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Abstract: Adverse pregnancy outcomes and their complications cause increased maternal and
neonatal morbidity and mortality and contribute considerably to the global burden of disease. In
the last two decades, numerous narrative and systematic reviews have emerged assessing non-
essential, potentially harmful, trace element exposure as a potential risk factor. This narrative review
summarizes the recent literature covering associations between exposure to cadmium, lead, arsenic,
and mercury and pregnancy outcomes and highlights common limitations of existing evidence that
may hinder decision-making within public health. Several initial scoping searches informed our
review, and we searched PubMed (latest date July 2022) for the literature published within the last
five years reporting on cadmium, lead, arsenic, or mercury and pre-eclampsia, preterm birth, or
prenatal growth. Pre-eclampsia may be associated with cadmium and strongly associated with lead
exposure, and exposure to these metals may increase risk of preterm birth. Many reviews have
observed cadmium to be negatively associated with birth weight. Additionally, lead and arsenic
exposure may be negatively associated with birth weight, with arsenic exposure also adversely
affecting birth length and head circumference. These findings should be interpreted with caution
due to the limitations of the reviews summarized in this paper, including high heterogeneity due
to different exposure assessment methods, study designs, and timing of sampling. Other common
limitations were the low quality of the included studies, differences in confounding variables, the
low number of studies, and small sample sizes.

Keywords: arsenic; cadmium; lead; mercury; pre-eclampsia; preterm birth; birth weight; birth length;
head circumference

1. Introduction

Adverse pregnancy outcomes are multifactorial [1], and the aetiology is poorly un-
derstood for both pre-eclampsia [2] and preterm birth [3], which are two of the leading
causes of morbidity, though exposure to non-essential and potentially harmful “toxic” trace
elements may be implicated. In 2019, McKeating, Fisher, and Perkins summarised the
association between trace elements and gestational disorders. However, they focused only
on the trace elements essential for health [4]. Several reviews have also been published on
non-essential trace elements, including some that featured some pregnancy outcomes for
selected non-essential trace elements [5–7] and the endocrine-disrupting properties of some
trace metals and related infant and maternal outcomes [8]. To date, data on non-essential
metal intake and gestational disorders are inconsistent, and despite further studies that
have been published over the last five years, knowledge gaps remain. This narrative re-
view, therefore, focuses on summarising the most recent literature covering the association
between non-essential and potentially harmful trace elements, and pregnancy outcomes of
pre-eclampsia, premature birth, and prenatal growth. We outline how prenatal exposure to
these trace elements might take place, how exposure is commonly measured in this field of
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research, and the effect these elements might have on the pregnancy outcomes described
above. Finally, a discussion provides a summary of the limitations cited in the referenced
literature to inform the reader of the complexities and challenges associated with research
in this important area.

2. Methods

After conducting several initial searches to inform our study question over the period
of October to November 2021, we found that much of the relevant literature focuses on
cadmium, lead, arsenic, and mercury exposure during pregnancy; thus, our focus rests
on those four elements. Though older reviews in this area were found, since a number
of articles have been published more recently and, would hence not be included in these
older reviews, we chose to limit our synthesis to the literature published in the last five
years. We included both the systematic and the narrative literature reviews that included
human studies. Animal data are beyond the scope of this paper. Searches for the relevant
literature were performed through PubMed in January of 2022 and again in July of 2022.
To identify relevant manuscripts, the four elements, that is, cadmium, lead, arsenic, and
mercury, were combined by using the OR function and then connected to different outcome
terms by using the AND function. Specific search terms for pregnancy outcomes were
pre-eclampsia, preterm birth, and prenatal growth. “Preterm delivery” and “premature
birth” were also used as synonyms to preterm birth, and for prenatal growth, we also used
“birth outcomes”, “birth size”, “birth weight”, “birth length”, “head circumference”, “fetal
growth”, “prenatal growth”, “low-birth-weight”, “small-for-gestational-age”, and “intra-
uterine growth restriction”. In addition, we applied the PubMed filters for the document
types “Meta-Analysis”, “Review”, “Systematic Review”, and “Books and Documents”.
The [AllFields] filter was applied throughout. In addition, human trials cited in reviews
that are of particular reference herein have been discussed, though no explicit search was
conducted for primary studies. Relevant manuscripts were selected, and we present them
in a narrative synthesis in the following paragraphs.

3. Prenatal Exposure to Non-Essential (Toxic) Trace Elements

Exposure to cadmium, lead, arsenic, and mercury is well known to cause adverse
health effects in humans. Humans are commonly exposed via skin contact, inhalation, or
ingestion of contaminated food and drinking water [9], and the different exposure sources
can be categorized into occupational, behavioural, nutritional, and environmental exposure,
as visualised in Figure 1.
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stabilisers for plastics. It strongly binds organic matter and thereby leads to exposure 
through the food supply and tobacco leaves in smokers [12]. After absorption, cadmium 
diffuses through the blood to various organs, notably the kidneys and liver, where it can 
cause damage [13–15]. The mechanisms of cadmium toxicity might involve the synthesis 
of metallothioneins, induction of oxidative stress, and epigenetic changes [14]. Several ep-
idemiological and experimental studies suggest that chronic cadmium exposure can be 
associated with different types of cancer [14,16,17]. However, there are reviews on cad-
mium exposure and cancer types that cannot rule out a possible association but highlight 
many research gaps and inconsistent findings [18–21]. 

During pregnancy, cadmium diffuses to the placenta, where it accumulates [10,11]. 
However, it seems that cadmium does not cross the placental barrier easily. According to 
a study conducted in Sweden, cord blood cadmium was measured to be only 10% of the 
total cadmium concentration in maternal blood [22]. This study was also included in a 
review that assessed the cadmium levels of five studies. This review found cadmium cord 
blood levels to always be far below those in maternal blood, suggesting that the placenta 
acts as a partial barrier for cadmium. However, the authors concluded that due to the 
cadmium storage in the placenta and its consequences on placental function, this also 
poses a threat [10]. Moreover, the adverse effect cadmium has on the placenta and embryo 
has also been described due to its effect on gene methylation [23]. The efficiency of the 
placental barrier is thought to be modulated by specific maternal gene polymorphisms. 
Further studies on this topic are required [24,25]. 
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in the present review listed included studies and exposure assessment methods. At least 3 of the
18 studies used the presented sampling matrices to assess exposure to the selected non-essential trace
elements. The figure also shows the importance of using multiple sampling matrices to investigate
toxico-kinetics in the placenta, which is a complex topic. The amount of accumulation and passage,
as well as the involved mechanisms, differs among the heavy metals and their chemical forms [10].
There are inconsistencies and ongoing debate regarding this topic; however, it seems that cadmium
accumulates in the placenta, and lead does not accumulate but rather crosses the placenta [10,11].

3.1. Cadmium

Cadmium is a heavy metal ubiquitous in the environment. It is naturally occurring
in the crust of the earth and emitted in soil, water, and air due to anthropogenic activi-
ties, such as non-ferrous metal mining and refining and processes involving phosphate
fertilisers, fossil fuels, and waste. Cadmium is also used for pigments, coatings, plating,
and stabilisers for plastics. It strongly binds organic matter and thereby leads to exposure
through the food supply and tobacco leaves in smokers [12]. After absorption, cadmium
diffuses through the blood to various organs, notably the kidneys and liver, where it can
cause damage [13–15]. The mechanisms of cadmium toxicity might involve the synthesis
of metallothioneins, induction of oxidative stress, and epigenetic changes [14]. Several
epidemiological and experimental studies suggest that chronic cadmium exposure can be
associated with different types of cancer [14,16,17]. However, there are reviews on cad-
mium exposure and cancer types that cannot rule out a possible association but highlight
many research gaps and inconsistent findings [18–21].

During pregnancy, cadmium diffuses to the placenta, where it accumulates [10,11].
However, it seems that cadmium does not cross the placental barrier easily. According to
a study conducted in Sweden, cord blood cadmium was measured to be only 10% of the
total cadmium concentration in maternal blood [22]. This study was also included in a
review that assessed the cadmium levels of five studies. This review found cadmium cord
blood levels to always be far below those in maternal blood, suggesting that the placenta
acts as a partial barrier for cadmium. However, the authors concluded that due to the
cadmium storage in the placenta and its consequences on placental function, this also poses
a threat [10]. Moreover, the adverse effect cadmium has on the placenta and embryo has
also been described due to its effect on gene methylation [23]. The efficiency of the placental
barrier is thought to be modulated by specific maternal gene polymorphisms. Further
studies on this topic are required [24,25].

3.2. Lead

Like cadmium, lead is also found in the crust of the earth and is emitted due to
anthropogenic activities [9]. Humans are exposed to lead via inhalation, ingestion, and
skin contact, though through the dermal route, lead poisoning is unlikely [26]. Due to
its toxicity, lead is being phased out of gasoline worldwide [27,28] and reduced in many
other areas of previous use. However, exposure is still common, especially in areas close to
mining areas [29], landfills, and industrial or hazardous waste site. Lead is also used as a
pigment and in storage batteries in vehicles [26,30]. Lead exposure can cause damage to
many organs and systems affecting, namely, the neurological and vascular systems and
renal function, as well as reproduction [31,32].

To examine the diffusion and accumulation of lead during pregnancy, Singh et al.
compared metal concentrations measured in the placenta with pollution levels in several
countries and found a positive correlation, including in cord blood, since lead easily crosses
the placenta via passive diffusion [15]. Gundacker et al. assessed lead levels of five studies
and observed that the levels of cord blood were equal to or lower than that of maternal
blood [10]. This is consistent with the systematic review from Esteban-Vasallo et al. They
concluded that lead passes the placental barrier without accumulating in the placenta [11].
Consequently, the US Centers for Disease Control and Prevention recommend interventions
and follow-up in pregnant women with blood lead levels of 5.0 µg/dL and higher [33].
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3.3. Arsenic

Arsenic occurs in many organic and inorganic forms [34]. Organic arsenic is con-
sidered less toxic and is present in surface water [35] and seafood [34,36]. In contrast,
inorganic arsenic is a highly toxic metalloid and is present in groundwater and soil [35–37].
Humans are primarily exposed to arsenic through drinking water, as well as through
food [34,37]. Arsenic exposure has been associated with short- and long-term health effects
such as cardiovascular diseases, adverse effects on the immune system and respiratory
infections [37–39], and several cancer types [37,38,40]. Suggested mechanisms include the
induction of oxidative stress and inflammation [37,39], as well as genomic instability and
epigenetic regulation [38,40].

During pregnancy, arsenic accumulates in the placenta, and both inorganic arsenic and
methylated metabolites easily cross the placental barrier. Improved arsenic methylation
and urinary excretion seem to provide partial protection against arsenic-induced toxicity
during pregnancy [41].

3.4. Mercury

Mercury exists in elemental, organic, and inorganic forms. In contrast to arsenic,
both inorganic and organic mercury are extremely toxic to humans [15]. Three important
exposure routes of mercury exposure are fish consumption due to methyl mercury in
fish, ethyl mercury in vaccines, and occupational exposure such as mercury vapor from
amalgam tooth fillings. There are anthropogenic sources of mercury, such as gold mining,
and natural sources such as volcanoes [42]. The different forms of mercury have different
toxicity profiles, resulting in a broad range of potential symptoms [43,44]. Mercury exposure
can also be categorised into occupational exposure and non-occupational exposure. Gold
mining and fish/shellfish consumption play a role in both categories and, therefore, deserve
special attention in the process of limiting mercury exposure [45].

The most common form of organic mercury that humans are exposed to is methylmer-
cury. When pregnant women are exposed to it, mercuric ions may accumulate in placental
and fetal tissues [46]. Esteban-Vasallo et al. reported inconsistent findings, though some
studies suggested placental accumulation [11], and usually, cord blood mercury levels are
higher than those in the maternal circulation [10].

4. Effects of Non-Essential Trace Elements on Pregnancy Outcomes
4.1. Pre-Eclampsia

Pre-eclampsia belongs to the hypertensive disorders of pregnancy and is characterised
by the onset of hypertension during pregnancy and, often, the onset of proteinuria at or
after 20 weeks of gestation. The American College of Obstetricians and Gynecologists
revised their definition of pre-eclampsia in 2013 such that proteinuria is no longer required
for diagnosis, but hypertension can also be accompanied by new-onset thrombocytope-
nia, impaired liver function, renal insufficiency, pulmonary edema, or visual or cerebral
disturbances [47]. Pre-eclampsia is a significant public health concern and causes serious
maternal and fetal morbidity and mortality [47,48]. A cohort study by Xiao et al. examined
the effect of pre-eclampsia on fetal growth and found a 3.6-fold (95% CI, 2.3 to 5.7) increased
risk to deliver a small-for-gestational-age infant and a 3.8-fold (95% CI, 1.9 to 7.5) increased
risk of low birth weight [49].

In 2018, Rosen, Muñoz et al. published a systematic review assessing several envi-
ronmental contaminants. They included seven studies measuring cadmium levels and
concluded that there is strong evidence for an association between cadmium and the
development of pre-eclampsia [48].

The only meta-analysis including pre-eclampsia as an outcome and identified in
this review examined blood lead concentrations and pre-eclampsia, revealing a strong
association with an increment of 1 µg/dL blood lead level, corresponding to a 1.6% increase
in the likelihood of pre-eclampsia (odds ratio (OR) 9.81; 95% CI 8.01 to 12.02). The authors
concluded that lead exposure is a major, if not the biggest, risk factor for pre-eclampsia,
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and cite studies that support a causal pathway. They not only suggest that pregnant
women should be advised to avoid lead exposure but also suggest routine testing of
blood lead concentration in pregnant women with historical lead exposure, as well as
active monitoring and calcium supplementation for pre-eclampsia in women with high
blood lead concentrations [50]. Another review included three additional studies, two
of which supported the relationship between lead exposure and pre-eclampsia, though a
case–control study did not observe an association, possibly due to the lack of adjustment
for any covariates performed in the analysis of that specific study [51].

Regarding arsenic, Rosen, Muñoz et al. did not find an association with pre-eclampsia.
However, they report that data were limited since their conclusion was based on only three
studies, and one of the two studies that did not find an association hypothesised that their
observation was due to a low concentration in the study population [48]. Based on the
same three studies, Kahn and Trasande also concluded that there does not seem to be an
association [51].

The systematic review by Rosen et al. identified only one case–control study that
assessed mercury levels and pre-eclampsia. As they did not find a marked difference,
an association was not assumed. However, the authors emphasized the large gap in
knowledge [48]. In contrast, the review of Kahn and Trasande suggests that mercury may
be of concern [51], though this was based uniquely on a prospective cohort study in which
pregnant women with occupational exposure had higher mercury concentrations (p < 0.001)
and an increased risk of pre-eclampsia (Relative Risk: 3.67; 95% CI 1.25 to 10.76) [52].

4.2. Preterm Birth

Preterm birth is defined as birth before 37 completed weeks of gestation and can
occur spontaneously. In the cases of medically indicated preterm births, labour is initiated
due to pregnancy complications. One example of maternal medical conditions leading to
indicated preterm birth are hypertensive disorders of pregnancy, including pre-eclampsia.
Other examples are chronic hypertension, restrictive lung diseases, and gestational dia-
betes mellitus [53]. Preterm birth is a major global health problem. The World Health
Organisation estimates more than 10% of all live births worldwide to be preterm in 2010,
and global inequalities are pronounced [54]. In 2010, the highest rates were estimated
for South-eastern Asia, Southern Asia, and Sub-Saharan Africa with mean preterm rates
between 12 and 14% [55].

The systematic reviews that performed a meta-analysis to examine the association
between specific metals and preterm birth are listed in Table 1.

In a recent meta-analysis, no eligible studies conducted in South Asia were retrieved,
and for African populations, only limited data are available to analyse the association
between metal exposure and preterm birth [56]. Nonetheless, not only preterm birth rates
but also the risk of metal exposure during pregnancy are likely to be high in the low- and
middle-income countries in these regions [3]. Even in some high-income countries, the
incidence of preterm birth is still high. For example, in the United States in 2020, just
over 10% of all births were preterm [57]. In a recent meta-analysis, maternal exposure to
metals was associated with moderate certainty and with an increased risk of preterm birth
(OR 1.23; 95% CI, 1.17 to 1.29) [56]. In subgroup analyses, the pooled OR for studies with
sample collection during early or mid-pregnancy (OR, 1.55; 95% CI, 1.27 to 1.88) was higher
compared to when samples were collected in late pregnancy (OR, 1.17; 95% CI, 1.11 to
1.23) [56]. This observation was confirmed for cadmium in a further systematic review that
found a higher increased risk of preterm birth with first-trimester cadmium exposure (Risk
Ratio (RR), 3.06; 95% CI, 1.69 to 5.54) compared to the second (RR: 1.61; 95%CI: 1.12 to
2.32) and third (RR: 1.28; 95%CI: 0.93 to 1.78) trimester exposure estimates. However, the
subgroups for the exposure measured during the first and second exposure consisted of
only one study each [58], indicating the challenges of collecting data early in pregnancy.
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Table 1. Results from systematic reviews that performed a meta-analysis to assess the association
between non-essential trace element exposure and the risk of preterm birth.

Exposure Sample Type
Measure of Association Heterogeneity n Reference

Estimate (95% CI) I2 p

Arsenic maternal serum
maternal urine OR, 1.06 (0.92 to 1.21) 57.7% 0.037 6 Wu et al., 2022

[56]

Cadmium maternal serum
maternal urine OR, 1.33 (1.06 to 1.67) 82.0% 0.000 8 Wu et al., 2022

[56]

Cadmium maternal blood
maternal urine RR, 1.32 (1.05 to 1.67) 90.0% 0.000 5 Amegah et al.,

2021 [58]

Cadmium
maternal blood
maternal serum
maternal urine

OR, 1.32 (1.08 to 1.61) 81.4% 0.000 10 Asefi et al., 2020
[59]

Lead
cord blood

maternal serum
maternal urine

OR, 1.39 (1.10 to 1.76) 88.1% 0.000 10 Wu et al., 2022
[56]

Mercury maternal serum
maternal urine OR, 1.09 (0.94 to 1.27) 32.7% 0.203 5 Wu et al., 2022

[56]

CI: confidence intervals; n: number of included studies; OR: odds ratio, RR: relative risk. Shading indicates
statistical significance. Blue: statistically significant; bright orange: I2 > 50%: substantial heterogeneity, p < 0.05;
dark orange: I2 > 75% considerable heterogeneity, p < 0.01.

Khanam, Kumar et al. published a scoping review examining the association between
prenatal exposure of environmental metals such as lead, mercury, cadmium, and arsenic
and the incidence of preterm birth. They included 20 papers on lead exposure, concluding
that lead is a risk factor for preterm birth in populations that are exposed to generally high
environmental lead levels. However, in this review, the results were conflicting in studies
that examined the association of preterm birth with placental or cord blood lead levels. The
authors speculate that potential reasons for a lack of association could be low sample sizes,
methodological concerns, or low lead levels [3]. Elsewhere, Wu et al. found a correlation in
their systematic review between maternal lead exposure and the risk for preterm birth (OR,
1.39; 95% CI, 1.10 to 1.76) [56].

The studies included by Khanam, Kumar et al. for the association between maternal
cadmium exposure and preterm birth indicate that here, association may be context-specific.
Three of the nine included studies found no association, and one study that measured
placental cadmium levels observed a negative association. Three of the five papers that
observed a positive association were conducted in China, where high cadmium levels had
been measured. They concluded that only populations with high environmental cadmium
exposures are affected [3]. However, not all studies that observed a high exposure found
an association, including one study in Myanmar. They reported having observed higher
urinary cadmium concentrations than in previous findings from China [60]. Wu et al.
found a correlation (OR, 1.33; 95% CI, 1.06 to 1.67) between the risk for preterm birth and
maternal cadmium exposure. However, there was high heterogeneity between studies
in this meta-analysis, likely due to differences in maternal age at delivery, study setting,
study design, ethnicity, and timing of sample collection [56]. Similarly, cadmium exposure
resulted in a 32% increased risk of preterm birth (RR, 1.32; 95% CI, 1.05 to 1.67) in the
meta-analysis by Amegah et al., which included five cohort studies. However, again, high
heterogeneity was observed. The review authors performed a dose–response meta-analysis
for three studies that provided estimates for different levels of cadmium exposure, which
showed that an increase of 1 µg/L in cadmium exposure was associated with a 0.5% (OR,
1.005; 95% CI, 1.003 to 1.007) increase in the risk of preterm birth, and suggested a causal
association [58]. A third meta-analysis included five additional studies with mixed study
designs to assess the association between cadmium exposure and preterm birth. This
review suggested that there might be a positive association (OR, 1.32; 95% CI, 1.08 to 1.61)
but, again, highlighted the considerable heterogeneity within the included studies. They
also performed a subgroup analysis for sample types (blood, serum, urine) but did not
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observe an association for any group, possibly due to the limited number of studies in the
subgroups [59]. More recently, Flannery et al. conducted a scoping review including studies
on cadmium exposure, where exposure mostly took place via dietary intake. Four studies
assessed the association between maternal cadmium exposure and early or premature
birth, including two large studies from China and one smaller study in Japan that found an
association. A study in the United States, however, did not observe an increase in risk but
involved lower median cadmium levels than the median of the two studies from China [61].

In a review focusing on the effects of chronic arsenic exposure, there were only three
eligible studies assessing the association of arsenic exposure with preterm birth, of which
two did not observe a statistically significant association [62]. Khanam et al. assessed
articles that were published up to 2019 and also reported a sparsity of data on this relation-
ship, and their review was inconclusive despite including 10 eligible studies [3]. Across six
studies, Wu et al. found that the association between arsenic exposure and preterm birth
did not reach significance (OR, 1.06; 95% CI, 0.92 to 1.21) [56].

For mercury, the findings by Khanam et al. were also inconsistent. Across seven
included studies, five had a small sample size, and the study with the largest sample size
(n = 362,625) was the only study that was not evaluated to be of high quality [3]. Wu et al.
included five studies on this topic, but no statistically significant association of mercury
with preterm birth was found (OR, 1.09; 95% CI, 0.94 to 1.27) [56].

4.3. Prenatal Growth

Commonly used anthropometric measures to assess prenatal growth include neonatal
birth weight, birth length, and head circumference. The systematic reviews that performed
a meta-analysis to examine the association between specific metals and measures of birth
weight are listed in Table 2.

Table 2. Systematic reviews that performed a meta-analysis to assess the association between non-
essential trace element exposure and measures of birth weight.

Outcome Exposure Sample Type

Measure of Association Heterogeneity

n Model Reference
Effect Size

Effect
Estimate
(95% CI)

I2 p

BW Arsenic

maternal blood,
maternal urine,
maternal hair,

drinking water

summary regression
coefficient [g BW] in
populations exposed

to arsenic

−25.0 (−41.0
to −9.0) 73.3% 0.000 12 REM Zhong et al., 2019 [63]

BW Cadmium

cord blood,
maternal blood,
maternal urine,

placenta

Fisher-Z for the
studies obtained from

sensitivity analysis

−0.04 (−0.07
to −0.01) 37.6% 0.024 18 FEM Khoshhali et al.,

2020 [64]

maternal blood,
maternal urine,

cord blood

summary-effect size:
difference in BW [g]

per 1 µg/L increment
in cadmium

−42.11
(−69.03 to
−15.18)

64.6% 0.006 8 REM Amegah et al.,
2021 [58]

maternal blood linear regression
coefficient: difference
in BW [g] associated
with 50% increase in

cadmium

−11.57
(−18.85 to
−4.30)

52.6% 0.077 5 REM Huang et al., 2019 [65]

maternal urine
−6.15

(−10.81 to
−1.49)

0.0% 0.507 5 FEM Huang et al., 2019 [65]

BW Lead

cord blood

unadjusted
standardized

regression coefficients

−0.120
(−0.239 to
−0.001)

62.5% 0.014 7 REM Wang et al., 2020 [66]

adjusted standardized
regression coefficients

−0.017
(−0.045 to

0.012)
0% 0.838 4 REM Wang et al., 2020 [66]

maternal blood

unadjusted
standardized

regression coefficients

−0.094
(−0.157 to
−0.030)

40.0% 0.101 9 REM Wang et al., 2020 [66]

adjusted standardized
regression coefficients

−0.037
(−0.073 to
−0.002)

67.1% 0.028 4 REM Wang et al., 2020 [66]
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Table 2. Cont.

Outcome Exposure Sample Type

Measure of Association Heterogeneity

n Model Reference
Effect Size

Effect
Estimate
(95% CI)

I2 p

BW for
GA Cadmium maternal urine

SD difference in BW
for GA for a 25th to

75th percentile change
in cadmium

0.02 (−0.08
to 0.13) - - 3 FEM Howe et al., 2022 [67]

BW for
GA Mercury maternal urine

SD difference in BW
for GA for a 25th to

75th percentile change
in mercury

−0.09 (−0.20
to 0.03) - - 3 FEM Howe et al., 2022 [67]

LBW Cadmium

maternal blood odds ratio 1.13 (0.74 to
1.72) 0% 0.629 2 FEM Huang et al., 2019 [65]

maternal blood,
maternal urine relative risk 1.21 (1.02 to

1.43) 43.0% 0.135 5 REM Amegah et al.,
2021 [58]

maternal urine odds ratio 1.12 (1.03 to
1.22) 6.9% 0.341 2 FEM Huang et al., 2019 [65]

SGA Cadmium
maternal blood odds ratio 1.31 (1.16 to

1.47) 9% 0.358 6 FEM Habibian et al.,
2021 [68]

maternal blood,
maternal urine relative risk 1.10 (0.96 to

1.27) 0% 0.464 3 REM Amegah et al.,
2021 [58]

BW: birth weight; CI: confidence intervals; FEM: fixed-effect model; GA: gestational age; LBW: low birth weight;
n: number of included studies; REM: random-effects model; SGA: small for gestational age. Shading indicates
statistical significance. Blue: statistically significant; bright orange: I2 > 50%: substantial heterogeneity, p < 0.05;
dark orange: I2 > 75% considerable heterogeneity, p < 0.01.

4.3.1. Birth Weight

Several recent systematic reviews have examined the association with non-essential
trace metal exposure and birth weight, as described in Table 2.

Across several reviews included in this manuscript, cadmium was associated with a
lower birth weight. Khoshhali et al. found a weak association (Fisher-Z test, −0.04; 95%
CI, −0.07 to −0.01) but reported high heterogeneity, mainly due to gestational age [64].
Huang et al. observed that a 50% increase in blood cadmium levels corresponded with
an 11.57 g (95% CI, 4.30 to 18.85) decrease in birth weight, and a 50% increase in urine
cadmium levels corresponded with a 6.15 g (95% CI, 1.49 to 10.81) decrease. Stratification
for sex, however, revealed an association for female neonates only. Besides birth weight,
the risk of low birth weight, which is defined as having a birth weight below 2500 g, was
higher in the studies with elevated urinary cadmium (OR, 1.12; 95% CI, 1.03 to 1.22) but
not in those with elevated blood cadmium (OR, 1.13; 95% CI, 0.74, 1.72) [65]. In five studies,
Amegah et al. found an increased risk of low birth weight with cadmium exposure (RR,
1.21; 95% CI, 1.02 to 1.43), though again, there was a moderate heterogeneity. Despite the
statistically significant association, significance was lost when a dose–response analysis was
conducted (OR, 1.00; 95% CI, 0.998 to 1.001). The meta-analysis also included eight studies
to assess the association with overall birth weight, which found that an incremental increase
of 1 µg/L in urine and blood cadmium corresponded with a 42.11 g (95% CI, 15.18 to 69.03)
reduction in birth weight. Again, there was substantial evidence of heterogeneity among
the studies. Both the association with birth weight and the risk of low birth weight were
more pronounced among female infants, but all estimates for the sexes separately were not
statistically significant [58]. Finally, Flannery et al. included studies on maternal cadmium
exposure, for which exposure took place mostly via dietary intake and which found a
negative association with birth weight or low birth weight for at least one sex in 13 of the 20
included studies. Five studies also found a statistically significant or stronger association
in female infants. However, among the nine studies that measured fetal exposure, six did
not find a relationship with birth weight [61].

Besides low birth weight, small for gestational age (SGA) is also associated with a
higher risk of mortality and morbidity. Major risk factors are previous SGA birth, diabetes,
vascular diseases, chronic hypertension, and hypertensive disorders of pregnancy [69].
SGA is defined as having a birth weight below the 10th percentile when considering the
gestational age (GA) and sex.
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Habibian et al. indicated a direct, positive association between maternal blood cad-
mium exposure and risk of SGA (OR, 1.31; 95% CI, 1.16 to 1.47) [68], an association con-
firmed in the review of Amegah et al. (RR, 1.10; 95% CI, 0.96 to 1.27; 3 studies). However,
as well as for low birth weight, in the fixed-effects dose–response regression analysis, no
evidence was found of an association with cadmium exposure (OR, 1.025; 95% CI, 0.933
to 1.126) in this review. In contrast to low birth weight, however, the RR values for high
and medium cadmium exposure differ. While medium cadmium exposure was associated
with no risk (RR, 1.00; 95% CI, 0.73 to 1.37), high cadmium exposure was associated with
SGA (RR, 1.49; 95% CI, 1.08 to 2.07) [58]. Howe et al. conducted an environmental mixture
analysis of metal impacts on birth weight for gestational age (GA) z-score. Using a US
reference, the authors pooled data from three cohorts conducted in the United States that
measured seven metal concentrations in maternal urine samples. The results for cadmium
were null for all three cohorts, and no overall association was found (0.02, 95% CI, −0.08 to
0.13), though the authors asserted that this result may contradict prior studies due to the
relatively low cadmium levels [67].

Maternal arsenic exposure also seems to be associated with birth weight. Zhong et al.
found an inverse association (β, −25.0 g; 95% CI, −41.0 to −9.0) but observed strong
heterogeneity, and four of the twelve included studies did not find an association [63].

In the meta-analysis of Wang et al., reduced birth weight was associated with maternal
and cord blood lead levels. Through converting standardized regression coefficients
(Table 2) to metric regression coefficients, a 1 µg/dL increase in maternal blood and
cord blood lead levels was associated with a 79.6 g and 22.2 g decrease in birth weight,
respectively. However, when restricted to studies that reported adjusted effect estimates,
the pooled association with maternal blood was weakened, and that with cord blood lost
statistical significance [66].

Conversely, for mercury, Dack et al. found no strong evidence for an association
with birth weight. However, included studies that were of high quality, as well as those
that explored non-linearity or observed higher mean levels of mercury, more frequently
observed a negative association. The authors state that this may suggest a threshold
effect [70]. The recent mixture analysis by Howe et al. also observed no association in the
cohort that had lower urine mercury levels and a narrower range in the samples. Across all
three included cohorts, after accounting for co-exposure of six other metals in the mixture,
a potential inverse linear association was identified between mercury urine levels and birth
weight for GA but was not significant (−0.09; 95% CI, −0.20 to 0.03) [67].

4.3.2. Birth Length and Head Circumference

Two other predictive measures of prenatal growth are birth length and birth head
circumference. Related meta-analyses are listed in Table 3.

Regarding arsenic, the summary regression coefficient in the study of Zhong, Cui et al.
indicated that arsenic exposure is associated with birth length (β, −0.12 cm; 95% CI, −0.17
to −0.07). Arsenic exposure was also associated with head circumference (β, −0.12 cm;
95% CI, −0.24 to −0.01). In both cases, the number of studies investigating the relationship
was small [63].

Most studies included in the systematic review by Dack et al. did not find an associa-
tion between mercury exposure and birth length. However, studies measuring mercury
in placental tissue were mixed. The review also indicated that there is no association
between mercury exposure and head circumference. However, this should be interpreted
with caution because the results were mixed when only the high-quality studies were
considered [70].
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Table 3. Systematic reviews that performed a meta-analysis to assess the association between non-
essential trace element exposure and birth length and head circumference.

Outcome Exposure Sample
Type

Measure of Association Heterogeneity

n Model Reference
Effect Size

Effect
Estimate
(95% CI)

I2 p

BL Arsenic

maternal
blood,

maternal
urine

summary
regression
coefficient

[cm]

−0.12 (−0.17
to −0.07) 0.0% 0.917 5 FEM Zhong et al., 2019 [63]

BL Cadmium

maternal
blood,

maternal
urine, cord

blood

Fisher-Z −0.03 (−0.07
to 0.01) 62.7% 0.001 11 REM Khoshhali et al., 2020 [64]

maternal
blood,

maternal
urine, cord

blood

Fisher-Z,
result of

sensitivity
analysis

−0.01 (−0.04
to 0.02) 41.1% 0.054 10 REM Khoshhali et al., 2020 [64]

maternal
blood,

maternal
urine, cord

blood

summary-
effect size:
difference
[cm] per
1 µg/L

increment in
blood/urine

cadmium
levels

0.00 (−0.08
to 0.09) 14.9% 0.318 4 REM Amegah et al., 2021 [58]

HC Arsenic

maternal
blood,

maternal
urine

summary
regression
coefficient

[cm]

−0.12 (−0.24
to −0.01) 59.6% 0.030 6 REM Zhong et al., 2019 [63]

HC Cadmium

maternal
blood,

maternal
urine, cord

blood

Fisher-Z −0.04 (−0.09
to 0.01) 61.3% 0.003 8 REM Khoshhali et al., 2020 [64]

Fisher-Z,
result of

sensitivity
analysis

−0.02 (−0.06
to 0.02) 45.2% 0.051 7 REM Khoshhali et al., 2020 [64]

maternal
blood,

maternal
urine, cord

blood

summary-
effect size:
difference
[cm] per
1 µg/L

increment in
blood/urine

cadmium
levels

−0.11 (−0.18
to −0.03) 0.0% 0.802 4 REM Amegah et al., 2021 [58]

BL: birth length; CI: confidence intervals; FEM: fixed-effect model; HC: head circumference; n: number of included
studies; REM: random-effects model. Shading indicates statistical significance. Blue: statistically significant; bright
orange: I2 > 50%: substantial heterogeneity, p < 0.05; dark orange: I2 > 75% considerable heterogeneity, p < 0.01.

Cadmium exposure was also not associated with either birth length (0.01; 95% CI, 0.04
to 0.02; n = 11) or birth head circumference (0.02; 95% CI, 0.06 to 0.02; n = 8), according to
a meta-analysis conducted by Khoshhali et al. [64], and supported by Flannery et al. [39].
Their scoping review suggested no relationship with birth length because most studies
eligible for their review found no statistically significant relationship, namely, six out of
seven studies measuring fetal cadmium exposure and seven out of eleven studies measuring
maternal cadmium exposure. For head circumference, three of the four included studies
also did not observe a significant association with fetal exposure. Of the eight studies that
assessed maternal cadmium exposure, again two studies observed a negative association in
female infants only [61]. Amegah et al. found no association between cadmium exposure
and birth length (0.004 cm; 95% CI, −0.082 to 0.091). In contrast to the two other reviews,
however, an association between head circumference and cadmium levels in blood and
urine was revealed. Cadmium exposure, per 1 µg/L increment, was associated with a 0.105
(95% CI, 0.029 to 0.181) reduction in head circumference, with no evidence of heterogeneity
observed [58].
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5. Discussion

Over the last few decades, numerous studies have been published assessing the
association between exposure to non-essential trace elements and pregnancy outcomes.
These include systematic reviews that have collated and analysed mainly cohort and case–
control studies. However, they often report serious limitations that point to the need for
further, robustly designed studies, to assess the effect that non-essential trace elements
may have on pregnancy outcomes. The effects observed in studies included in this review
include pre-eclampsia and preterm birth, which were associated with cadmium and lead
exposure, with cadmium, lead, and arsenic associated with lower birth weight. Arsenic
was also associated with a lower birth length and head circumference at birth.

One of the biggest challenges to the conclusions of these systematic reviews is the
small number of eligible studies, which often have a small sample size [2,48,62], thereby re-
sulting in underpowered statistical tests [58,65] and possibly biased subgroup analyses [63].
Therefore, the results should be interpreted with caution.

Another considerable challenge in many reviews is that, among studies, different meth-
ods are used to assess exposure to non-essential trace elements [48,63,64,70], as visualised
in Figure 1. As a result, comparison among studies is challenging. The restriction to studies
with the same method reduces the sample size and the feasibility of meta-analyses [68].
Heterogeneity is often considerable, due to exposure indicators from different body tissues
and fluids, and different time periods of exposure. Blood and urine samples are widely
used to assess recent exposure [48,51,62,63,65], while hair, nails, and placental samples are
used to examine long-term exposure [48,51,63,70]. Placental tissue might be most accurate
in reflecting exposure throughout pregnancy [51,70], but its validity has also been ques-
tioned due to a lack of standardized methods for the collection and preservation of the
placenta after delivery and of reported criteria for placental samples used in studies [15].
Standardized criteria for placental collection and assessment are required [11].

Another factor contributing to heterogeneity among studies is the difference in tim-
ing of the collection of samples in relation to the timing of delivery [1,56]. The uptake,
mobilization, and excretion of the studied metals and, thus, their concentrations in body
tissues and fluids may change throughout pregnancy, even if external exposure is constant.
Therefore, the choice of the method and the timing of sampling are key to measuring the
true association between exposure and outcome. One example of how the concentration
of a metal can vary throughout pregnancy is the fact that during pregnancy, lead can be
mobilized from maternal bone [71]. Based on this concept, Poropat et al. suggest that blood
lead levels should be interpreted differently depending on when the samples have been
taken, as blood lead levels measured before mid-gestation might not accurately reflect
exposure during pregnancy [50]. This also raises the significance of periconceptional expo-
sure. Body stores of metals can be mobilized during pregnancy and, therefore, might be an
additional source of exposure for the mother and the foetus, as depicted in Figure 1. This
suggests that periconceptional exposure to non-essential trace elements might also affect
pregnancy outcomes. However, regarding the chosen elements and the specific pregnancy
outcomes, no study was identified that examined this hypothesis. Only one study men-
tioned the periconception period, stating that samples taken during this period might help
identify risk factors for hypertensive disorders [51]. A further example of how pregnancy
can influence levels of metals is in arsenic metabolism. Throughout pregnancy, there is
an increase in the efficiency of arsenic methylation, which is associated with improved
urinary excretion relative to blood arsenic concentrations [72]. This suggests that pregnancy
can cause changes in exposure levels, which should be considered in further studies to
avoid misclassification bias. Taking several measurements throughout pregnancy may be
important to better understand the interaction between different elements in the context
of pregnancy.

To reduce heterogeneity, studies could speciate metals. For example, the intake of
benign dietary forms of arsenic, such as from seafood, can lead to misinterpretation of the
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total arsenic levels [73]. Speciation analysis is necessary in clinical samples to fill remaining
gaps in the knowledge of mechanisms of toxicity [2].

Most studies do not assess multiple exposures simultaneously, even though humans
are usually exposed to a mixture of compounds. Mixture analyses would enable control
for highly correlated metals and interactions [48]. Interactions between metals may also
be assumed. However, a recently published review about prenatal exposure to metals
and metalloids and birth weight for gestational age did not identify potential interactions
between metal pairs. They focused on seven elements, namely, cadmium, cobalt, mercury,
molybdenum, nickel, antimony, and tin. They pooled data from three cohorts in the
United States and used the Bayesian Kernel Machine Regression (BKMR) to investigate
associations [67]. Besides studies on interactions between non-essential elements, there
are also papers suggesting interactions with essential elements [2]. A scoping review used
a multipollutant approach to assess the association between exposure to metal mixtures
and cardiovascular risk factors and outcomes. They included two studies focusing on
pre-eclampsia. One reported an increased risk for individuals with higher scores for a
principal component characterized by high loadings for cadmium, manganese, and lead,
and who had scores below the median for a principal component that was characterised by
high loading for copper, selenium, and zinc [74]. An example for interactions between non-
essential and essential elements is provided by calcium. During pregnancy and lactation,
lead can be released from the skeleton into the maternal circulation, potentially putting the
infant at risk. Gulson and colleagues found that women who took a calcium supplement
during pregnancy had lower blood lead concentrations in the third trimester compared to
women whose dietary calcium intake was low, indicating that calcium supplementation
may delay lead release from bone. Blood lead concentrations were higher postpartum in
both the calcium-supplemented and low-calcium groups compared to other time points [71].
This points to a complex relationship between essential and non-essential trace metals
and normal physiology at life stages of increased nutritional demand such as pregnancy.
Another example is the association between cadmium and zinc. The results of a case–
control study by Laine et al. suggest that zinc may reduce the risk of cadmium-associated
disease during gestation [75]. In Bangladesh, Kippler et al. concluded that elevated
placental cadmium concentration appears to result in impaired zinc transfer to the fetus [76].
More studies examining the interaction between different elements are required to fill the
knowledge gaps in the etiology of pregnancy outcomes.

Another common limitation of reviews was the quality of the included studies. Re-
views that compared studies of different quality observed that restriction to high-quality
studies or studies that adjusted for potential confounders changed the results. Included
studies often used different confounding variables or did not control for confounders at
all [66,70]. Insufficient information about the subjects in studies, such as gender, ethnicity,
or the timing of sampling, can render it challenging to perform subgroup analyses [68].

This narrative overview of recent systematic reviews and other literature syntheses
demonstrates that exposure to non-essential, potentially harmful trace elements may be
associated with pre-eclampsia, preterm birth, and birth size. However, these findings
should be interpreted with caution since the reviews had some major limitations. The major
strengths of our review are its summary of a range of evidence syntheses and that it is not
limited to systematic reviews. However, it is limited by being mainly based on reviews
published between 2017 and 2022 that focus on specific metals and metalloids only. More
high-quality studies with a large sample size are required to confirm associations. Studies
measuring exposure from before pregnancy until after pregnancy and using different expo-
sure assessment methods could help further understand the mechanisms and etiology of
the specific pregnancy outcomes for improving prevention of adverse pregnancy outcomes.
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2A gene polymorphism and trace elements in mother-newborn pairs in the Croatian population. J. Trace Elem. Med. Biol. 2018,
45, 163–170. [CrossRef]

26. Abadin, H.; Ashizawa, A.; Stevens, Y.W.; Llados, F.; Diamond, G.; Sage, G.; Citra, M.; Quinones, A.; Bosch, S.J.; Swarts, S.G. Public
Health Statement. In Toxicological Profile for Lead; Agency for Toxic Substances and Disease Registry (US): Atlanta, GA, USA, 2007;
pp. 1–9.

27. Angrand, R.C.; Collins, G.; Landrigan, P.J.; Thomas, V.M. Relation of blood lead levels and lead in gasoline: An updated
systematic review. Environ. Health 2022, 21, 138. [CrossRef]

28. Pohl, H.R.; Ingber, S.Z.; Abadin, H.G. Historical View on Lead: Guidelines and Regulations. Met. Ions Life Sci. 2017, 17, 435–470.
[CrossRef]

29. Taylor, M.P.; Mould, S.A.; Kristensen, L.J.; Rouillon, M. Environmental arsenic, cadmium and lead dust emissions from metal
mine operations: Implications for environmental management, monitoring and human health. Environ. Res. 2014, 135, 296–303.
[CrossRef]

30. Levin, R.; Zilli Vieira, C.L.; Rosenbaum, M.H.; Bischoff, K.; Mordarski, D.C.; Brown, M.J. The urban lead (Pb) burden in humans,
animals and the natural environment. Environ. Res. 2021, 193, 110377. [CrossRef]

31. Gidlow, D.A. Lead toxicity. Occup. Med. 2015, 65, 348–356. [CrossRef]
32. Kumar, A.; Kumar, A.; Cabral-Pinto, M.; Chaturvedi, A.K.; Shabnam, A.A.; Subrahmanyam, G.; Mondal, R.; Gupta, D.K.; Malyan,

S.K.; Kumar, S.S.; et al. Lead Toxicity: Health Hazards, Influence on Food Chain, and Sustainable Remediation Approaches. Int. J.
Environ. Res. Public Health 2020, 17, 2179. [CrossRef]

33. Ettinger, A.S.; Wengrovitz, A.M. Guidelines for the Identification and Management of Lead Exposure in Pregnant and Lactating Women;
U.S. Department of Health and Human Services: Atlanta, GA, USA, 2010.

34. Carlin, D.J.; Naujokas, M.F.; Bradham, K.D.; Cowden, J.; Heacock, M.; Henry, H.F.; Lee, J.S.; Thomas, D.J.; Thompson, C.; Tokar,
E.J.; et al. Arsenic and Environmental Health: State of the Science and Future Research Opportunities. Environ. Health Perspect.
2016, 124, 890–899. [CrossRef]

35. Ali, W.; Rasool, A.; Junaid, M.; Zhang, H. A comprehensive review on current status, mechanism, and possible sources of arsenic
contamination in groundwater: A global perspective with prominence of Pakistan scenario. Environ. Geochem. Health 2019,
41, 737–760. [CrossRef]

36. Jomova, K.; Jenisova, Z.; Feszterova, M.; Baros, S.; Liska, J.; Hudecova, D.; Rhodes, C.J.; Valko, M. Arsenic: Toxicity, oxidative
stress and human disease. J. Appl. Toxicol. 2011, 31, 95–107. [CrossRef]

37. Rahaman, M.S.; Rahman, M.M.; Mise, N.; Sikder, M.T.; Ichihara, G.; Uddin, M.K.; Kurasaki, M.; Ichihara, S. Environmental
arsenic exposure and its contribution to human diseases, toxicity mechanism and management. Environ. Pollut. 2021, 289, 117940.
[CrossRef]

38. Martinez, V.D.; Lam, W.L. Health Effects Associated With Pre- and Perinatal Exposure to Arsenic. Front. Genet. 2021, 12, 664717.
[CrossRef]

39. Martínez-Castillo, M.; García-Montalvo, E.A.; Arellano-Mendoza, M.G.; Sánchez-Peña, L.D.C.; Soria Jasso, L.E.; Izquierdo-Vega,
J.A.; Valenzuela, O.L.; Hernández-Zavala, A. Arsenic exposure and non-carcinogenic health effects. Hum. Exp. Toxicol. 2021,
40, S826–S850. [CrossRef]

40. Palma-Lara, I.; Martínez-Castillo, M.; Quintana-Pérez, J.C.; Arellano-Mendoza, M.G.; Tamay-Cach, F.; Valenzuela-Limón, O.L.;
García-Montalvo, E.A.; Hernández-Zavala, A. Arsenic exposure: A public health problem leading to several cancers. Regul.
Toxicol. Pharmacol. 2020, 110, 104539. [CrossRef]

41. Vahter, M. Effects of arsenic on maternal and fetal health. Annu. Rev. Nutr. 2009, 29, 381–399. [CrossRef]
42. Clarkson, T.W. The three modern faces of mercury. Environ. Health Perspect. 2002, 110, 11–23. [CrossRef]
43. Bernhoft, R.A. Mercury toxicity and treatment: A review of the literature. J. Environ. Public Health 2012, 2012, 460508. [CrossRef]
44. Carocci, A.; Rovito, N.; Sinicropi, M.S.; Genchi, G. Mercury toxicity and neurodegenerative effects. Rev. Environ. Contam. Toxicol.

2014, 229, 1–18. [CrossRef]
45. Vianna, A.D.S.; Matos, E.P.; Jesus, I.M.; Asmus, C.; Câmara, V.M. Human exposure to mercury and its hematological effects: A

systematic review. Cad. Saude Publica 2019, 35, e00091618. [CrossRef]
46. Bridges, C.C.; Zalups, R.K. Transport of Inorganic Mercury and Methylmercury in Target Tissues and Organs. J. Toxicol. Environ.

Health B Crit. Rev. 2010, 13, 385–410. [CrossRef]
47. American College of Obstetricians and Gynecologists; Task Force on Hypertension in Pregnancy. Executive Summary: Hyperten-

sion in Pregnancy. Report of the American College of Obstetricians and Gynecologists’ Task Force on Hypertension in Pregnancy.
Obstet. Gynecol. 2013, 122, 1122–1131. [CrossRef]

48. Rosen, E.M.; Muñoz, M.I.; McElrath, T.; Cantonwine, D.E.; Ferguson, K.K. Environmental contaminants and preeclampsia: A
systematic literature review. J. Toxicol. Environ. Health B Crit. Rev. 2018, 21, 291–319. [CrossRef]

49. Xiao, R.; Sorensen, T.K.; Williams, M.A.; Luthy, D.A. Influence of pre-eclampsia on fetal growth. J. Matern. Fetal Neonatal Med.
2003, 13, 157–162. [CrossRef]

https://doi.org/10.1002/jat.1661
https://doi.org/10.1016/j.jtemb.2017.10.011
https://doi.org/10.1186/s12940-022-00936-x
https://doi.org/10.1515/9783110434330-013
https://doi.org/10.1016/j.envres.2014.08.036
https://doi.org/10.1016/j.envres.2020.110377
https://doi.org/10.1093/occmed/kqv018
https://doi.org/10.3390/ijerph17072179
https://doi.org/10.1289/ehp.1510209
https://doi.org/10.1007/s10653-018-0169-x
https://doi.org/10.1002/jat.1649
https://doi.org/10.1016/j.envpol.2021.117940
https://doi.org/10.3389/fgene.2021.664717
https://doi.org/10.1177/09603271211045955
https://doi.org/10.1016/j.yrtph.2019.104539
https://doi.org/10.1146/annurev-nutr-080508-141102
https://doi.org/10.1289/ehp.02110s111
https://doi.org/10.1155/2012/460508
https://doi.org/10.1007/978-3-319-03777-6_1
https://doi.org/10.1590/0102-311x00091618
https://doi.org/10.1080/10937401003673750
https://doi.org/10.1097/01.Aog.0000437382.03963.88
https://doi.org/10.1080/10937404.2018.1554515
https://doi.org/10.1080/jmf.13.3.157.162


Int. J. Environ. Res. Public Health 2023, 20, 5536 15 of 16

50. Poropat, A.E.; Laidlaw, M.A.S.; Lanphear, B.; Ball, A.; Mielke, H.W. Blood lead and preeclampsia: A meta-analysis and review of
implications. Environ. Res. 2018, 160, 12–19. [CrossRef]

51. Kahn, L.G.; Trasande, L. Environmental Toxicant Exposure and Hypertensive Disorders of Pregnancy: Recent Findings. Curr.
Hypertens. Rep. 2018, 20, 87. [CrossRef]

52. El-Badry, A.; Rezk, M.; El-Sayed, H. Mercury-induced Oxidative Stress May Adversely Affect Pregnancy Outcome among Dental
Staff: A Cohort Study. Int. J. Occup. Environ. Med. 2018, 9, 113–119. [CrossRef]

53. Committee on Understanding Premature Birth and Assuring Healthy Outcomes; Board on Health Sciences Policy; Institute
of Medicine. Medical and Pregnancy Conditions Associated with Preterm Birth. In Preterm Birth: Causes, Consequences, and
Prevention; Behrman, R.E., Butler, A.S., Eds.; National Academies Press (US): Washington, DC, USA, 2007; pp. 148–168.

54. Preterm Birth. Available online: https://www.who.int/news-room/fact-sheets/detail/preterm-birth (accessed on 20
November 2022).

55. Blencowe, H.; Cousens, S.; Oestergaard, M.Z.; Chou, D.; Moller, A.B.; Narwal, R.; Adler, A.; Vera Garcia, C.; Rohde, S.; Say, L.; et al.
National, regional, and worldwide estimates of preterm birth rates in the year 2010 with time trends since 1990 for selected
countries: A systematic analysis and implications. Lancet 2012, 379, 2162–2172. [CrossRef]

56. Wu, Y.; Wang, J.; Wei, Y.; Chen, J.; Kang, L.; Long, C.; Wu, S.; Shen, L.; Wei, G. Maternal exposure to endocrine disrupting
chemicals (EDCs) and preterm birth: A systematic review, meta-analysis, and meta-regression analysis. Environ. Pollut. 2022,
292, 118264. [CrossRef]

57. Osterman, M.; Hamilton, B.; Martin, J.A.; Driscoll, A.K.; Valenzuela, C.P. Births: Final Data for 2020. Natl. Vital. Stat. Rep. 2021,
70, 1–50.

58. Amegah, A.K.; Sewor, C.; Jaakkola, J.J.K. Cadmium exposure and risk of adverse pregnancy and birth outcomes: A systematic
review and dose-response meta-analysis of cohort and cohort-based case-control studies. J. Expo. Sci. Environ. Epidemiol. 2021,
31, 299–317. [CrossRef]

59. Asefi, Y.; Gohari Mahmoudabad, A.; Habibian Sezavar, A.; Mirshahvaladi, S.; Abyadeh, M.; Abyareh, M. Association between
maternal cadmium exposure and preterm birth: A meta-analysis. Int. J. Environ. Health Res. 2020, 32, 628–637. [CrossRef]

60. Wai, K.M.; Mar, O.; Kosaka, S.; Umemura, M.; Watanabe, C. Prenatal Heavy Metal Exposure and Adverse Birth Outcomes in
Myanmar: A Birth-Cohort Study. Int. J. Environ. Res. Public Health 2017, 14, 1339. [CrossRef]

61. Flannery, B.M.; Schaefer, H.R.; Middleton, K.B. A scoping review of infant and children health effects associated with cadmium
exposure. Regul. Toxicol. Pharmacol. 2022, 131, 105155. [CrossRef]

62. Milton, A.H.; Hussain, S.; Akter, S.; Rahman, M.; Mouly, T.A.; Mitchell, K. A Review of the Effects of Chronic Arsenic Exposure
on Adverse Pregnancy Outcomes. Int. J. Environ. Res. Public Health 2017, 14, 556. [CrossRef]

63. Zhong, Q.; Cui, Y.; Wu, H.; Niu, Q.; Lu, X.; Wang, L.; Huang, F. Association of maternal arsenic exposure with birth size: A
systematic review and meta-analysis. Environ. Toxicol. Pharmacol. 2019, 69, 129–136. [CrossRef]

64. Khoshhali, M.; Rafiei, N.; Farajzadegan, Z.; Shoshtari-Yeganeh, B.; Kelishadi, R. Maternal Exposure to Cadmium and Fetal
Growth: A Systematic Review and Meta-Analysis. Biol. Trace Elem. Res. 2020, 195, 9–19. [CrossRef]

65. Huang, S.; Kuang, J.; Zhou, F.; Jia, Q.; Lu, Q.; Feng, C.; Yang, W.; Fan, G. The association between prenatal cadmium exposure and
birth weight: A systematic review and meta-analysis of available evidence. Environ. Pollut. 2019, 251, 699–707. [CrossRef]

66. Wang, D.; Fu, X.; Zhang, J.; Xu, C.; Hu, Q.; Lin, W. Association between blood lead level during pregnancy and birth weight: A
meta-analysis. Am. J. Ind. Med. 2020, 63, 1085–1094. [CrossRef]

67. Howe, C.G.; Nozadi, S.S.; Garcia, E.; O’Connor, T.G.; Starling, A.P.; Farzan, S.F.; Jackson, B.P.; Madan, J.C.; Alshawabkeh,
A.N.; Cordero, J.F.; et al. Prenatal metal(loid) mixtures and birth weight for gestational age: A pooled analysis of three cohorts
participating in the ECHO program. Environ. Int. 2022, 161, 107102. [CrossRef]

68. Habibian Sezavar, A.; Abyareh, M.; Fahimi, R.; Nyasulu, P.S.; Abyadeh, M. The association between maternal cadmium exposure
and small for gestational age: A systematic review and meta-analysis. Int. J. Environ. Health Res. 2021, 32, 1469–1477. [CrossRef]

69. Gaudineau, A. Prévalence, facteurs de risque et morbi-mortalité materno-fœtale des troubles de la croissance fœtale. J. Gynecol.
Obstet. Biol. Reprod. 2013, 42, 895–910. [CrossRef]

70. Dack, K.; Fell, M.; Taylor, C.M.; Havdahl, A.; Lewis, S.J. Mercury and Prenatal Growth: A Systematic Review. Int. J. Environ. Res.
Public Health 2021, 18, 7140. [CrossRef]

71. Gulson, B.; Mizon, K.; Korsch, M.; Taylor, A. Revisiting mobilisation of skeletal lead during pregnancy based on monthly sampling
and cord/maternal blood lead relationships confirm placental transfer of lead. Arch. Toxicol. 2016, 90, 805–816. [CrossRef]

72. Gardner, R.M.; Nermell, B.; Kippler, M.; Grandér, M.; Li, L.; Ekström, E.C.; Rahman, A.; Lönnerdal, B.; Hoque, A.M.; Vahter, M.
Arsenic methylation efficiency increases during the first trimester of pregnancy independent of folate status. Reprod. Toxicol. 2011,
31, 210–218. [CrossRef]

73. Kales, S.N.; Huyck, K.L.; Goldman, R.H. Elevated urine arsenic: Un-speciated results lead to unnecessary concern and further
evaluations. J. Anal. Toxicol. 2006, 30, 80–85. [CrossRef]

74. Yim, G.; Wang, Y.; Howe, C.G.; Romano, M.E. Exposure to Metal Mixtures in Association with Cardiovascular Risk Factors and
Outcomes: A Scoping Review. Toxics 2022, 10, 116. [CrossRef]

https://doi.org/10.1016/j.envres.2017.09.014
https://doi.org/10.1007/s11906-018-0888-5
https://doi.org/10.15171/ijoem.2018.1181
https://www.who.int/news-room/fact-sheets/detail/preterm-birth
https://doi.org/10.1016/S0140-6736(12)60820-4
https://doi.org/10.1016/j.envpol.2021.118264
https://doi.org/10.1038/s41370-021-00289-6
https://doi.org/10.1080/09603123.2020.1789947
https://doi.org/10.3390/ijerph14111339
https://doi.org/10.1016/j.yrtph.2022.105155
https://doi.org/10.3390/ijerph14060556
https://doi.org/10.1016/j.etap.2019.04.007
https://doi.org/10.1007/s12011-019-01819-y
https://doi.org/10.1016/j.envpol.2019.05.039
https://doi.org/10.1002/ajim.23187
https://doi.org/10.1016/j.envint.2022.107102
https://doi.org/10.1080/09603123.2021.1892035
https://doi.org/10.1016/j.jgyn.2013.09.013
https://doi.org/10.3390/ijerph18137140
https://doi.org/10.1007/s00204-015-1515-8
https://doi.org/10.1016/j.reprotox.2010.11.002
https://doi.org/10.1093/jat/30.2.80
https://doi.org/10.3390/toxics10030116


Int. J. Environ. Res. Public Health 2023, 20, 5536 16 of 16

75. Laine, J.E.; Ray, P.; Bodnar, W.; Cable, P.H.; Boggess, K.; Offenbacher, S.; Fry, R.C. Placental Cadmium Levels Are Associated with
Increased Preeclampsia Risk. PLoS ONE 2015, 10, e0139341. [CrossRef]

76. Kippler, M.; Hoque, A.M.; Raqib, R.; Ohrvik, H.; Ekström, E.C.; Vahter, M. Accumulation of cadmium in human placenta interacts
with the transport of micronutrients to the fetus. Toxicol. Lett. 2010, 192, 162–168. [CrossRef] [PubMed]

Disclaimer/Publisher’s Note: The statements, opinions and data contained in all publications are solely those of the individual
author(s) and contributor(s) and not of MDPI and/or the editor(s). MDPI and/or the editor(s) disclaim responsibility for any injury to
people or property resulting from any ideas, methods, instructions or products referred to in the content.

https://doi.org/10.1371/journal.pone.0139341
https://doi.org/10.1016/j.toxlet.2009.10.018
https://www.ncbi.nlm.nih.gov/pubmed/19854248

	Introduction 
	Methods 
	Prenatal Exposure to Non-Essential (Toxic) Trace Elements 
	Cadmium 
	Lead 
	Arsenic 
	Mercury 

	Effects of Non-Essential Trace Elements on Pregnancy Outcomes 
	Pre-Eclampsia 
	Preterm Birth 
	Prenatal Growth 
	Birth Weight 
	Birth Length and Head Circumference 


	Discussion 
	References

