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Abstract
Background
Epidemiological evidence suggests that arsenic (As) exposure during pregnancy may reduce infant birth weight. One significant source of As exposure is diet; thus, As may indirectly affect infant growth by mediating the effect of maternal diet on birth weight (BW). This study evaluated the potential mediating effect of As in the relationship between maternal diet and BW, gestational age (GA), and gestational weight gain (GWG).

Method
The study used a prospective birth cohort in Bangladesh that captured the dietary habits of 1057 pregnant women through validated semi-quantitative food frequency questionnaires. We applied a causal mediation model with counterfactual approach and performed analyses with and without adjustment for total energy intake. Other potential confounders captured by self-report questionnaire were exposure to secondhand tobacco smoke, betel nut chewing, maternal age, education level, household income level, physical activity level during pregnancy, and daily hours spent cooking over open fire.

Result
No association was found between maternal toenail As and BW. Higher absolute and energy-adjusted protein, fat and fiber intakes were associated with higher toenail As and lower GA and GWG, while higher absolute and energy-adjusted carbohydrate intake was associated with lower toenail As and greater GA and GWG. Mediation analysis showed significant natural indirect effects by toenail As in the relationships between absolute fat, carbohydrate and fiber intake with GA. Specifically, 3% (95% CI: 1–6%) of the association between carbohydrate intake and GA was mediated by change in toenail As, 6% (95% CI: 1–9%) for absolute fat intake and 10% (95% CI: 4–13%) for absolute fiber intake. After adjusting for total energy, no significant mediating effect was observed, suggesting the mediating effect might be due to measurement error or that absolute amount of As exposure rather than the amount in relationship to total energy intake was a more important factor to consider when understanding the negative implication of As on fetal growth.

Conclusion
The mediating effect of As in the relationship between maternal diet and birth outcome was small and might be due to measurement error.
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Background
Arsenic (As), a ubiquitous naturally occurring metalloid, is designated by the World Health Organization (WHO) as a major chemical toxicant impacting more than 140 million people globally [1, 2]. Many countries report elevated As concentrations [3] in ground water; Bangladesh reports the most significant problem [4]. In addition to contaminated water, As exposure can occur through consumption of contaminated food. Yet, compared to As exposure from water, dietary sources of As have received relatively less attention. In areas with lower As level in the groundwater, dietary intake has been identified as the major source of As exposure [5, 6]. A survey of food composites in Canada reported high mean concentrations of As in fish (1662 ng/g), meat and poultry (24.3 ng/g); baked good and cereals (24.5 ng/g); and fat and oils (19.0 ng/g) [7]. Agricultural products can accumulate As from contaminated soil, water, and pesticides [8–10], while As in livestock products may derive from feed, feed supplements and foraged grass and plants [8–13]. The daily exposure to inorganic As is estimated at 1.7–3.0 μg/kg body weight/day for adults in Bangladesh [14], which is much higher than levels in most countries in Europe and North America [15].
Arsenic is a suspected reproductive toxicant because it readily crosses the placental barrier from mother to fetus [16]. Indeed, high levels of As in groundwater (≥ 50 μg/L) are associated with greater risk of spontaneous abortion, stillbirth, and moderate risk of neonatal mortality and infant mortality [17]. Further, low to moderate As exposure levels are associated with lower birth weight (BW) [17–21], gestational age (GA) [21, 22], birth length, and chest and head circumferences [20]. Active surveillance from 2004 to 2007 incidated that 21% of newborns in Bangladesh were preterm (< 37 weeks of gestation), and 55.3% had low BW (LBW, < 2500 g), representing the highest incidence of LBW babies [23]. Our team established a prospective birth cohort (2008–2011) to investigate the effect of chronic As exposure on the health of pregnant women and their offspring in an area of Bangladesh with a moderate range of As level in the drinking water. We found that lower BW is associated with elevated maternal total As exposure in a dose-dependent manner [22, 24], underscoring the risk between BW and maternal As.
The interaction of environmental exposure to toxicants and maternal nutrient intake is complex and not well understood [25]. For example, fish consumption provides both beneficial nutrients, such as docosahexaenoic acid, an omega-3 fatty acid required for brain and retinal development, and methylmercury, a toxicant that promotes adverse neurodevelopment [26–28]. The interaction between As exposure and nutrients has mainly focused on the role of folate on As metabolism, and most prior studies were conducted on undernourished populations [29, 30]. Thus, the interaction of As exposure with maternal diet and its effects on birth outcomes remains unclear. Evidence from our cohort suggests that maternal consumption of certain food dishes, including vegetables, fish and meat, are associated with higher toenail As levels among pregnant women [31]. We hypothesize that part of the adverse effect of As exposure on BW might be mediated through cumulative exposure to As. Previous studies were unable to examine this potential mediation using linear regression methods. To separate the direct effect of maternal diet on BW and the indirect effect mediated via increasing As exposure, we employed a causal mediation model [32] to investigate levels of mediation by total As exposure, as measured by maternal toenail As, in the relationship between maternal diet and BW. Our previous analysis using structural equation modeling suggested that the effect of As on BW was mediated via decreased GA at birth and reduced gestational weight gain (GWG) [22]; thus, we also explored these two birth outcomes while testing the interaction of maternal diet with toenail As.

Methods
Study population and data collection
We included 1184 pregnant women who had a singleton livebirth from a prospective birth cohort (2008–2011) in Sirajdikhan and Pabna Sadar Upazilas of Bangladesh, where the As level in groundwater was moderate over a wide range. The cohort has been detailed elsewhere [22, 24, 33, 34]. Participants provided written informed consent. The study protocol was approved by the institutional review boards of Dhaka Community Hospital (DCH) and Harvard T.H. Chan School of Public Health (IRB number P11351, approved February 2008). After excluding pregnant women with missing variables (n = 92), toenail mass < 5 mg (n = 14), and extreme daily energy intake <5th and > 95th percentile (n = 21), the sample size was 1057 (Fig. 1).[image: A12940_2019_450_Fig1_HTML.png]
Fig. 1Study flowchart





Analysis of as exposure
Toenail As concentration is a reliable biomarker for long-term cumulative As exposure [35, 36]. We used maternal toenails collected at one month postpartum to estimate the total As exposure level accumulated throughout pregnancy [34]. Toenail samples were acid-digested by microwave using the method described in Chen et al. [37], and total As concentration in the digested samples was analyzed by inductively coupled plasma mass spectrometry (ICP-MS; Perkin Elmer, Shelton, CT, USA) [22, 33, 34]. All reported analytical values were blank-corrected. Inter-batch differences in instrument performance were accounted for by multiplying the analytical values by the inverse of the batch-specific percentage recovery in the CRM (mean percentage recovery for As was 76%). The mean limit of detection (LOD) for toenail As was 0.04 μg/g, and the relative standard deviation (SD) was 6.1%.
We examined As concentration of each participant’s primary drinking source. Water samples were collected at one month postpartum and analyzed by ICP-MS using the US EPA method 200.8. The instruments had recoveries of 98 to 107% when tested with spiked laboratory control (ICP, Analytical Mixture 12 Solution A, High Purity Standard, Charleston, SC, USA). We assigned half of the LOD to water samples that were below the LODs (n = 246).

Assessment of energy and macronutrient intakes
We used a locally validated dish-based semi-quantitative food frequency questionnaire (FFQ) [38] to collect dietary information. The FFQ showed good validity for measuring total energy (Spearman r = 0.35, p < 0.01), protein (Spearman r = 0.46, p < 0.01), fat (Spearman r = 0.45, p < 0.01), carbohydrate (Spearman r = 0.50, p < 0.01) and fiber (Spearman r = 0.43, p < 0.01) when compared with food diaries in a previous study [38]. Health care workers trained to administer the FFQ interviewed pregnant women one month postpartum to recall their dietary habits for the preceding 12 months. Methods to calculate total energy and nutrient intakes were described previously [31, 38].

Assessment of birth outcomes and other covariates
All women received ultrasound examination at the time of enrollment and during the 2nd trimester to estimate GA. GA was recorded by trained health care workers at the time of delivery. Maternal prenatal body weights were measured at monthly follow-ups by health care workers using a calibrated scale and GWG was calculated as a function of gram/week using the estimated slope of the linear regression model between monthly weight and gestational week from the 14th week to the last available weight measurement before delivery. BW was measured at the location of delivery (45% measured at a hospital or clinic and 55% at participant’s home) by a trained health care worker, using a pediatric scale that was calibrated before each use and rounded to the nearest 10 g. Newborn sex, birth delivery location, and birth delivery type were recorded at the time of delivery by the research staff using a standardized reporting form. Other covariates used in the analysis were captured by self-report questionnaire; these included exposure to secondhand tobacco smoke, betel nut chewing, maternal age, education level, household income level, physical activity level during pregnancy, and daily hours spent cooking over open fire.

Statistical analysis
Continuous variables were assessed for normality using the Shapiro-Wilk test statistic. Toenail and water As concentrations were right skewed and therefore transformed to their natural logarithm (ln) to improve normality of the residual in the regression model. Descriptive statistics were computed for all variables. T-test or analysis of variance was used to compare mean birth outcomes across categories of all covariates in bivariate analysis.
We summarize our conceptual model in Fig. 2. The exposures (A) used in the analysis were measures of maternal diet, including total energy (kcal/day), protein (gram/day), fat (gram/day), carbohydrate (gram/day) and fiber (gram/day) intakes, and the outcomes (Y) were birth outcomes, including BW (gram), GA (week), and GWG (g/week). Ln-transformed toenail As [ln(μg/g)] was tested as the mediator (M). Simple and multiple linear regression models were used to evaluate the linear relationship between (1) A-Y, (2) M-Y, and (3) A-M, respectively. Three models were fitted for each of the relationships, including (1) a crude model, (2) an energy-adjusted model where maternal diets and toenail As were adjusted for total energy intake using the residual method [39], and (3) a fully-adjusted model, where additional potential confounders (C) were added to the energy-adjusted model. To ensure comparability among effect estimates, increments of 1 SD were used for energy and macronutrient intakes. Potential confounders (C) controlled in the multiple linear regressions included body mass index (BMI) at the time of enrollment, exposure to secondhand tobacco smoke, betel nut chewing, maternal age, education level, household income level, newborn sex, birth delivery location, birth delivery type, physical activity level during pregnancy, daily hours spent cooking over open fire. None of the pregnant women smoked; thus, maternal smoking was not a possible confounder.[image: A12940_2019_450_Fig2_HTML.png]
Fig. 2Simple conceptual model for mediation analysis in the context of the present study




We tested the mediation effect of toenail As in the association of maternal diet and birth outcomes by employing a mediation analysis with counterfactual approach (Fig. 2), using the SAS macro developed by Valeri and VanderWeele [32]. The causal mediation analysis has four assumptions, including (1) no unmeasured exposure-outcome confounder conditioned on C, (2) no unmeasured mediator-outcome confounder conditioned on A and C, (3) no unmeasured exposure-mediator confounder conditioned on C, and (4) no mediator-outcome confounder affected by exposure. When these assumptions hold, the natural direct effect (NDE) represents the effect on birth outcomes if maternal diet were changed from the sample mean to mean minus 1 SD, while keeping the toenail As level for each individual at that for intake level equal to sample mean minus 1 SD. The natural indirect effect (NIE) represents the estimated effect on birth outcomes when controlling maternal diet at the sample mean while changing the toenail As level from the level it would have been at maternal diet equal to sample mean minus 1 SD, to that for intake level equal to sample mean. The proportion of mediation by toenail As was calculated as the ratio of NIE to total effect (TE), which is the overall effect of exposure on outcome. Two sets of mediation analysis were performed, one using maternal diet and toenail As not adjusted for energy intake, and the other using energy-adjusted maternal diet and toenail As concentration, both models adjusted for potential confounders. The unadjusted model evaluated the effect of absolute exposure, while the energy-adjusted analysis evaluated the effect of proportional composition of exposure level using isocaloric comparisons. We tested for exposure-mediator interaction by running mediation analyses both with and without interaction. An interaction was present when a significant difference was observed in the effect estimates comparing models with and without interaction. Due to strong correlation of water arsenic concentration and toenail arsenic concentration, we did not adjust for water arsenic in the model; instead, we performed sensitivity analyses by stratifying by variables that may modify the effect of maternal diet and As exposure on birth outcome, including drinking water As level (≥50 μg/L and < 50 μg/L) [38]. We also performed sensitivity analysis stratified by BMI category at enrollment. In all tests, a p-value of less than 0.05 was considered statistically significant, and all tests were two-tailed. Statistical analyses were performed using SAS Software version 9.3 (SAS Institute, Cary, NC, USA).


Results
Characteristics of study population
The average GA in this population was 38.0 weeks (SD: 1.8 weeks; interquartile range (IQR): 31, 42 weeks), the average GWG was 360 g/week (SD: 120 g/week; IQR: 40, 780 g/week), and the average BW was 2843 g (SD: 397 g; IQR: 2610–3100 g). The median toenail As concentration was 1.21 μg/g (IQR: 0.65, 2.96 μg/g) (Table 1). Overall, women with Cesarean births, who gave birth in hospitals, and who came from a family with higher household income had higher GA, GWG and BW. Women with higher drinking water As, higher toenail As and exposure to secondhand smoke had lower GA, GWG and BW. Mean difference in GA, GWG and BW all decreased across increasing quartiles of protein, fiber and fat intakes, and in contrast, increased across quartiles of carbohydrate intake (all p-for-trend < 0.001) (Table 2).Table 1Characteristics of selected participants (n = 1057)


	Characteristic
	N (%)
	GA (SD)
in week
	P-value
	GWG (SD)
in g/week
	P-value
	BW (SD)
in kg
	p-value

	Maternal age (y)

	 18–20
	415 (39.3)
	38.06 (1.77)
	0.298
	0.38 (0.13)
	< 0.001
	2833 (359)
	0.662

	 21–25
	393 (37.2)
	37.89 (1.83)
	 	0.35 (0.12)
	 	2858 (425)
	 
	 26–41
	249 (23.6)
	38.08 (1.84)
	 	0.33 (0.12)
	 	2840 (409)
	 
	BMI at enrollment (kg/m2)

	 < 18.5
	296 (28.0)
	37.97 (1.77)
	0.309
	0.38 (0.13)
	< 0.001
	2792 (402)
	< 0.001

	 18.5–25
	663 (62.7)
	37.97 (1.86)
	 	0.36 (0.13)
	 	2841 (379)
	 
	 25–30
	88 (8.3)
	38.35 (1.55)
	 	0.31 (0.09)
	 	3018 (463)
	 
	 > 30
	10 (0.9)
	37.90 (1.52)
	 	0.34 (0.10)
	 	2997 (284)
	 
	Infant sex

	 Male
	536 (50.7)
	38.02 (1.81)
	0.773
	0.35 (0.12)
	0.214
	2884 (370)
	0.001

	 Female
	521 (49.3)
	37.99 (1.81)
	 	0.36 (0.13)
	 	2805 (417)
	 
	Birth type

	 Vaginal
	692 (65.5)
	37.78 (1.90)
	< 0.001
	0.35 (0.13)
	0.001
	2783 (401)
	< 0.001

	 Cesarean
	365 (34.5)
	38.42 (1.55)
	 	0.37 (0.12)
	 	2959 (362)
	 
	Birth location

	 Home
	581 (55.0)
	37.75 (1.94)
	< 0.001
	0.35 (0.12)
	0.002
	2749 (389)
	< 0.001

	 Clinic
	69 (6.5)
	37.81 (1.90)
	 	0.35 (0.10)
	 	2996 (360)
	 
	 Hospital
	407 (38.5)
	38.40 (1.51)
	 	0.37 (0.13)
	 	2964 (377)
	 
	Drinking water arsenic (μg/L)

	 < 50
	833 (78.8)
	38.24 (1.73)
	< 0.001
	0.36 (0.13)
	< 0.001
	2857 (376)
	0.031

	 ≥ 50
	224 (21.2)
	37.12 (1.82)
	 	0.32 (0.11)
	 	2793 (463)
	 
	Toenail arsenic (μg/g)

	 0.04–0.64
	270 (25.5)
	38.55 (1.57)
	< 0.001
	0.38 (0.14)
	0.002
	2881 (319)
	0.176

	 0.65–1.20
	259 (24.5)
	37.97 (1.77)
	 	0.36 (0.12)
	 	2847 (375)
	 
	 1.21–2.95
	263 (24.9)
	37.82 (1.92)
	 	0.35 (0.12)
	 	2805 (450)
	 
	 2.96–46.58
	265 (25.1)
	37.66 (1.85)
	 	0.34 (0.12)
	 	2842 (428)
	 
	Secondhand tobacco smoke

	 No
	613 (58.0)
	38.05 (1.81)
	0.298
	0.36 (0.13)
	0.010
	2874 (393)
	0.003

	 Yes
	444 (42.0)
	37.93 (1.82)
	 	0.35 (0.12)
	 	3801 (398)
	 
	Betel nut chewing

	 No
	1046 (99.0)
	38.00 (1.81)
	0.244
	0.36 (0.12)
	0.642
	2845 (397)
	0.254

	 Yes
	11 (1.0)
	38.64 (1.75)
	 	0.37 (0.13)
	 	2708 (321)
	 
	Maternal education

	 Secondary
	562 (53.2)
	37.84 (1.79)
	< 0.001
	0.36 (0.12)
	0.025
	2729 (381)
	0.001

	 Primary
	342 (32.4)
	38.37 (1.73)
	 	0.36 (0.13)
	 	2862 (380)
	 
	 Illiterate
	153 (14.5)
	37.78 (1.92)
	 	0.34 (0.12)
	 	2864 (405)
	 
	Household monthly income (USD)

	 < 36
	180 (17.0)
	37.69 (1.87)
	< 0.001
	0.37 (0.13)
	< 0.001
	2804 (402)
	0.001

	 37–49
	287 (27.2)
	37.78 (1.89)
	 	0.35 (0.11)
	 	2837 (393)
	 
	 50–61
	308 (29.1)
	38.12 (1.77)
	 	0.36 (0.13)
	 	2807 (423)
	 
	 62–74
	157 (14.9)
	38.23 (1.72)
	 	0.37 (0.13)
	 	2877 (358)
	 
	 > 75
	125 (11.8)
	38.39 (1.60)
	 	0.40 (0.13)
	 	2962 (354)
	 
	Pregnancy activity level

	 Low
	55 (5.2)
	37.76 (2.08)
	0.489
	0.36 (0.11)
	0.960
	2764 (581)
	0.005

	 Medium
	950 (89.9)
	38.02 (1.78)
	 	0.36 (0.13)
	 	2862 (382)
	 
	 High
	32 (3.0)
	37.81 (2.12)
	 	0.36 (0.12)
	 	2718 (399)
	 
	Hours spent cooking over open fire during pregnancy (h/day)

	 0–2
	79 (7.5)
	38.65 (1.64)
	0.002
	0.40 (0.13)
	0.017
	2894 (310)
	0.281

	 2–4
	531 (50.2)
	37.88 (1.88)
	 	0.35 (0.12)
	 	2827 (414)
	 
	 4–6
	447 (42.3)
	38.04 (1.73)
	 	0.36 (0.12)
	 	2854 (388)
	 


Table 2Mean change and standard error (SE) in birth outcomes by quartile of energy and macronutrient intakes (n = 1057)


	 	Q1
	Q2
	Q3
	Q4
	p-for-trend

	GA (week)

	 Energy
	Ref
	−0.38 (0.16)*
	−0.66 (0.16)*
	0.13 (0.15)
	0.458

	 Protein
	Ref
	−0.18 (0.12) *
	−1.46 (0.15) *
	− 1.99 (0.14) *
	< 0.001

	 Fat
	Ref
	−0.28 (0.12)
	−1.36 (0.14) *
	−1.70 (0.14) *
	< 0.001

	 Carbohydrate
	Ref
	0.46 (0.16) *
	1.63 (0.14) *
	1.91 (0.14) *
	< 0.001

	 Fiber
	Ref
	−0.24 (0.14) *
	−1.45 (0.15) *
	−1.41 (0.15) *
	< 0.001

	GWG (g/week)

	 Energy
	Ref
	−0.90 (10.80)
	−13.95 (10.35)
	5.85 (10.80)
	0.892

	 Protein
	Ref
	−3.60 (10.80)
	−49.50 (10.80) *
	−71.55 (9.90) *
	< 0.001

	 Fat
	Ref
	−4.50 (10.80)
	−27.90 (10.80) *
	−54.90 (9.90) *
	< 0.001

	 Carbohydrate
	Ref
	27.00 (9.90)
	75.15 (10.35) *
	60.75 (9.45) *
	< 0.001

	 Fiber
	Ref
	−2.25 (10.80)
	−45.00 (10.35) *
	−61.20 (10.35) *
	< 0.001

	BW (gram)

	 Energy
	Ref
	−9.05 (34.8)
	−15.0 (34.8)
	77.7 (33.7) *
	0.037

	 Protein
	Ref
	−26.4 (25.9) *
	− 171.2 (34.7) *
	− 129.0 (34.2) *
	< 0.001

	 Fat
	Ref
	−62.3 (29.5) *
	− 150.2 (32.5) *
	−94.9 (36.6) *
	< 0.001

	 Carbohydrate
	Ref
	79.8 (39.9) *
	56.3 (34.4) *
	128.2 (34.3) *
	< 0.001

	 Fiber
	Ref
	−20.8 (29.1) *
	−150.8 (33.1) *
	−48.3 (35.6) *
	< 0.001


Abbreviations: GA, gestational age at birth; GWG, gestational weight gain; BW, birth weight
1Mean energy intake 3059.3±709.2 kcal/day, mean adjusted protein intake 167.4±55.4 g/day, mean adjusted fat intake 63.2±14.4 g/day, mean adjusted carbohydrate intake 437.9±76.2 g/day, mean adjusted fiber intake 44.8±8.5 g/day. Intakes adjusted for total energy intake using the residual method
*P < 0.05, determined by analysis of variance




Association between maternal diet, toenail as concentration and birth outcomes
Total energy was associated with GA (fully adjusted β: 0.11, 95% CI: 0.01, 0.22, p = 0.04), but not with GWG (fully adjusted β: 0.9, 95% CI = − 6.3, 8.1, p = 0.773) or BW (fully adjusted β:14.2, 95% CI:-8.9, 37.3, p = 0.231) (Table 3). All macronutrient intakes were significantly associated with GA and GWG (Table 3). Total energy intake was not significantly associated with ln-transformed toenail As (fully adjusted model, p = 0.77, Table 4). Protein, fat and fiber intake were positively associated with ln-transformed toenail As, while carbohydrate intake was negatively associated with ln-transformed toenail As (Table 4). Protein, fat and fiber intake were positively associated with ln-transformed toenail As, while carbohydrate intake was negatively associated with ln-transformed toenail As (Table 4). Similar to our previous findings [22], higher toenail As concentration was associated with lower GA and lower GWG, and the effect remained significant after adjusting for total energy and potential confounders (Table 5). The associations between diet, ln-transformed toenail As and birth outcomes are summarized by graphically in Additional file 1: Figure S1 to S3.Table 3Partial regression coefficient showing change in birth outcomes per increment of 1 SD1 of total energy and macronutrient intakes (n = 1057)


	 	Crude2
	Adjusted for energy3
	Fully Adjusted4

	[image: $$ \widehat{\upbeta} $$](SE)
	P-value
	[image: $$ \widehat{\upbeta} $$](SE)
	P-value
	[image: $$ \widehat{\upbeta} $$](SE)
	P-value

	GA (week)

	 Energy
	0.12 (0.06)
	0.031
	–
	–
	0.11 (0.06)
	0.040

	 Protein
	−0.71 (0.05)
	< 0.001
	−0.83 (0.05)
	< 0.001
	− 0.87 (0.06)
	< 0.001

	 Fat
	−0.46 (0.01)
	< 0.001
	− 0.65 (0.05)
	< 0.001
	−0.58 (0.06)
	< 0.001

	 Carbohydrate
	0.57 (0.05)
	< 0.001
	0.79 (0.05)
	< 0.001
	0.79 (0.06)
	< 0.001

	 Fiber
	−0.36 (0.06)
	< 0.001
	−0.59 (0.05)
	< 0.001
	− 0.49 (0.06)
	< 0.001

	GWG (g/week)

	 Energy
	0.9 (3.6)
	0.779
	–
	–
	0.9 (3.6)
	0.773

	 Protein
	−26.6 (3.6)
	< 0.001
	−29.7 (3.6)
	< 0.001
	− 27.5 (4.5)
	< 0.001

	 Fat
	−16.2 (3.6)
	< 0.001
	−20.7 (3.6)
	< 0.001
	− 15.8 (4.1)
	< 0.001

	 Carbohydrate
	17.1 (3.6)
	< 0.001
	27.5 (3.6)
	< 0.001
	23.9 (4.5)
	< 0.001

	 Fiber
	−17.1 (3.6)
	< 0.001
	−23.9 (3.6)
	< 0.001
	−20.7 (4.1)
	< 0.001

	BW (gram)

	 Energy
	19.1 (12.2)
	0.117
	–
	–
	14.2 (11.8)
	0.231

	 Protein
	−46.0 (33.4)
	< 0.001
	− 58.7 (12.1)
	< 0.001
	− 32.3 (14.2)
	0.023

	 Fat
	−14.8 (12.2)
	0.226
	−32.3 (12.2)
	0.008
	− 11.1 (12.9)
	0.389

	 Carbohydrate
	43.5 (12.1)
	< 0.001
	46.9 (12.1)
	< 0.001
	20.2 (13.8)
	0.144

	 Fiber
	−1.45 (12.2)
	0.905
	−19.5 (12.2)
	0.110
	7.6 (13.2)
	0.565


Abbreviations: SD, standard deviation; GA, gestational age at birth; GWG, gestational weight gain; BW, birth weight; SE, standard error
1SD for energy 606.9 kcal/day, for protein 55.6 g/day, for fat 14.2 g/day, for carbohydrates 76.1 g/day, for fiber 8.4 g/day
2Crude model using unadjusted intake level
3Intake level adjusted for energy using the residual method
4Intake level adjusted for energy using residual method (except for energy), regression model adjusted for BMI at the time of enrollment, exposure to secondhand tobacco smoke, betel nut chewing, age, education level, household income level, newborn sex, birth delivery location, birth delivery type, physical activity level during pregnancy, daily hours spent cooking over an open fire


Table 4Partial regression coefficients showing changes in toenail arsenic concentration per increment of 1 SD of total energy and macronutrient intake1


	Intakes
	Crude3
	Adjusted for energy4
	Fully Adjusted5

	[image: $$ \widehat{\upbeta} $$](SE)
	P-value
	[image: $$ \widehat{\upbeta} $$](SE)
	P-value
	[image: $$ \widehat{\upbeta} $$](SE)
	P-value

	Energy
	0.01 (0.03)
	0.958
	–
	–
	−0.01 (0.03)
	0.770

	Protein
	0.37 (0.03)
	< 0.001
	0.41 (0.03)
	< 0.001
	0.33 (0.04)
	< 0.001

	Fat
	0.27 (0.03)
	< 0.001
	0.33 (0.03)
	< 0.001
	0.23 (0.04)
	< 0.001

	Carbohydrate
	−0.24 (0.03)
	< 0.001
	− 0.40 (0.03)
	< 0.001
	−0.32 (0.04)
	< 0.001

	Fiber
	0.26 (0.03)
	< 0.001
	0.35 (0.03)
	< 0.001
	0.26 (0.04)
	< 0.001


Abbreviations: SD, standard deviation; SE, standard error, BMI, body mass index
1SD for energy 606.9 kcal/day, for protein 55.6 g/day, for fat 14.2 g/day, for carbohydrates 76.1 g/day, for fibers 8.4 g/day
2ln-transformed toenail arsenic concentration, unit (ln(μg/g))
3Crude model
4 Intake level and ln-transformed toenail arsenic concentration adjusted for energy using the residual method (except for energy)
5Intake level and ln-transformed toenail arsenic concentration adjusted for energy using residual method (except for energy), regression model adjusted for BMI at the time of enrollment, exposure to secondhand tobacco smoke, betel nut chewing, age, education level, household income level, newborn sex, birth delivery location, birth delivery type, physical activity level during pregnancy, daily hours spent cooking over an open fire


Table 5Partial regression coefficient showing changes in birth outcomes per unit increase toenail arsenic1 (n = 1057)


	Outcome
	Crude2
	Adjusted for energy3
	Fully Adjusted4

	[image: $$ \widehat{\upbeta} $$](SE)
	P-value
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	P-value
	[image: $$ \widehat{\upbeta} $$](SE)
	P-value

	
                              GA (week)
                            
	−0.28 (0.01)
	< 0.001
	−0.28 (0.05)
	< 0.001
	− 0.17 (0.05)
	0.001

	
                              GWG (g/week)
                            
	−13.1 (3.6)
	< 0.001
	− 13.1 (3.6)
	< 0.001
	−9.0 (3.6)
	0.011

	
                              BW (gram)
                            
	−14.0 (11.2)
	0.214
	− 14.2 (11.2)
	0.206
	−5.6 (11.3)
	0.618


Abbreviations: GA, gestational age at birth; GWG, gestational weight gain; BW, birth weight; SE, standard error
1ln-transformed toenail arsenic concentration (ln(μg/g))




Mediation analysis considering potential exposure-mediator interaction
Mediation analyses were performed only on the pathways with significant exposure-mediator and exposure-outcome relationships. The exposure-mediator interaction was explored by including an exposure-mediator interaction term in the multiple linear regression models, significant interaction with toenail As was observed for total energy, but not for any of the macronutrients in the associations with birth outcomes. In the mediation analysis without energy adjustment, there were significant NDEs and TE by all absolute macronutrients intakes on GA and GWG, but not BW (Table 6). The directions of association were consistent with those found in the linear regression analyses. Significant NIEs by toenail As were observed for the associations between absolute fat, carbohydrate and fiber intakes on GA. The data suggested that 6% of the association between absolute fat intake and GA may be mediated by difference in toenail As level; the corresponding percent mediated was 3% for carbohydrate and 10% for fiber intake. After adjusting for total energy, the strength of association for NDEs and TEs increased, but the NIEs by toenail As were no longer statistically significant (Additional file 1: Table S1).Table 6Mediation analysis of the estimated effect1 (95% confidence interval, CI) of maternal energy and nutrient intake (per SD increment) on birth outcomes through toenail arsenic2 (ln(μg/g)) (n = 1057), with no energy adjustment


	 	Natural direct effect (95% CI)
	Natural indirect effect (95% CI)
	Total effect (95% CI)
	Percent Mediated (%)3

	GA (week)

	 Energy4
	0.11 (0.01, 0.20)*
	0.01 (− 0.01,0.01)
	0.11 (0.00, 0.22) *
	 
	 Protein
	−0.66 (− 0.77, − 0.54) *
	−0.01 (− 0.041, 0.02)
	−0.68 (− 0.80, − 0.56) *
	–

	 Fat
	−0.34 (− 0.45, − 0.23) *
	−0.02 (− 0.04, − 0.00) *
	−0.36 (− 0.47, − 0.25) *
	6% (1–9%)

	 Carbohydrate
	0.47 (0.36, 0.58) *
	0.02 (0.00, 0.03) *
	0.49 (0.38, 0.60) *
	3% (1–6%)

	 Fiber
	−0.22 (− 0.33, − 0.10) *
	−0.03 (− 0.05, − 0.01) *
	−0.24 (− 0.36, − 0.13) *
	10% (4–13%)

	GWG (g/week)

	 Protein
	−21.2 (− 29.7, − 12.6) *
	−1.4 (− 3.6, 0.5)
	−22.5 (− 31.1, − 14.0) *
	–

	 Fat
	−9.5 (− 19.8, − 18.0) *
	−1.4 (− 3.2, 0.0)
	−11.3 (− 18.9, − 3.6) *
	12% (0–17%)

	 Carbohydrate
	11.7 (4.1, 19.4) *
	−1.4 (− 0.5, 2.3)
	12.6 (5.0, 20.3) *
	–

	 Fiber
	−11.7 (− 19.4, − 4.1) *
	−1.4 (− 2.7, 0.0)
	−13.1 (− 20.7, − 5.4) *
	10% (0–13%)

	BW (gram)

	 Protein
	−22.8 (−50.4, 4.8)
	− 2.9 (− 3.6, 9.4)
	− 19.9 (− 46.7, 6.9)
	–

	 Carbohydrate
	23.9 (− 0.79, 48.6)
	− 1.3(− 4.7, 2.1)
	22.6 (− 1.9, 47.0)
	–


1The natural direct effect, natural indirect effect, and total effects reflect the change in gestational age (GA, week), gestational weight gain rate (GWG, g/week), or birth weight (BW, gram) per standard deviation (SD) increase in intake and are measured based on intake change from mean minus 1 SD to mean. Model was adjusted for BMI at the time of enrollment, exposure to environmental tobacco smoke, age, education level, household income level, newborn sex, birth delivery location, birth delivery type, physical activity level during pregnancy, and daily hours spent cooking over an open fire
2Absolute intake and unadjusted toenail arsenic concentration
3Percent mediated = (Natural indirect effect/total effect)*100%
4Controlled for exposure-mediator interaction
*p < 0.01



All mediation analyses had more than 95% power to detect mediation effect controlling type I error (α = 0.05). We conducted sensitivity analyses by stratifying subjects by drinking water As concentration (Additional file 1: Tables S2 to S7). The reported association remained when restricting the analysis to those exposed to water As < 50 μg/L (n = 833), but not for those with water As level As ≥50 μg/L (n = 224), possibly due to lack of power (power = 11~22%). We also stratified analysis by normal or underweight BMI; the effect estimate remained for women with normal BMI, while underweight women (BMI < 18.5 kg/m2) had a higher strength of association in general. This finding suggests that the change in diet intake had a stronger effect on birth outcomes among women with underweight BMI.


Discussion
To our knowledge, this is the first study to use epidemiological data to study the mediating effect of long-term As exposure in the relationship of maternal diet with outcomes relating to BW. Using a prospective birth cohort in Bangladesh, where the water As level ranged widely, we were able to assess the effect of long-term As exposure on pregnancy outcomes.
Mediation analysis is an established method used in social and epidemiological studies to understand the impact of variables in causal pathways or biological mechanisms. Recently, the concept of counterfactual framework [40] has been incorporated into mediation analysis to for a more precise definition of the necessary assumption as well as for extensions to more complex model that enables exposure-mediator interaction [32]. The application of causal mediation in nutritional epidemiology generates a qualitative prospective on the NDE by exposure (diet) and the NIE by mediator (environmental exposure) while testing for interaction between exposure and mediator. Mediation analyses showed that 6% (95% CI: 1–6%) and 10% (95% CI: 4–13%) of the decreases in GA resulted from increasing absolute fat and fiber intakes, respectively, from mean minus 1 SD to the mean was mediated by increase in As exposure level associated with the change in intake. The positive associations between fat and fiber consumptions with elevated As exposure can be supported by evidence from other studies; findings from the same birth cohort indicated consumption of fish, meat and vegetable dishes were associated with higher toenail As [31]. Dark meat consumption was positively associated with toenail As in a cohort in New Hampshire, US [41]. Elevated levels of As are detectable in vegetables grown in Bangladesh [42, 43]. Further, a food survey in Pabna, Bangladesh, which collected 6 days of duplicated food samples from 47 families, showed that the median daily total As intake was 48 μg As/day from food [14]. In contrast, the negative association between carbohydrate intake and As exposure level, which drove 3% of the increase in GA, while increasing the carbohydrate intake level from the mean minus 1 SD to the mean, is less clear. Carbohydrate intake was mainly contributed by consuming grains, cereals and bread. While rice has been known to accumulate inorganic As [43, 44], our data did not show a significant association between rice consumption and elevated toenail As level [31]. Intakes of other carbohydrate-rich food, including fried bread, rice cereal and homemade snacks, were negatively associated with toenail As concentration [31]. These negative associations could indicate replacement of rice consumption with other carbohydrate sources that had lower As level, or highlight that other factors led to overall lower cumulative As exposure level.
One of the pathways [25] by which nutrition and environmental exposures may interact is the increase in overall exposure level and body burden from food intake. Diet may be a contributor to As exposure. Our data indicate a mediating effect of cumulative As level in the toenail in the association between maternal diet and birth outcomes, although the absolute magnitude of mediation was small. This mediating effect by As was observed only when looking at absolute intake of nutrients and As, but not at energy-adjusted intake.
The reason we did not observe a significant mediating effect when controlling for total energy intake could be two-fold. First, the energy-adjusted mediating effect by As exposure might be too small and the variation of macronutrient intake in proportion to total energy in our study population was not wide enough to observe a significant mediating effect. Second, there may be other potential causal pathways beyond mediation by As by which calorie-adjusted macronutrient intake and As exposure may influence GA and GWG. Examples of the potential mediators are factors that may influence one’s susceptibility to As toxicity, such as As bioavailability and As methylation capacity. Specifically, new evidence suggests that diet with a high proportion of energy from fat and protein may reduce gastrointestinal bio-accessibility of As, but may increase As speciation changes in the colon influencing As toxicity [45]. Arsenic methylation capacity, or ability to methylate, detoxify and eliminate As from the body, may be influenced by various factors, including dietary pattern and nutritional status [46]. Lower protein intake level is associated with poorer As methylation capacity [47], and consumption of seafood, seaweed and rice—which have high As content—may also interfere with the As methylation profile [46]. These factors may be changed by maternal dietary intake and alter birth outcomes. Future research to test the mediating effect of these variables will help clarify the complex relationship between maternal diet, As exposure and birth outcome.
When examining the effects of individual macronutrient intakes, we found positive associations for absolute and energy-adjusted carbohydrate intakes with GA and GWG. Carbohydrates provided a substantial proportion of the energy in the diet of our study population. Common sources of carbohydrate in the diet were rice, bread and rice cereal. A systematic review considered 18 observational studies on maternal macronutrient intake and GWG in developed settings. Three reported higher GWG associated with increased carbohydrate intake, while the other 15 did not yield consistent results [48]. Our data showed that greater protein and fat intake were associated with lower GA and GWG. Similar negative associations were reported in observational studies for protein intake, but not for fat intake [48–51]. Higher protein and fat intake may lead to a deviation from optimal dietary composition for fetal growth. High-protein diet can cause harmful effects on pregnancy: pooled data from three clinical trials with isocaloric protein supplementation found increased risks for small-for-gestational age birth (RR = 1.35, 95% CI = 1.12–1.16) [52, 53]. Higher consumption of protein may decrease GWG by requiring higher energy expenditure since the thermogenesis of protein is higher than that of carbohydrate (82, 83). The negative association could also indicate that diet is associated with increased exposure to other reproductive toxins and heavy metals. Turmeric [54] and vegetables [42] in Bangladesh contain high levels of lead, and higher fish consumption is associated with elevated mercury levels [55]. Poultry, fish and vegetables obtained from areas polluted by the tannery industry in Dhaka, Bangladesh, which is about 20 km from one of our study sites, showed unsafe levels of contamination with the heavy metals chromium, lead and mercury [56]. Greater fat intake may also increase the absorption of endocrine disrupting chemicals, which are generally lipophilic. Finally, higher consumption of protein, fat and fiber may also increase satiety, ultimately affecting the total energy intake and dietary composition. Greater fiber consumption may also impair the absorption of minerals including iron, zinc, magnesium, calcium and phosphorus [57, 58].
Our study has several strengths. First, the potential measurement error for the mediator is likely to be minimal and nondifferential. The analysis of toenail As was independent of subject collection and the research technician was blinded to subjects’ information, making the error of toenail As measurement independent of the outcome, exposure and covariates. When the mediator is continuous and the measurement error is nondifferentially misclassified, the ordinary least squares (OLS) estimator of the coefficient of the exposure-mediator regression are asymptotically unbiased [59]. Second, DCH was the primary healthcare provider in our study area; thus, all participants received the same level of prenatal care, minimizing the potential unmeasured confounding related to prenatal care. Third, we were able to control for many important potential confounders, including physical activity level during pregnancy, maternal BMI at enrollment and maternal age at the time of pregnancy, to increase the validity of our estimate. However, we recognize the potential for unmeasured confounding variables such as food quality and inter-pregnancy interval since that information was not available in the cohort.
A limitation of our study was that the FFQ does not capture the exact levels of nutritional intake. The average energy and macronutrient intake levels reported by women in our cohort were higher than both the recommended intake levels for pregnant women and the national average reported in the Bangladesh Household and Income Survey [60]. A previous analysis showed that the overestimation was non-differential to participants’ social demographic status [38]. We attempted to minimize the problem of overestimation by standardizing each intake level with its standard deviation. The problem of overestimation would not affect the validity of the FFQ to rank relative intake levels [38]; thus, provided the limited resources available to conduct dietary assessment in a large prospective study, using the FFQ was the best option to enable a good comparison of dietary intake level across study subjects. Further, an FFQ validation study using residents in Pabna, Bangladesh showed that carbohydrate intake measured by the FFQ may exhibit negative proportional bias as intake level increases, i.e., as the intake level increases, carbohydrate intake tends to be lower compared to true intake [38]. Under this circumstance, a weaker effect of association would be observed since the underestimation would bias the effect toward the null. Using the FFQ also introduces recall bias, where participants tend to report the most recent intake [61]. We conducted analyses using intake data reported by pregnant women at 28 weeks of gestation and found similar results (data not shown), suggesting the dietary pattern in our study population was consistent and the problem of recall bias should not affect the validity of the results.

Conclusion
In our study population, maternal energy and macronutrient intakes were significantly associated with GA and GWG, and not more than 10% of the effect of each macronutrient was mediated via toenail As level. The mediating effect of As in the relationship between maternal diet and birth outcomes was small and might be due to measurement error. No significant interaction was found between maternal macronutrient intake and toenail As level in the mediation analysis. More study is needed to understand the how macronutrient intake affects As exposure level.

Acknowledgements
We thank our research staff and field workers at the Nutrition Department of Dhaka Community Hospital, Bangladesh for their assistant. We also gratefully acknowledge our study participants in Bangladesh, without whom the study would not be possible.
Funding
This work was supported by the U.S. National Institutes of Health (D.C., grant numbers ES 011622, ES 05947, and ES 00002), (E.O., grant number K24HD069408), and Kaohsiung Medical University Research Center for Environmental Medicine (P.L. and D.C., grant number KMU-TP1014A00). U.S. National Institutes of Health and Kaohsiung Medical University had no role in the design, analysis or writing of this article.

Availability of data and materials
The datasets used and/or analyzed during the current study are available from the corresponding author on reasonable request.


Authors’ contributions
The authors’ responsibilities were as follows— DC is the PI of the parent project and obtained funding and supervised all scientific aspects of the work; PL, MR, SB, and DC formulated the research questions and designed the study and mediation analysis; M.K. designed data protocols and collected data; MGM provided essential materials; PL handled all statistical programing and analysis; PL, JA, and EO interpreted results; PL and SB wrote the paper; PL had primary responsibility for final content. All authors read and approved the final manuscript.

Ethics approval and consent to participate
This study was conducted according to the guidelines of the Declaration of Helsinki, and all procedures involving human subjects/patients were approved by the Dhaka Community Hospital and Harvard T.H. Chan School of Public Health (IRB number P11351, approved February 2008). Written informed consent was obtained from all participants.

Consent for publication
Not applicable.

Competing interests
The authors declare that they have no competing interests.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in published maps and institutional affiliations.


[image: Creative Commons]Open AccessThis article is distributed under the terms of the Creative Commons Attribution 4.0 International License (http://​creativecommons.​org/​licenses/​by/​4.​0/​), which permits unrestricted use, distribution, and reproduction in any medium, provided you give appropriate credit to the original author(s) and the source, provide a link to the Creative Commons license, and indicate if changes were made. The Creative Commons Public Domain Dedication waiver (http://​creativecommons.​org/​publicdomain/​zero/​1.​0/​) applies to the data made available in this article, unless otherwise stated.

References
1.
Agency for Toxic Substance and Disease Registry (ATSDR). ATSDR, Agency for Toxic Substances and Disease Registry. Atlanta: Toxicological Profile for Arsenic; 2000.

2.
WHO. Exposure to arsenic: A major public health concern [Internet]. 2010 [cited 2015 Apr 15]. Available from: http://​www.​who.​int/​ipcs/​assessment/​public_​health/​arsenic/​en/​
                        

3.
Smedley P, Kinniburgh D. A review of the source, behaviour and distribution of arsenic in natural waters. Appl Geochemistry. 2002 [cited 2017 Apr 28];17:517–568. Available from: http://​www.​sciencedirect.​com/​science/​article/​pii/​S088329270200018​5
                        

4.
Smith AH, Lingas EO, Rahman M. Contamination of drinking-water by arsenic in Bangladesh: a public health emergency. Bull World Health Organ. 2000 [cited 2017 Apr 28];78:1093–1103. Available from: http://​www.​ncbi.​nlm.​nih.​gov/​pubmed/​11019458.

5.
Kurzius-Spencer M, Burgess JL, Harris RB, Hartz V, Roberge J, Huang S, et al. Contribution of diet to aggregate arsenic exposures-an analysis across populations. J Expo Sci Environ Epidemiol. NIH Public Access; 2014 [cited 2017 Apr 28];24:156–162. Available from: http://​www.​ncbi.​nlm.​nih.​gov/​pubmed/​23860400.

6.
Carlin DJ, Naujokas MF, Bradham KD, Cowden J, Heacock M, Henry HF, et al. Arsenic and Environmental Health: State of the Science and Future Research Opportunities. Environ Health Perspect. National Institute of Environmental Health Science; 2016 [cited 2017 Apr 28];124:890–899. Available from: http://​www.​ncbi.​nlm.​nih.​gov/​pubmed/​26587579.

7.
Dabeka RW, McKenzie AD, Lacroix GM, Cleroux C, Bowe S, Graham RA, et al. Survey of arsenic in total diet food composites and estimation of the dietary intake of arsenic by Canadian adults and children. J AOAC Int. 1993 [cited 2016 Nov 8];76:14–25. Available from: http://​www.​ncbi.​nlm.​nih.​gov/​pubmed/​8448438.

8.
MacIntosh DL, Spengler JD, Ozkaynak H, Tsai L, Ryan PB. Dietary exposures to selected metals and pesticides. Environ Health Perspect. 1996 [cited 2015 18];104:202–209. Available from: http://​www.​pubmedcentral.​nih.​gov/​articlerender.​fcgi?​artid=​1469273&​tool=​pmcentrez&​rendertype=​abstract
                        

9.
Meharg AA, Rahman MM. Arsenic contamination of Bangladesh paddy field soils: implications for rice contribution to arsenic consumption. Environ Sci Technol. 2003 [cited 2015 Apr 18];37:229–234. Available from: http://​pubs.​acs.​org/​doi/​abs/​10.​1021/​es0259842
                        

10.
Duxbury JM, Mayer AB, Lauren JG, Hassan N. Food chain aspects of arsenic contamination in Bangladesh: effects on quality and productivity of rice. J Environ Sci Health A Tox Hazard Subst Environ Eng [Internet]. 2003 [cited 2015 Apr 18];38:61–69. Available from: http://​www.​ncbi.​nlm.​nih.​gov/​pubmed/​12635819.

11.
Pizarro I, Gómez MM, Fodor P, Palacios MA, Cámara C. Distribution and biotransformation of arsenic species in chicken cardiac and muscle tissues. Biol Trace Elem Res [Internet]. 2004 [cited 2015 Apr 18];99:129–43. Available from: http://​www.​ncbi.​nlm.​nih.​gov/​pubmed/​15235148.

12.
Schmidt CW. Arsenical Association: Inorganic Arsenic May Accumulate in the Meat of Treated Chickens. Environ Health Perspect [Internet]. 2013 [cited 2017 Jan 31];121:a226–a226. Available from: http://​www.​ncbi.​nlm.​nih.​gov/​pubmed/​23816855.

13.
Cubadda F, Jackson BP, Cottingham KL, Van Horne YO, Kurzius-Spencer M. Human exposure to dietary inorganic arsenic and other arsenic species: state of knowledge, gaps and uncertainties. Sci Total Environ. 2017;579:1228–39.Crossref

14.
Kile ML, Houseman EA, Breton C V, Smith T, Quamruzzaman Q, Rahman M, et al. Dietary arsenic exposure in bangladesh. Environ Health Perspect [Internet]. 2007 [cited 2015 Apr 3];115:889–93. Available from: http://​www.​pubmedcentral.​nih.​gov/​articlerender.​fcgi?​artid=​1892146&​tool=​pmcentrez&​rendertype=​abstract
                        

15.
World Health Organization W. Evaluations of Certain Contaminants in Food: seventy-second report of the Joint FAO/WHO Expert Committee on Food Additives [Internet]. Geneva, Switzerland; 2011. Available from: http://​apps.​who.​int/​food-additives-contaminants-jecfa-database/​chemical.​aspx?​chemID=​1863
                        

16.
Rudge C V, Röllin HB, Nogueira CM, Thomassen Y, Rudge MC, Odland JØ. The placenta as a barrier for toxic and essential elements in paired maternal and cord blood samples of South African delivering women. J Environ Monit [Internet]. 2009 [cited 2018 Nov 13];11:1322–30. Available from: http://​xlink.​rsc.​org/​?​DOI=​b903805a
                        

17.
Quansah R, Armah FA, Essumang DK, Luginaah I, Clarke E, Marfo K, et al. Association of Arsenic with Adverse Pregnancy Outcomes-Infant Mortality: A Systematic Review and Meta-Analysis. Environ Health Perspect [Internet]. 2015 [cited 2015 Feb 9]; Available from: http://​www.​ncbi.​nlm.​nih.​gov/​pubmed/​25626053.

18.
Tofail F, Vahter M, Hamadani JD, Nermell B, Huda SN, Yunus M, et al. Effect of arsenic exposure during pregnancy on infant development at 7 months in rural Matlab, Bangladesh. Environ Health Perspect [Internet]. 2009 [cited 2015 Sep 24];117:288–93. Available from: http://​www.​pubmedcentral.​nih.​gov/​articlerender.​fcgi?​artid=​2649233&​tool=​pmcentrez&​rendertype=​abstract
                        

19.
Xu L, Yokoyama K, Tian Y, Piao F-Y, Kitamura F, Kida H, et al. Decrease in birth weight and gestational age by arsenic among the newborn in Shanghai, China. Nihon Koshu Eisei Zasshi [Internet]. 2011 [cited 2015 Apr 18];58:89–95. Available from: http://​www.​ncbi.​nlm.​nih.​gov/​pubmed/​21473424.

20.
Guan H, Piao F, Zhang X, Li X, Li Q, Xu L, et al. Prenatal exposure to arsenic and its effects on fetal development in the general population of Dalian. Biol Trace Elem Res [Internet]. 2012 [cited 2015 Apr 18];149:10–5. Available from: http://​www.​ncbi.​nlm.​nih.​gov/​pubmed/​22451376.

21.
Laine JE, Bailey KA, Rubio-Andrade M, Olshan AF, Smeester L, Drobná Z, et al. Maternal arsenic exposure, arsenic methylation efficiency, and birth outcomes in the Biomarkers of Exposure to ARsenic (BEAR) pregnancy cohort in Mexico. Environ Health Perspect [Internet]. 2015 [cited 2015 Sep 24];123:186–92. Available from: http://​ehp.​niehs.​nih.​gov/​1307476
                        

22.
Kile ML, Cardenas A, Rodrigues E, Mazumdar M, Dobson C, Golam M, et al. Estimating Effects of Arsenic Exposure During Pregnancy on Perinatal Outcomes in a Bangladeshi Cohort. Epidemiology [Internet]. 2016 [cited 2016 Nov 2];27:173–81. Available from: http://​www.​ncbi.​nlm.​nih.​gov/​pubmed/​26583609.

23.
Klemm RDW, Merrill RD, Wu L, Shamim AA, Ali H, Labrique A, et al. Low-birthweight rates higher among Bangladeshi neonates measured during active birth surveillance compared to national survey data. Matern Child Nutr [Internet]. 2015 [cited 2017 May 22];11:583–94. Available from: http://​doi.​wiley.​com/​10.​1111/​mcn.​12041
                        

24.
Huyck KL, Kile ML, Mahiuddin G, Quamruzzaman Q, Rahman M, Breton C V., et al. Maternal Arsenic Exposure Associated With Low Birth Weight in Bangladesh. J Occup Environ Med [Internet]. 2007 [cited 2015 Apr 18];49:1097–104. Available from: https://​www.​ncbi.​nlm.​nih.​gov/​pubmed/​18000415.

25.
Kordas K, Lönnerdal B, Stoltzfus RJ. Interactions between nutrition and environmental exposures: effects on health outcomes in women and children. J Nutr [Internet]. 2007 [cited 2016 Nov 8];137:2794–7. Available from: http://​www.​ncbi.​nlm.​nih.​gov/​pubmed/​18029501.

26.
Budtz-Jørgensen E, Keiding N, Grandjean P, Weihe P. Estimation of health effects of prenatal methylmercury exposure using structural equation models. Environ Health [Internet]. 2002 [cited 2017 Jun 23];1:2. Available from: http://​www.​ncbi.​nlm.​nih.​gov/​pubmed/​12513702.

27.
Davidson PW, Strain JJ, Myers GJ, Thurston SW, Bonham MP, Shamlaye CF, et al. Neurodevelopmental effects of maternal nutritional status and exposure to methylmercury from eating fish during pregnancy. Neurotoxicology [Internet]. NIH Public Access; 2008 [cited 2017 Jun 23];29:767–75. Available from: http://​www.​ncbi.​nlm.​nih.​gov/​pubmed/​18590763.

28.
Davidson PW, Cory-Slechta DA, Thurston SW, Huang L-S, Shamlaye CF, Gunzler D, et al. Fish consumption and prenatal methylmercury exposure: cognitive and behavioral outcomes in the main cohort at 17 years from the Seychelles child development study. Neurotoxicology [Internet]. NIH Public Access; 2011 [cited 2017 Jun 23];32:711–7. Available from: http://​www.​ncbi.​nlm.​nih.​gov/​pubmed/​21889535.

29.
Heck JE, Gamble M V, Chen Y, Graziano JH, Slavkovich V, Parvez F, et al. Consumption of folate-related nutrients and metabolism of arsenic in Bangladesh. Am J Clin Nutr [Internet]. 2007 [cited 2017 Feb 6];85:1367–74. Available from: http://​www.​ncbi.​nlm.​nih.​gov/​pubmed/​17490975.

30.
Niedzwiecki MM, Hall MN, Liu X, Slavkovich V, Ilievski V, Levy D, et al. Interaction of plasma glutathione redox and folate deficiency on arsenic methylation capacity in Bangladeshi adults. Free Radic Biol Med [Internet]. 2014 [cited 2016 May 20];73:67–74. Available from: https://​www.​ncbi.​nlm.​nih.​gov/​pmc/​articles/​PMC4111991/​.

31.
Lin P-I, Bromage S, Mostofa M, Allen J, Oken E, Kile M, et al. Associations between Diet and Toenail Arsenic Concentration among Pregnant Women in Bangladesh: A Prospective Study. Nutr 2017, Vol 9, Page 420 [Internet]. Multidisciplinary Digital Publishing Institute; 2017 [cited 2017 Apr 25];9:420. Available from: http://​www.​mdpi.​com/​2072-6643/​9/​4/​420
                        

32.
Valeri L, Vander Weele TJ. Mediation analysis allowing for exposure–mediator interactions and causal interpretation: Theoretical assumptions and implementation with SAS and SPSS macros. Psychol Methods. 2013 [cited 2017 Apr 26];18:137–150. Available from: http://​www.​ncbi.​nlm.​nih.​gov/​pubmed/​23379553.

33.
Kile ML, Rodrigues EG, Mazumdar M, Dobson CB, Diao N, Golam M, et al. A prospective cohort study of the association between drinking water arsenic exposure and self-reported maternal health symptoms during pregnancy in Bangladesh. Environ Heal. 2014 [cited 2016 Nov 2];13:29. Available from: http://​ehjournal.​biomedcentral.​com/​articles/​10.​1186/​1476-069X-13-29
                        

34.
Rodrigues EG, Kile M, Dobson C, Amarasiriwardena C, Quamruzzaman Q, Rahman M, et al. Maternal-infant biomarkers of prenatal exposure to arsenic and manganese. J Expo Sci Environ Epidemiol. 2015 [cited 2016 Feb 26];25:639–648. Available from: http://​www.​nature.​com/​doifinder/​10.​1038/​jes.​2015.​45
                        

35.
Cubadda F, D’Amato M, Mancini FR, Aureli F, Raggi A, Busani L, et al. Assessing human exposure to inorganic arsenic in high-arsenic areas of Latium: a biomonitoring study integrated with indicators of dietary intake. Ann Ig. 2015 [cited 2017 Apr 25];27:39–51. Available from: http://​www.​ncbi.​nlm.​nih.​gov/​pubmed/​25748504.

36.
Karagas MR, Morris JS, Weiss JE, Spate V, Baskett C, Greenberg ER. Toenail samples as an indicator of drinking water arsenic exposure. Cancer Epidemiol Biomarkers Prev. 1996 [cited 2016 Nov 8];5:849–852. Available from: http://​www.​ncbi.​nlm.​nih.​gov/​pubmed/​8896897.

37.
Chen K-LBL, Amarasiriwardena CJ, Christiani DC. Determination of total arsenic concentrations in nails by inductively coupled plasma mass spectrometry. Biol Trace Elem Res. 1999 [cited 2015 Apr 18];67:109–125. Available from: http://​www.​ncbi.​nlm.​nih.​gov/​pubmed/​10073418.

38.
Lin P-ID, Bromage S, Mostofa MG, Allen J, Oken E, Kile ML, et al. Validation of a Dish-Based Semiquantitative Food Questionnaire in Rural Bangladesh. Nutrients. 2017 [cited 2017 Apr 25];9:49. Available from: http://​www.​mdpi.​com/​2072-6643/​9/​1/​49.​
                        

39.
Willett WC, Howe GR, Kushi LH. Adjustment for total energy intake in epidemiologic studies. Am J Clin Nutr. 1997 [cited 2017 May 3];65:1220S–1228S; discussion 1229S–1231S. Available from: http://​www.​ncbi.​nlm.​nih.​gov/​pubmed/​9094926.

40.
Rubin DB, B. D. Estimating causal effects of treatments in randomized and nonrandomized studies. J Educ Psychol. American Psychological Association; 1974 [cited 2017 Apr 28];66:688–701. Available from: http://​content.​apa.​org/​journals/​edu/​66/​5/​688
                        

41.
Cottingham KL, Karimi R, Gruber JF, Zens MS, Sayarath V, Folt CL, et al. Diet and toenail arsenic concentrations in a New Hampshire population with arsenic-containing water. Nutr J. BioMed Central; 2013 [cited 2015 Apr 18];12:149. Available from: http://​nutritionj.​biomedcentral.​com/​articles/​10.​1186/​1475-2891-12-149
                        

42.
Alam MGM, Snow ET, Tanaka A. Arsenic and heavy metal contamination of vegetables grown in Samta village, Bangladesh. Sci Total Environ [Internet]. 2003 [cited 2015 mar 26];308:83–96. Available from: http://​www.​ncbi.​nlm.​nih.​gov/​pubmed/​12738203.

43.
Das HK, Mitra AK, Sengupta PK, Hossain A, Islam F, Rabbani GH. Arsenic concentrations in rice, vegetables, and fish in Bangladesh: a preliminary study. Environ Int [Internet]. 2004 [cited 2016 Jun 10];30:383–7. Available from: http://​www.​ncbi.​nlm.​nih.​gov/​pubmed/​14987870.

44.
Smith MN, Lee R, Heitkemper DT, DeNicola Cafferky K, Haque A, Henderson AK. Inorganic arsenic in cooked rice and vegetables from Bangladeshi households. Sci Total Environ. 2006 [cited 2016 Nov 18];370:294–301. Available from: http://​linkinghub.​elsevier.​com/​retrieve/​pii/​S004896970600449​9
                        

45.
Alava P, Du Laing G, Tack F, De Ryck T, Van De Wiele T. Westernized diets lower arsenic gastrointestinal bioaccessibility but increase microbial arsenic speciation changes in the colon. Chemosphere. 2015;119:757–62.Crossref

46.
Tseng C-H. A review on environmental factors regulating arsenic methylation in humans. Toxicol Appl Pharmacol. 2009 [cited 2015 Apr 6];235:338–350. Available from: http://​www.​sciencedirect.​com/​science/​article/​pii/​S0041008X0800529​2
                        

47.
Steinmaus C, Carrigan K, Kalman D, Atallah R, Yuan Y, Smith AH. Dietary intake and arsenic methylation in a U.S. population. Environ Health Perspect. 2005 [cited 2016 Jun 16];113:1153–1159. Available from: http://​www.​ncbi.​nlm.​nih.​gov/​pubmed/​16140620.

48.
Tielemans MJ, Garcia AH, Peralta Santos A, Bramer WM, Luksa N, Luvizotto MJ, et al. Macronutrient composition and gestational weight gain: a systematic review. Am J Clin Nutr. 2016 [cited 2017 Apr 24];103:83–99. Available from: http://​www.​ncbi.​nlm.​nih.​gov/​pubmed/​26675773.

49.
Uusitalo U, Arkkola T, Ovaskainen M-L, Kronberg-Kippilä C, Kenward MG, Veijola R, et al. Unhealthy dietary patterns are associated with weight gain during pregnancy among Finnish women. Public Health Nutr [Internet]. 2009 [cited 2017 may 3];12:2392. Available from: http://​www.​ncbi.​nlm.​nih.​gov/​pubmed/​19323867.

50.
Maslova E, Halldorsson TI, Astrup A, Olsen SF. Dietary protein-to-carbohydrate ratio and added sugar as determinants of excessive gestational weight gain: a prospective cohort study. BMJ Open [Internet]. British Medical Journal Publishing Group; 2015 [cited 2017 May 23];5:e005839. Available from: http://​www.​ncbi.​nlm.​nih.​gov/​pubmed/​25670731.

51.
Changamire FT, Mwiru RS, Msamanga GI, Spiegelman D, Urassa W, Hertzmark E, et al. Macronutrient and sociodemographic determinants of gestational weight gain among HIV-negative women in Tanzania. Food Nutr Bull [Internet]. 2014 [cited 2017 May 3];35:43–50. Available from: http://​journals.​sagepub.​com/​doi/​10.​1177/​1564826514035001​06
                        

52.
Kramer MS, Kakuma R. Energy and protein intake in pregnancy. In: Kramer MS, editor. Cochrane database Syst rev [Internet]. Chichester: John Wiley & Sons, Ltd; 2003 [cited 2017 Mar 18]. p. CD000032. Available from: http://​www.​ncbi.​nlm.​nih.​gov/​pubmed/​14583907.

53.
Switkowski KM, Jacques PF, Must A, Kleinman KP, Gillman MW, Oken E. Maternal protein intake during pregnancy and linear growth in the offspring. Am J Clin Nutr. 2016 [cited 2017 Jul 27];104:1128–1136. Available from: http://​www.​ncbi.​nlm.​nih.​gov/​pubmed/​27581477.

54.
Gleason K, Shine JP, Shobnam N, Rokoff LB, Suchanda HS, Ibne Hasan MOS, et al. Contaminated turmeric is a potential source of lead exposure for children in rural Bangladesh. J Environ Public Health. 2014 [cited 2016 Feb 26];2014:730636. Available from: https://​www.​ncbi.​nlm.​nih.​gov/​pmc/​articles/​PMC4158309/​.

55.
Rees JR, Sturup S, Chen C, Folt C, Karagas MR. Toenail mercury and dietary fish consumption. J Expo Sci Environ Epidemiol. 2007 [cited 2015 Apr 20];17:25–30. Available from: http://​www.​ncbi.​nlm.​nih.​gov/​pubmed/​16912698.

56.
Islam GMR, Khan FE, Hoque MM, Jolly YN. Consumption of unsafe food in the adjacent area of Hazaribag tannery campus and Buriganga River embankments of Bangladesh: heavy metal contamination. Environ Monit Assess [Internet]. Springer International Publishing; 2014 [cited 2017 Jun 27];186:7233–44. Available from: http://​link.​springer.​com/​10.​1007/​s10661-014-3923-2
                        

57.
Oku T, Konishi F, Hosoya N. Mechanism of inhibitory effect of unavailable carbohydrate on intestinal calcium absorption. J Nutr [Internet]. 1982 [cited 2017 Jun 27];112:410–5. Available from: http://​www.​ncbi.​nlm.​nih.​gov/​pubmed/​6278111.

58.
Hallberg L. Dietary fibre and mineral absorption. Scand J Gastroenterol [Internet]. Taylor & Francis; 1987 [cited 2017 Jun 27];22:66–7. Available from: http://​www.​tandfonline.​com/​doi/​full/​10.​3109/​0036552870909585​3
                        

59.
McCallum B, McCallum, Bennett. Relative Asymptotic Bias from Errors of Omission and Measurement. Econometrica [Internet]. Econometric Society; 1972 [cited 2017 May 3];40:757–8. Available from: http://​econpapers.​repec.​org/​article/​ecmemetrp/​v_​3a40_​3ay_​3a1972_​3ai_​3a4_​3ap_​3a757-58.​htm
                        

60.
Ahmed A. Bangladesh integrated household survey (BIHS) 2011–2012. Washington, D.C.; 2013.

61.
Willet W. Food Frequency Methods. Nutr Epidemiol. 3rd ed. Oxford: Oxford University Press; 2013. p. 71–2.




OEBPS/A12940_2019_450_Article_IEq8.gif





OEBPS/sidebar.gif





OEBPS/cc-by.png
() _®





OEBPS/contact.gif





OEBPS/A12940_2019_450_Article_IEq5.gif





OEBPS/A12940_2019_450_Fig1_HTML.png
Pregnant women recruited at <16
weeks of gestations (n =1613)

Ineligible for follow-up

-miscarriage (n=123)
-stillbirth (n=72)
-multiple gestation (n=5)
-lost to follow-up (n=99)
-study withdraw (n=121)

Eligible women with singleton
livebirth (n =1184)

Missing variables

-drinking water arsenic (n=50)
-pregnancy activity level (n=1)
-secondhand tobacco smoke (n=1)

-hours spent cooking over open fire (n=4)
-family monthly income (n=7)

-birth place (n=3)

-toenail arsenic concentration (n=26)

Participants with complete
information (n =1092)

Remove extreme values

-toenail mass <5 mg (n=14)
-daily energy intake level <5th percentile and >95th
percentile (n=21)

Participants included in the analysis

(n =1057)






OEBPS/A12940_2019_450_Article_IEq1.gif





OEBPS/A12940_2019_450_Article_IEq3.gif





OEBPS/A12940_2019_450_Article_IEq7.gif





OEBPS/A12940_2019_450_Fig2_HTML.png
Arsenic

Potential
Confounders (C)

/ Exposure
P ~

5 M;]i)t@:rnal Birth
Tet >  Outcomes

(A) Y)





OEBPS/A12940_2019_450_Article_IEq9.gif





OEBPS/A12940_2019_450_Article_IEq6.gif





OEBPS/A12940_2019_450_Article_IEq4.gif





OEBPS/A12940_2019_450_Article_IEq2.gif





