, the CVD noted in this study is likely to arise from anxiety associated with airplane nose.
Still, we treated anxiety and CVD as independent events. We chose to do so because the nature of each
condition is quite different, and would likely lead to separate, independent diagnoses in very different
settings. Anxiety can influence work productivity and incur outpatient costs. CVD likely influences
inpatient costs to a much greater extent. However, it may be that patients with co-morbid anxiety and
CVD patients incur higher than average CVD costs (e.g., by consuming more hospital time).

Finally, it should be noted that sound insulation is an imperfect remedy. While it reduces noise
in the home, outdoor activities, such as gardening, are made considerably less pleasant. Moreover,
people are likely less willing to open the windows of their homes, also influencing the quality of their
lives. These costs were not considered in the analysis.

5. Conclusions

Many strategies exist for abating aircraft noise, including reducing noise at the source (e.g., changes
to flight patterns) and reducing noise exposure for those on the ground (e.g., insulation of homes).
Of these strategies, insulating homes is likely to be both more expensive and less effective than source
strategies. Nevertheless, we find that lowering the allowable limit of aircraft noise from 65 dB to 55 dB
DNL would be cost-effective, even if it requires insulating homes near airports. This is because the cost
of inaction is very high, taking a toll on the mental and physical health of those living near airports.
Indeed, even when this strategy is adopted, changing the regulatory standard for noise exposure
around airports comes at a very reasonable cost given the significant benefits for health.

It is important for agencies like the FAA to set more rigorous standards that take into account the
significant health impacts for those on the ground.

Acknowledgments: The authors thank Kevin Terrell of the MSP FairSkies Coalition for providing the airport
noise map.

Author Contributions: Boshen Jiao, Zafar Zafari, Brian Will, Shukai Li, and Peter Muennig contributed to the
design of the study. Boshen Jiao, Zafar Zafari, and Shukai Li participated in analysis. Boshen Jiao wrote the first
draft and Zafar Zafari, Kai Ruggeri, and Peter Muennig critically revised the paper for important intellectual
content. All authors approved the final version.

Conflicts of Interest: The authors declare no conflict of interest.

References

1.  Holzman, D. Plane pollution. Environ. Health Perspect. 1997, 105, 1300. [CrossRef] [PubMed]
2. Kryter, K.D. Acoustical, sensory, and psychological research data and procedures for their use in predicting
effects of environmental noises. J. Acoust. Soc. Am. 2007, 122, 2601-2614. [CrossRef] [PubMed]


http://dx.doi.org/10.1289/ehp.971051300
http://www.ncbi.nlm.nih.gov/pubmed/9405325
http://dx.doi.org/10.1121/1.2782748
http://www.ncbi.nlm.nih.gov/pubmed/18189552

Int. ]. Environ. Res. Public Health 2017, 14, 1497 90f 10

10.

11.

12.

13.

14.

15.
16.

17.

18.

19.

20.

21.

22.

23.

24.

25.

26.

27.

28.

Mestre, V.; Schomer, P.; Fidell, S.; Berry, B. Technical Support for Day/Night Average Sound Level (DNL)
Replacement Metric Research. 2011. Available online: https://ngsc.org/downloads/volpereport.pdf
(accessed on 6 September 2017).

Fritschi, L.; Brown, L.; Kim, R.; Schwela, D.; Kephalopolous, S. Burden of Disease from Environmental Noise:
Quantification of Healthy Years Life Lost in Europe; World Health Organisation: Geneva, Switzerland, 2011.
World Health Organization. Guidelines for Community Noise; WHO: Geneva, Switzerland, 1999.

European Environment Agency. Noise in Europe 2014; EEA: Copenhagen, Denmark, 2014.

Basner, M.; Babisch, W.; Davis, A.; Brink, M.; Clark, C.; Janssen, S.; Stansfeld, S. Auditory and non-auditory
effects of noise on health. Lancet 2014, 383, 1325-1332. [CrossRef]

Hansell, A.L.; Blangiardo, M.; Fortunato, L.; Floud, S.; de Hoogh, K.; Fecht, D.; Ghosh, R.E.; Laszlo, H.E.;
Pearson, C.; Beale, L. Aircraft noise and cardiovascular disease near heathrow airport in london: Small area
study. BM]J 2013, 347, £5432. [CrossRef] [PubMed]

Hardoy, M.C.; Carta, M.G.; Marci, A.R.; Carbone, F.; Cadeddu, M.; Kovess, V.; Dell'Osso, L.; Carpiniello, B.
Exposure to aircraft noise and risk of psychiatric disorders: The elmas survey. Soc. Psychiatry Psychiatr. Epidemiol.
2005, 40, 24-26. [CrossRef] [PubMed]

Hatfield, J.; Job, R.; Carter, N.; Peploe, P; Taylor, R.; Morrell, S. The influence of psychological factors on
self-reported physiological effects of noise. Noise Health 2001, 3, 1. [PubMed]

Boes, S.; Niiesch, S.; Stillman, S. Aircraft noise, health, and residential sorting: Evidence from two quasi-
experiments. Health Econ. 2013, 22, 1037-1051. [CrossRef] [PubMed]

Lawton, R.N.; Fujiwara, D. Living with aircraft noise: Airport proximity, aviation noise and subjective
wellbeing in England. Transp. Res. Part D Transp. Environ. 2016, 42, 104-118. [CrossRef]

Lefevre, M.; Carlier, M.-C.; Champelovier, P.; Lambert, J.; Laumon, B.; Evrard, A.-S. Effects of aircraft noise
exposure on saliva cortisol near airports in France. Occup. Environ. Med. 2017. [CrossRef] [PubMed]
European Environment Agency. Good Practice Guide on Noise Exposure and Potential Health Effects; EEA:
Copenhagen, Denmark, 2010.

Girvin, R. Aircraft noise-abatement and mitigation strategies. J. Air Transp. Manag. 2009, 15, 14-22. [CrossRef]
Licitra, G.; Gagliardi, P.; Fredianelli, L.; Simonetti, D. Noise mitigation action plan of pisa civil and military
airport and its effects on people exposure. Appl. Acoust. 2014, 84, 25-36. [CrossRef]

Netjasov, F. Contemporary measures for noise reduction in airport surroundings. Appl. Acoust. 2012, 73,
1076-1085. [CrossRef]

Ganic, E.M.; Netjasov, E; Babic, O. Analysis of noise abatement measures on European airports. Appl. Acoust.
2015, 92, 115-123. [CrossRef]

Ganic, E.; Dobrota, M.; Babic, O. Noise abatement measures at airports: Contributing factors and mutual
dependence. Appl. Acoust. 2016, 112, 32—40. [CrossRef]

Wolfe, PJ.; Malina, R.; Barrett, S.R.; Waitz, I.A. Costs and benefits of us aviation noise land-use policies.
Transp. Res. Part D Transp. Environ. 2016, 44, 147-156. [CrossRef]

Gagliardi, P; Fredianelli, L.; Simonetti, D.; Licitra, G. Ads-B system as a useful tool for testing and redrawing
noise management strategies at Pisa airport. Acta Acust. United Acust. 2017, 103, 543-551. [CrossRef]
Cohen, J.P.; Coughlin, C.C. Changing noise levels and housing prices near the Atlanta airport. Growth Chang.
2009, 40, 287-313. [CrossRef]

MSP FairSkies Coalition; University of Minnesota Center for Urban and Regional Affairs. Map of Airplane
Noise Levels. 2010. Available online: http://mspfairskies.com/map-of-airplane-noise-levels/ (accessed on
10 March 2017).

Walsh, K. Forgotton Queens; Arcadia Publishing: New York, NY, USA, 2013.

New York City Department of City Planning. New York City Population-Population Fact; New York City
Department of City Planning: New York, NY, USA, 2015.

Mason, H.; Baker, R.; Donaldson, C. Willingness to pay for a QALY: Past, present and future. Expert Rev.
Pharmacoecon. Outcomes Res. 2008, 8, 575-582. [CrossRef] [PubMed]

Neumann, PJ.; Cohen, ]J.T.; Weinstein, M.C. Updating cost-effectiveness—The curious resilience of the
$50,000-per-QALY threshold. N. Engl. ]. Med. 2014, 371, 796-797. [CrossRef] [PubMed]

Paulden, M.; O’'Mahony, J.E; McCabe, C. Discounting the recommendations of the second panel on
cost-effectiveness in health and medicine. PharmacoEconomics 2017, 35, 5-13. [CrossRef] [PubMed]


https://nqsc.org/downloads/volpereport.pdf
http://dx.doi.org/10.1016/S0140-6736(13)61613-X
http://dx.doi.org/10.1136/bmj.f5432
http://www.ncbi.nlm.nih.gov/pubmed/24103537
http://dx.doi.org/10.1007/s00127-005-0837-x
http://www.ncbi.nlm.nih.gov/pubmed/15624071
http://www.ncbi.nlm.nih.gov/pubmed/12689451
http://dx.doi.org/10.1002/hec.2948
http://www.ncbi.nlm.nih.gov/pubmed/23836612
http://dx.doi.org/10.1016/j.trd.2015.11.002
http://dx.doi.org/10.1136/oemed-2016-104208
http://www.ncbi.nlm.nih.gov/pubmed/28442544
http://dx.doi.org/10.1016/j.jairtraman.2008.09.012
http://dx.doi.org/10.1016/j.apacoust.2014.02.020
http://dx.doi.org/10.1016/j.apacoust.2012.03.010
http://dx.doi.org/10.1016/j.apacoust.2015.01.010
http://dx.doi.org/10.1016/j.apacoust.2016.05.007
http://dx.doi.org/10.1016/j.trd.2016.02.010
http://dx.doi.org/10.3813/AAA.919083
http://dx.doi.org/10.1111/j.1468-2257.2009.00476.x
http://mspfairskies.com/map-of-airplane-noise-levels/
http://dx.doi.org/10.1586/14737167.8.6.575
http://www.ncbi.nlm.nih.gov/pubmed/20528368
http://dx.doi.org/10.1056/NEJMp1405158
http://www.ncbi.nlm.nih.gov/pubmed/25162885
http://dx.doi.org/10.1007/s40273-016-0482-0
http://www.ncbi.nlm.nih.gov/pubmed/27943173

Int. ]. Environ. Res. Public Health 2017, 14, 1497 10 of 10

29.

30.

31.

32.

33.

34.

35.

36.

37.

38.

39.

40.

41.

42.
43.

44.

45.

46.

47.

48.

49.

Mozaffarian, D.; Benjamin, E.J.; Go, A.S.; Arnett, D.K.; Blaha, M.J.; Cushman, M.; Das, S.R.; de Ferranti, S.;
Després, J.-P,; Fullerton, H.]. Heart disease and stroke statistics—2016 update. Circulation 2016, 133, e38-e360.
[CrossRef] [PubMed]

Kessler, R.C.; Chiu, W.T.; Demler, O.; Walters, E.E. Prevalence, severity, and comorbidity of 12-month DSM-IV
disorders in the national comorbidity survey replication. Arch. Gen. Psychiatry 2005, 62, 617-627. [CrossRef]
[PubMed]

Arias, E.; Heron, M.; Xu, J. United States Life Tables. 2012. Available online: https://www.cdc.gov/nchs/
data/nvsr/nvsr65/nvsr65_08.pdf (accessed on 21 January 2017).

Nichols, G.A.; Bell, T.].; Pedula, K.L.; O’Keeffe-Rosetti, M. Medical care costs among patients with established
cardiovascular disease. Am. J. Manag. Care 2010, 16, e86—€93. [PubMed]

Fan, A.Z; Strine, TW.; Jiles, R.; Mokdad, A.H. Depression and anxiety associated with cardiovascular disease
among persons aged 45 years and older in 38 states of the United States, 2006. Prev. Med. 2008, 46, 445-450.
[CrossRef] [PubMed]

Chau, C,; Yik, F; Hui, W,; Liu, H.; Yu, H. Environmental impacts of building materials and building services
components for commercial buildings in Hong Kong. |. Clean. Prod. 2007, 15, 1840-1851. [CrossRef]
Greenberg, PE.; Sisitsky, T.; Kessler, R.C.; Finkelstein, S.N.; Berndt, E.R.; Davidson, J.R.; Ballenger, ].C.; Fyer, AJ.
The economic burden of anxiety disorders in the 1990s. J. Clin. Psychiatry 1999, 60, 427-435. [CrossRef]
[PubMed]

Lloyd-Jones, D.; Adams, R.J.; Brown, T.M.; Carnethon, M.; Dai, S.; De Simone, G.; Ferguson, T.B.; Ford, E.;
Furie, K.; Gillespie, C. Heart disease and stroke statistics—2010 update. Circulation 2010, 121, e46—e215.
[PubMed]

Whitehead, S.J.; Ali, S. Health outcomes in economic evaluation: The QALY and utilities. Br. Med. Bull. 2010, 96,
5-21. [CrossRef] [PubMed]

Ara, R; Brazier, ]. Health Related Quality of Life by Age, Gender and History of Cardiovascular Disease:
Results from the Health Survey for England. 2009. Available online: http:/ /eprints.whiterose.ac.uk/10880/
(accessed on 15 March 2017).

Ara, R,; Brazier, J.E. Populating an economic model with health state utility values: Moving toward better
practice. Value Health 2010, 13, 509-518. [CrossRef] [PubMed]

Hurst, N.; Kind, P,; Ruta, D.; Hunter, M.; Stubbings, A. Measuring health-related quality of life in rheumatoid
arthritis: Validity, responsiveness and reliability of EuroQol (EQ-5D). Rheumatology 1997, 36, 551-559. [CrossRef]
Drummond, M.E; Sculpher, M.].; Claxton, K.; Stoddart, G.L.; Torrance, G.W. Methods for the Economic
Evaluation of Health Care Programmes; Oxford University Press: Oxford, UK, 2015.

Shapiro, S.A. Lessons from a public policy failure: EPA and noise abatement. Ecol. Law Q. 1992, 19, 1.
Bureau of Aircraft Accidents Archive. Available online: http://www.baaa-acro.com/general-statistics/
death-rate-per-year/ (accessed on 6 September 2017).

Tengs, T.O. Dying too Soon: How Cost-Effectiveness Analysis Can Save Lives; National Center for Policy Analysis:
Dallas, TX, USA, 1997.

Tengs, T.O.; Graham, J.D. The opportunity costs of haphazard social investments in life-saving. In Risks,
Costs, and Lives Saved: Getting Better Results from Regulation; Oxford University Press: Oxford, UK, 1996;
pp. 167-182.

Tengs, T.O.; Adams, M.E; Pliskin, ].S.; Safran, D.G; Siegel, ].E.; Weinstein, M.C.; Graham, J.D. Five-hundred
life-saving interventions and their cost-effectiveness. Risk Anal. 1995, 15, 369-390. [CrossRef] [PubMed]
Stewart, M.G.; Mueller, J. A risk and cost-benefit assessment of United States aviation security measures.
J. Transp. Secur. 2008, 1, 143-159. [CrossRef]

Paltiel, A.D.; Weinstein, M.C.; Kimmel, A.D.; Seage, G.R., 3rd; Losina, E.; Zhang, H.; Freedberg, K.A;
Walensky, R.P. Expanded screening for HIV in the United States—An analysis of cost-effectiveness. N. Engl.
J. Med. 2005, 352, 586-595. [CrossRef] [PubMed]

Di Nisi, J.; Muzet, A.; Ehrhart, J.; Libert, ]. Comparison of cardiovascular responses to noise during waking
and sleeping in humans. Sleep 1990, 13, 108-120. [CrossRef] [PubMed]

® © 2017 by the authors. Licensee MDPI, Basel, Switzerland. This article is an open access
@ article distributed under the terms and conditions of the Creative Commons Attribution

(CC BY) license (http:/ /creativecommons.org/licenses/by/4.0/).


http://dx.doi.org/10.1161/CIR.0000000000000350
http://www.ncbi.nlm.nih.gov/pubmed/26673558
http://dx.doi.org/10.1001/archpsyc.62.6.617
http://www.ncbi.nlm.nih.gov/pubmed/15939839
https://www.cdc.gov/nchs/data/nvsr/nvsr65/nvsr65_08.pdf
https://www.cdc.gov/nchs/data/nvsr/nvsr65/nvsr65_08.pdf
http://www.ncbi.nlm.nih.gov/pubmed/20205493
http://dx.doi.org/10.1016/j.ypmed.2008.02.016
http://www.ncbi.nlm.nih.gov/pubmed/18377971
http://dx.doi.org/10.1016/j.jclepro.2006.10.004
http://dx.doi.org/10.4088/JCP.v60n0702
http://www.ncbi.nlm.nih.gov/pubmed/10453795
http://www.ncbi.nlm.nih.gov/pubmed/20019324
http://dx.doi.org/10.1093/bmb/ldq033
http://www.ncbi.nlm.nih.gov/pubmed/21037243
http://eprints.whiterose.ac.uk/10880/
http://dx.doi.org/10.1111/j.1524-4733.2010.00700.x
http://www.ncbi.nlm.nih.gov/pubmed/20230546
http://dx.doi.org/10.1093/rheumatology/36.5.551
http://www.baaa-acro.com/general-statistics/death-rate-per-year/
http://www.baaa-acro.com/general-statistics/death-rate-per-year/
http://dx.doi.org/10.1111/j.1539-6924.1995.tb00330.x
http://www.ncbi.nlm.nih.gov/pubmed/7604170
http://dx.doi.org/10.1007/s12198-008-0013-0
http://dx.doi.org/10.1056/NEJMsa042088
http://www.ncbi.nlm.nih.gov/pubmed/15703423
http://dx.doi.org/10.1093/sleep/13.2.108
http://www.ncbi.nlm.nih.gov/pubmed/2330471
http://creativecommons.org/
http://creativecommons.org/licenses/by/4.0/.

	Introduction 
	Materials and Methods 
	Overview 
	Model Parameters 
	Probability 
	Relative Risk 
	Cost 
	Health Utility 

	Decision Analysis Models 

	Results 
	Discussion 
	Conclusions 

