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Research

Arsenic, cadmium, mercury, and lead are 
associated with cardiovascular disease in 
epidemiologic research (Engel et al. 1994; 
Houston 2007; Navas-Acien et  al. 2007). 
These associations may be mediated by direct 
effects on blood pressure (BP) elevation. In 
animals, arsenic, cadmium, mercury, and lead 
induce hypertension (Navas-Acien et al. 2007; 
Satarug et al. 2006; Wakita 1987; Yang et al. 
2007), and manganese causes hypotension 
(Jiang and Zheng 2005). All five metals are 
plausibly linked with BP, based on mecha-
nistic and experimental data (Houston 2007; 
Jiang and Zheng 2005; Navas-Acien et al. 
2007; Valko et al. 2005).

Epidemiologic studies show consistent 
associations between high arsenic exposure 
and BP (Chen et al. 1995; Rahman et al. 
1999). Few studies have assessed lower-level 
exposure. Research on cadmium and BP is 
inconsistent (Staessen et al. 2000; Tellez-Plaza 
et al. 2008). Lead is a known risk factor for 
BP elevation (Navas-Acien et al. 2007), but 
no studies have evaluated toenail lead. High 
manganese exposure is associated with car-
diovascular dysfunction and hypotension in 
occupational cohorts (Jiang and Zheng 2005). 
Research at lower exposures is inconsistent 
(Gonzalez-Muñoz et al. 2010; Taneja and 

Mandal 2007). Studies examining mercury 
and BP report mixed results (Johansson et al. 
2002; Pedersen et  al. 2005; Valera et  al. 
2009). Data on low-level mercury are sparse.

We hypothesized that chronic arsenic, 
cadmium, mercury, and lead exposures elevate 
BP and that manganese lowers BP. We evalu-
ated these hypotheses in a cohort of elderly 
men from the Greater Boston area.

Materials and Methods
Study population. Subjects are from the 
ongoing, longitudinal Veterans Administration 
Normative Aging Study (NAS) (Bell et al. 
1972). Participants are males with no known 
chronic medical conditions at recruitment. 
They are evaluated at study visits every 
3–5 years. This study has been approved by all 
relevant institutional review boards. All par-
ticipants gave their written informed consent.

We asked NAS participants to bring toe-
nail clippings to their study visit between 
January 1999 and January 2009 (n = 818 
eligible NAS participants). For our analy-
sis, we excluded NAS participants who did 
not bring toenail clippings (n = 165) or were 
missing information on BP (n = 3), race/eth-
nicity (n = 12), education (n = 22), alcohol 
intake (n = 11), age (n = 1), body mass index 

(BMI; n = 1), smoking history (n = 1), pack-
years (n = 1), or season of clinical visit (n = 1). 
Analyses included 639 men with toenail sam-
ples and complete information on BP and 
relevant covariates on at least one visit.

For each metal, we used data from first 
visits of the participants with complete infor-
mation on the specific metal of interest, BP, 
and relevant covariates in regressions against 
BP. In contrast, when reporting results for the 
study population as a whole (i.e., participant 
characteristics, toenail metal concentrations, 
and correlations between toenail metals), we 
used data from the first study visit of the par-
ticipants with donated toenails (even if some 
metal concentrations were missing) and com-
plete information on BP and covariates. Many 
NAS participants had more than one study 
visit between 1999 and 2009. Sometimes, 
data were missing on only certain metals at 
a given visit. Thus, the same participant may 
contribute data from different visits for, for 
example, arsenic–BP versus cadmium–BP 
regressions. Hence, sample sizes sometimes 
differ across metal–BP regressions even after 
adjustment for all other toenail metals.

Physical parameters and medical history. 
We asked participants to fast and abstain 
from smoking overnight prior to their morn-
ing visit. Height and weight were measured 
during physical examinations. Information 
on smoking and medications was obtained 
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Background: Arsenic, cadmium, mercury, and lead are associated with cardiovascular disease in 
epidemiologic research. These associations may be mediated by direct effects of the metals on blood 
pressure (BP) elevation. Manganese is associated with cardiovascular dysfunction and hypotension 
in occupational cohorts.

Objectives: We hypothesized that chronic arsenic, cadmium, mercury, and lead exposures elevate 
BP and that manganese lowers BP.

Methods: We conducted a cross-sectional analysis of associations between toenail metals and BP 
among older men from the Normative Aging Study (n = 639), using linear regression and adjusting 
for potential confounders.

Results: An interquartile range increase in toenail arsenic was associated with higher systolic BP 
[0.93 mmHg; 95% confidence interval (CI): 0.25, 1.62] and pulse pressure (0.76 mmHg; 95% CI: 
0.22, 1.30). Positive associations between arsenic and BP and negative associations between manga-
nese and BP were strengthened in models adjusted for other toenail metals.

Conclusions: Our findings suggest associations between BP and arsenic and manganese. This may 
be of public health importance because of prevalence of both metal exposure and cardiovascular dis-
ease. Results should be interpreted cautiously given potential limitations of toenails as biomarkers 
of metal exposure.
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from questionnaires and confirmed by an on-
site physician. Alcohol and seafood intakes 
were determined using a standardized semi
quantitative food frequency questionnaire 
(Willett et al. 1985).

Toenail samples. Toenails were collected 
from all toes, sonicated for 15 min in ~ 10 mL 
1% Triton X-100 solution, rinsed with dis-
tilled deionized water, dried at 60°C in a dry-
ing oven for 24 hr, and weighed. Mercury 
concentrations were measured by a different 
assay than the other metals. A sufficient quan-
tity of toenails was not always available for 
both assays. If weight was > 0.1 g, a portion 
of the sample was used for mercury analysis, 
and the rest was acid-digested and analyzed 
for multi-elements. Samples weighing < 0.1 g 
were not analyzed for mercury.

Among men otherwise eligible for inclu-
sion in metal–BP regressions, some were 
excluded because of cadmium concentrations 
below the detection limit (DL; n = 41) and/or 
samples of insufficient weight to assess metal 
concentrations (7 for cadmium, 72 for mer-
cury). One man had two otherwise eligible 
study visits during the period of toenail col-
lection but was excluded from cadmium–BP 
regressions because of cadmium concentra-
tion below the DL in one visit and insuffi-
cient sample weight in the other visit. No 
eligible participants were excluded because of 
metal concentrations below the DL for arse-
nic, mercury, manganese, or lead, or because 
of samples of insufficient weight for arsenic, 
manganese, or lead. We found no meaningful 
differences in characteristics between those 
with sufficient and insufficient sample weight 
for mercury assays (data not shown).

Arsenic, cadmium, manganese, lead. 
Samples were dissolved in HNO3 acid 
for 24 hr, diluted to 5 mL with deionized 
water, and analyzed by an inductively cou-
pled plasma-mass spectrometer (Elan 6100; 
PerkinElmer, Norwalk, CT, USA). Analyses 
were conducted through external calibration 
with thalium, indium, and tellurium as inter-
nal standards for lead, cadmium, and manga-
nese, and arsenic, respectively.

Quality control (QC) measures included 
analysis of the initial calibration verification 
standard (National Institute of Standard and 
Technology Standard Reference Material 
1643e, trace elements in water; Gaithersburg, 
MD, USA), a 1-ng/mL mixed-element standard 
solution, continuous calibration standards, and 
a procedural blank. Certified reference mate-
rial GBW 07601 was used as the QC sample; 
we used a large preparation (2 g/L) to monitor 
daily variation. Results were given as the average 
of five replicate measurements. Recovery of the 
analysis of the QC standard by this procedure 
was 90–110% with 95% precision.

The between-assay coefficient of variation 
was 3.6% for lead, 3.0% for cadmium, 3.3% 

for manganese, and 10% for arsenic. The DL 
for the analytical solution for all four met-
als was 0.2 × 10–3 µg/mL. The DL for the 
sample depends on sample weight. Sample 
weight varied from 0.002 g to 0.9 g, and 
the DL varied from 0.001 µg/g to 0.42 µg/g 
(mean = 0.02 µg/g).

Mercury. We conducted assays with the 
Direct Mercury Analyzer 80 (Milestone Inc., 
Monroe, CT, USA). Samples were analyzed 
using a matrix-matched calibration curve cre-
ated with different weights of certified ref-
erence material GBW 07601 (human hair; 
Institute of Geophysical and Geochemical 
Exploration, Langfang, Hebei Province, 
People’s Republic of China).

QC steps included daily calibration verifi-
cation of the high and low ends of the calibra-
tion curve, a procedural blank, and analysis of 
National Institute for Environmental Studies 
certified reference material  13 (human 
hair; Ibaraki, Japan). Mercury recovery was 
90–110%, with > 90% precision.

The DL for the mercury analysis was 
0.5 × 10–3 µg. The DL for the sample var-
ied according to sample weight. Sample 
weight varied from 0.01 g to 0.15  g, and 
the DL varied from 0.003 µg/g to 0.05 µg/g 
(mean = 0.018 µg/g).

BP measurements. Systolic BP (SBP) and 
fifth-phase diastolic BP (DBP) were measured 
by a physician at the same visit as toenail 
collection. BP readings were taken in each 
arm (to the nearest 2 mmHg) with standard 
mercury sphygmomanometers with 14-cm 
cuffs. The means of the arm measurements 
were used as the SBP and DBP of the par-
ticipants, and pulse pressure was calculated as 
SBP – DBP. BP was taken seated, immedi-
ately after a seated patient history.

Statistical methods. We examined cross-
sectional relations between toenail metals and 
BP from the same study visit using multi
variable linear regression.

Antihypertensive medication use is a poten-
tial source of bias when examining associations 
with BP. People taking antihypertensives have 
controlled and likely artificially low BP. We 
address this by adding a constant (10 mmHg) 
to the SBP and DBP of participants using anti-
hypertensives (Cui et al. 2003; Tobin et al. 
2005). To test the robustness of our results, we 
ran a sensitivity analysis examining associations 
between toenail metals and BP without adding 
a constant to the SBP and DBP of antihyper-
tensive users. Results were similar when not 
correcting for medication use (data not shown).

We examined interactions with statins for 
metals associated with BP in any regression by 
adding interaction terms between metals and 
statin use (yes/no) to main effects models and 
by modeling stratified regressions.

The following potential confounders were 
identified from the literature and included in 

all models: age, cigarette smoking (never, cur-
rent, or former), pack-years, BMI (kilograms 
per square meter), alcohol intake (two or more 
vs. fewer than two drinks/day), race/ethnicity, 
education (years), and season and year of clini-
cal visit. For mercury, we adjusted for dark-
meat fish, shellfish, canned tuna, and other 
fish intake. To evaluate potential confounding 
by other toenail metals, we included all five 
metals together in the same regressions, retain-
ing all covariates.

To examine dose–response relationships 
between arsenic and BP, we refit regression 
models using the generalized additive model 
in R (R Project for Statistical Computing, 
Vienna, Austria). We fit a penalized spline and 
chose the optimum penalty using generalized 
cross validation.

We evaluated associations between an 
interquartile range (IQR) increase in toenail 
metals and hypertension (defined as antihyper-
tensive medication use or SBP ≥ 140 mmHg 
or DBP ≥ 90 mmHg at study visit) using 
logistic regression and adjusting for the afore-
mentioned confounders.

We conducted a sensitivity analysis using 
inverse probability weighting to adjust for 
potential selection bias (Hogan and Lancaster 
2004). We ran a logistic regression assessing 
relations between covariates and participation 
status, retaining variables that were significant 
at the p < 0.10 level (age, BMI, smoking). We 
obtained predicted probability of participa-
tion for each subject, and weighted regres-
sion models by inverses of these probabilities. 
Results were not appreciably altered by inverse 
probability weighting (data not shown).

Because a number of otherwise eligible 
participants were excluded from cadmium-BP 
regressions due to toenail concentrations 
below the DL, we also conducted a sensitiv-
ity analysis in which we assigned participants 
with cadmium concentrations below the DL a 
concentration value of the mean sample DL/2 
(0.01 µg/g).

Using Student’s t-test and chi-square 
analysis, we compared participants with non-
participants presenting during the same time 
period. For this comparison, we used data 
from the first NAS visit of the nonparticipants 
between January 1999 and January 2009 (the 
period of toenail collection). We also calcu-
lated medians and IQRs for toenail metal levels 
after stratifying by potential confounders and 
effect modifiers. Correlations between toenail 
metals were evaluated using Spearman correla-
tion. Regression results were similar, although 
somewhat weaker, when using log-transformed 
metal concentrations (data not shown).

Results
Study population. At their first study visit with 
donated toenails and complete information on 
BP and covariates, participants were mostly 
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former smokers. Mean BMI was 28 kg/m2, 
and 20%, 53%, and 27% of participants had a 
BMI of < 25, 25–30, and ≥ 30 kg/m2, respec-
tively. Participants were younger than non
participants (mean ages 72 and 74, respectively, 
p = 0.03) (Table 1). Mean uncorrected SBP 
and DBP were 133 mmHg and 78 mmHg, 
respectively, with 71% of participants classi-
fied as hypertensive based on medication use 
or BP at study visit. Sixty percent used anti
hypertensives; 37% used statins.

Detailed information on metal concen-
trations by participant characteristics is 

provided in Supplemental Material, Table 1 
(http://dx.doi.org/10.1289/ehp.1002805). 
For example, arsenic was higher among 
men consuming two or more versus fewer 
than two alcoholic drinks per day (0.09 vs. 
0.07  µg/g); among non-Hispanic blacks 
compared with non-Hispanic whites (0.09 
vs. 0.08 µg/g), cadmium was higher among 
men consuming two or more versus fewer 
than two alcoholic drinks per day (0.02 vs. 
0.01 µg/g) and among men with fewer years 
of education (< 15 years vs. ≥ 15 years, 0.02 
vs. 0.01 µg/g); mercury was higher among 

men with greater dark-meat fish (0.31 vs. 
0.15 µg/g), other fish (0.26 vs. 0.15 µg/g), 
shellfish (0.27 vs. 0.18 µg/g), and tuna intake 
(0.25 vs. 0.12 µg/g) (one or more servings per 
month vs. less than one serving per month 
for each seafood category). Manganese was 
lower among statin users (0.24 vs. 0.31 µg/g) 
and was higher among non-Hispanic whites 
compared with non-Hispanic blacks (0.28 
vs. 0.18 µg/g); lead was higher among men 
consuming two or more versus fewer than two 
alcoholic drinks per day (0.38 vs. 0.30 µg/g) 
and among men with fewer years of education 
(< 15 years vs. ≥ 15 years, 0.35 vs. 0.26 µg/g). 
Toenail cadmium levels were similar across 
categories defined by smoking history or 
pack-years [Supplemental Material, Table 1 
(http://dx.doi.org/10.1289/ehp.1002805)], 
even when participants with cadmium con-
centrations below the DL were assigned a con-
centration value of 0.01 µg/g (mean sample 
DL/2; data not shown). Correlations between 
toenail metals are reported in Supplemental 
Material, Table 2 (http://dx.doi.org/10.1289/
ehp.1002805). Briefly, we found statistically 
significant correlations between arsenic and 
cadmium (r = 0.39), mercury (r = 0.09), man-
ganese (r = 0.56), and lead (r = 0.45), between 
cadmium and manganese (r = 0.49) and lead 
(r = 0.58), and between manganese and lead 
(r = 0.50) (Supplemental Material, Table 2).

Arsenic. An IQR (0.06  µg/g) increase 
in arsenic was associated with higher SBP 
[0.93 mmHg; 95% confidence interval (CI): 
0.25, 1.62] and pulse pressure (0.76 mmHg; 
95% CI: 0.22, 1.30) and showed a weak posi-
tive association with DBP (Table 2). Adjustment 
for other metals strengthened associations with 
SBP (1.43 mmHg, 95% CI: 0.34, 2.51) and 
DBP (0.63 mmHg, 95% CI: 0.05, 1.21). The 
association with pulse pressure was essentially 
unchanged but was less precise (Table 2).

We evaluated the dose–response relation-
ship between arsenic and SBP, using penal-
ized splines [Supplemental Material, Figure 1 
(http://dx.doi.org/10.1289/ehp.1002805)]. 
Out of a choice of up to 10 degrees of free-
dom, generalized cross validation chose a 

Table 1. Descriptive statistics by participation status.

Characteristic
Participants 
n = 639

Nonparticipants 
n = 179 p-Value

Age (years) 72 ± 6.6 74 ± 7.6 0.03
BMI (kg/m2) 0.38

< 25 130 ± 20 33 ± 19
25–29 338 ± 53 88 ± 49
≥ 30 171 ± 27 57 ± 32

Smoking status 0.17
Never smoker 186 (29) 43 (24)
Former smoker 430 (67) 124 (70)
Current smoker 23 (3.6) 11 (6.2)

Smoking (pack-years) 30 ± 28 31 ± 24 0.62
Years of education 15 ± 2.8 14 ± 2.9 0.96
Race/ethnicity 0.85

Non-Hispanic white 624 ± 98 162 ± 97
Non-Hispanic black 10 ± 1.6 4 ± 2.4
Hispanic white 4 ± 0.6 1 ± 0.6
Hispanic black 1 ± 0.2 0

Alcohol intake (drinks/day)
< 2 513 ± 80 138 ± 82 0.59
≥ 2 126 ± 20 30 ± 18

Year of clinical visit 2001 ± 2.1 2001 ± 2.4 0.28
Season of clinical visit 0.10

Spring 164 (26) 31 (17)
Summer 169 (26) 57 (32) 
Fall 187 (29) 59 (33)
Winter 119 (19) 31 (17)

Antihypertensive use 384 (60) 121 (68) 0.06
Statin use 235 (37) 64 (36) 0.84
BP (mmHg)

SBP 133 ± 17 133 ± 18 0.97
DBP 78 ± 9.3 77 ± 10 0.54

Pulse pressure 55 ± 14 56 ± 16 0.66

Data are given as mean ± SD or n (%). Participant data are from first study visit with donated toenails and complete 
information on BP and covariates. For comparison with eligible NAS subjects who were not included in the metal–BP 
analyses (i.e., nonparticipants), we used data from first NAS visit of nonparticipants between January 1999 and January 
2009 (the period of toenail collection).

Table 2. Linear regression models estimating the change in BP parameters associated with an IQR increase in metal levels.a,b

Change in BP (mmHg, 95% CI)

Toenail metal Median (μg/g) Range (μg/g) IQR (μg/g) n SBP DBP Pulse pressure
Arsenic 0.08 1.68 0.06 639 0.93 (0.25, 1.62)** 0.17 (–0.20, 0.55) 0.76 (0.22, 1.30)**
Arsenicc 466 1.43 (0.34, 2.51)* 0.63 (0.05, 1.21)* 0.80 (–0.07, 1.66)
Cadmium 0.02 1.97 0.02 592 0.22 (–0.10, 0.54) 0.12 (–0.05, 0.28) 0.11 (–0.15, 0.36)
Cadmiumc 495 0.21 (–0.13, 0.56) 0.08 (–0.10, 0.27) 0.13 (–0.15, 0.41)
Mercury 0.22 2.40 0.31 495 –0.56 (–2.27, 1.16) –0.21 (–1.16, 0.75) –0.35 (–1.70, 1.00)
Mercuryc 428 –0.76 (–2.68, 1.16) –0.27 (–1.32, 0.78) –0.49 (–2.00, 1.02)
Manganese 0.28 8.82 0.40 639 –0.45 (–1.18, 0.28) –0.12 (–0.51, 0.28) –0.33 (–0.91, 0.25)
Manganesec 465 –1.09 (–2.08, –0.10)* –0.62 (–1.15, –0.09)* –0.47 (–1.26, 0.32)
Lead 0.31 14.70 0.52 639 –0.07 (–0.67, 0.53) 0.24 (–0.08, 0.57) –0.31 (–0.78, 0.16)
Leadc 464 –0.22 (–0.93, 0.50) 0.27 (–0.11, 0.65) –0.49 (–1.06, 0.08)
aFor each metal, the same IQR value is examined in relation to BP for both metal-adjusted and non-metal-adjusted models. bAll regression models are adjusted for age, cigarette smok-
ing, pack-years of smoking, season of clinical visit, year of clinical visit, BMI, years of education, race/ethnicity, and alcohol intake. Mercury-BP models are adjusted for fish intake. cIn 
addition to the covariates in footnote b, this regression model is also adjusted for the four other toenail metals. *p < 0.05. **p < 0.01.
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slope of 1, indicating a linear association. 
Thus, there is no evidence of deviation from 
linearity in the arsenic–SBP model.

Cadmium. An IQR (0.02 µg/g) increase 
in cadmium was not significantly associated 
with BP (Table 2). Adjustment for other met-
als did not meaningfully alter these results 
(Table 2). Assigning participants with cad-
mium levels below the DL a concentration 
value of DL/2 did not appreciably alter results 
(data not shown).

Mercury. An IQR (0.31 µg/g) increase in 
mercury was negatively but not significantly 
associated with BP (SBP: –0.56, 95% CI: 
–2.27, 1.16; DBP: –0.21 mmHg, 95% CI: 
–1.16, 0.75; pulse pressure: –0.35 mmHg, 
95% CI: –1.70, 1.00) (Table 2). Adjustment 
for other metals did not meaningfully affect 
these results (Table 2). Mercury regressions 
have a considerably smaller sample size than 
regressions for other metals (Table 2) because 
of toenail samples of insufficient weight 
to assess mercury concentrations as well as 
adjustment for fish and shellfish intake.

Manganese. Manganese was negatively 
but not significantly associated with BP (SBP: 
–0.45 mmHg, 95% CI: –1.18, 0.28; DBP: 
–0.12 mmHg, 95% CI: –0.51, 0.28; pulse 
pressure: –0.33 mmHg, 95% CI: –0.91, 0.25) 
(Table 2). After adjusting for other metals, an 
IQR (0.40 µg/g) increase in manganese was 
more strongly associated with decreased SBP 
(–1.09 mmHg; 95% CI: –2.08, –0.10) and 
DBP (–0.62 mmHg; 95% CI: –1.15, –0.09).

Lead. An IQR (0.52  µg/g) increase 
in lead was not associated with BP (SBP: 
–0.07 mmHg, 95% CI: –0.67, 0.53; DBP: 
0.24 mmHg, 95% CI: –0.08, 0.57; pulse 
pressure: –0.31 mmHg, 95% CI: –0.78, 0.16) 
(Table 2). Adjustment for other metals did 
not meaningfully alter these results (Table 2).

Hypertension. Estimated associations of 
hypertension with an IQR increase in toenail 
metals were consistent with linear regression 
results [arsenic, odds ratio (OR) = 1.07, 95% 
CI: 0.97, 1.20; cadmium, OR = 1.01, 95% 
CI: 0.95, 1.06; mercury, OR = 0.85, 95% CI: 
0.68, 1.05; manganese, OR = 0.96, 95% CI: 
0.87, 1.05; lead, OR = 1.00, 95% CI: 0.92, 
1.08]. Upon adjusting for other metals, man-
ganese was negatively associated with hyper-
tension (OR = 0.88; 95% CI: 0.77, 0.999). 
Similar adjustment did not meaningfully alter 
the other results (data not shown).

Effect modification. We found a significant 
interaction between arsenic and statins for DBP 
but not for SBP or pulse pressure (Table 3). 
Among men not taking statins (n = 404), an 
IQR increase in arsenic was associated with an 
increase in DBP (0.76 mmHg; 95% CI: 0.20, 
1.33). Arsenic showed a nonsignificant nega-
tive association with DBP among statin users 
(n = 235; –0.30 mmHg; 95% CI: –0.80, 0.21). 
Within the sample included in arsenic–BP 

analyses, statin and antihypertensive use were 
strongly associated with each other based on 
chi-square analysis and age-adjusted logistic 
regression (data not shown).

We found no significant interactions 
between manganese and statins (SBP: p = 0.76, 
DBP: p = 0.39; pulse pressure: p = 0.84). 
Results were similar after adjustment for other 
metals (data not shown).

Discussion
In a cohort of elderly men with low toenail 
arsenic concentrations, we found positive 
associations between toenail arsenic and BP 
levels. Our results also tentatively suggest neg-
ative associations between toenail manganese 
and BP levels. We found little evidence of 
associations with toenail cadmium, mercury, 
or lead. If confirmed, these results may be 
important because of the high prevalence of 
both cardiovascular disease and low to moder-
ate metal exposures in the United States.

No investigations have assessed relations 
between arsenic, cadmium, mercury, man-
ganese, or lead and BP using toenails as bio-
markers. Toenail samples are convenient to 
collect and store, grow more slowly than hair, 
are more protected from external contami-
nants, and represent longer-term exposures 
than blood or urine (Slotnick and Nriagu 
2006). Toenails likely reflect metal exposures 
from the preceding 12–18 months, with 
slower growth among the elderly (Slotnick 
and Nriagu 2006).

Arsenic. Arsenic may elevate BP through 
pathways related to oxidative stress (Valko 
et al. 2005), inflammation (Wu et al. 2003), 
and endothelial dysfunction/nitric oxide inhi-
bition (Pi et al. 2000).

Epidemiologic studies have mostly evalu-
ated inorganic arsenic, which is more toxic 
than organic arsenic. Our toenail assay does 
not distinguish between forms. However, sea-
food is the main source of organic arsenic 
(Slotnick and Nriagu 2006). Toenail arsenic 
is very weakly or not at all correlated with fish 
(dark-meat fish: r = 0.06; other fish: r = 0.09; 
tuna: r  =  -0.004) and shellfish (r  = 0.06) 
intake among our participants.

Arsenic sources include soil, dust, air, 
and food (Benbrahim-Tallaa and Waalkes 
2008; Slotnick and Nriagu 2006). Water 
is a potentially important inorganic arse-
nic source (Slotnick and Nriagu 2006). The 

Massachusetts Water Resources Authority 
(MWRA), in which arsenic is consistently 
undetectable (< 1.0 µg/L) (MWRA 2011), 
supplies most of the Greater Boston area.

Arsenic is found in toenails because of its 
high affinity to sulfhydryl groups (Karagas 
et al. 2000). Toenails are validated biomark-
ers of arsenic exposure (Slotnick et al. 2007; 
Slotnick and Nriagu 2006). Toenail con-
centrations in our study appear similar to 
those reported in most U.S. general popula-
tion studies (Garland et al. 1993; Karagas 
et al. 2001; Kwong et al. 2010; Slotnick et al. 
2005, 2007; Tsuji et al. 2005). Other U.S. 
studies report somewhat higher (Adair et al. 
2006; MacIntosh et al. 1997) or lower (Beane 
Freeman et al. 2004) arsenic levels.

Several investigations have assessed rela-
tions between high-level arsenic exposure and 
BP. These include two population-based anal-
yses that found dose–response relationships 
between well-water arsenic and hyperten-
sion (Chen et al. 1995; Rahman et al. 1999). 
Exposure categories used in these studies 
(10–700, 710–900, > 900 µg/L, and < 500, 
500–1,000, > 1,000 µg/L, respectively) are 
much greater than the maximum contami-
nant level for arsenic in the United States 
(10 µg/L), although in practice this target 
value is often exceeded in U.S. drinking water 
sources [Agency for Toxic Substances and 
Disease Registry (ATSDR) 2007]. A recent 
Iranian study also found positive associations 
between high-level arsenic exposure and BP 
(Dastgiri et al. 2010).

Two populat ion-based studies  in 
Bangladesh and Inner Mongolia (with expo-
sure categories of < 8, 8.1–40.8, 40.9–91.0, 
91.1–176.0, 176.1–864.0 µg/L, and < 20, 
21–50, 51–100, > 100 µg/L drinking water, 
respectively) reported positive associations 
between more moderate arsenic levels and 
BP-related outcomes (Chen et al. 2007; Kwok 
et al. 2007). A U.S. study found an association 
between well-water arsenic levels of ≥ 10 µg/L 
versus < 2 µg/L and self-reported high BP 
(Zierold et al. 2004).

We found positive associations between 
arsenic and BP levels, consistent with the cur-
rent literature. Our study likely evaluated con-
siderably lower arsenic exposure levels than 
previous investigations, because arsenic is con-
sistently undetectable in the main water supply 
for the Greater Boston area (MWRA 2011). 

Table 3. Effect modification of the association between an IQR increase in toenail arsenic levela and BP 
by statin use (n = 639).b

Change in BP (mmHg) (95% CI)

Current statin use SBP DBP Pulse pressure
No (n = 404) 1.46 (0.45, 2.47)** 0.76 (0.20, 1.33)** 0.69 (–0.08, 1.46)
Yes (n = 235) 0.64 (–0.32, 1.61) –0.30 (–0.80, 0.21) 0.94 (0.15, 1.74)*
p-Value for interaction 0.23 0.01 0.81
aIQR for arsenic: 0.06 μg/g. bRegression models were adjusted for age, cigarette smoking, pack-years of smoking, sea-
son of clinical visit, year of clinical visit, BMI, years of education, race/ethnicity, and alcohol intake. *p < 0.05. **p < 0.01.
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Our study was the first to use a biomarker of 
arsenic dose when assessing relations with BP.

Cadmium. Cadmium may act on BP 
through mechanisms related to oxidative stress 
(Valko et al. 2005), inflammation (Kayama 
et al. 1995), endothelial dysfunction, par-
tial agonism of calcium channels, increased 
vasoconstriction, and activation of the sym-
pathetic nervous system (Varoni et al. 2003). 
It may also act through renal tubular dam-
age, sodium retention, and volume overload 
(Satarug et al. 2006).

Food from cadmium-contaminated soils is 
a major exposure source (Satarug and Moore 
2004). Other sources include tobacco smoke, 
soil, dust, water, and air pollution (Henson 
and Chedrese 2004; Satarug and Moore 2004).

Toenail cadmium concentrations were 
lower in our study than in other U.S. general 
population studies (Platz et al. 2002; Slotnick 
et al. 2005; Yoshizawa et al. 2002). Data on 
validity of toenails as cadmium biomarkers 
are sparse. Most relevant studies found asso-
ciations between cadmium exposure and con-
centrations in toenails or nails (Anwar 2005; 
Mortada et al. 2002; Vinceti et al. 2007). 
However, toenail levels did not vary with 
smoking (a major cadmium source) among 
our participants. This may reflect shortcom-
ings of toenails as cadmium biomarkers or 
other factors, such as the potential influence 
of nontobacco cadmium sources. In addition, 
few participants were active smokers, and 
number of pack-years likely reflects an expo-
sure window too distant to influence current 
toenail concentrations.

The literature regarding cadmium and BP 
is inconsistent. Investigations report positive 
(Satarug et al. 2005; Tellez-Plaza et al. 2008) 
and null (Staessen et al. 1991, 2000) associa-
tions with BP. One ecologic analysis reported 
a negative relation (Kagamimori et al. 1986). 
We found little evidence of associations 
between cadmium and BP. This should be 
interpreted cautiously in light of an unvali-
dated biomarker of exposure.

Mercury. Mercury may act on BP through 
mechanisms related to oxidative stress, vascu-
lar inflammation, endothelial dysfunction/
nitric oxide inhibition, renal tubular dysfunc-
tion, and proteinuria (Houston 2007).

Mercury exposure occurs primarily through 
seafood and dental amalgams (Brodkin et al. 
2007). Toenail mercury is a reliable, well-
validated biologic marker of long-term expo-
sure to the metal (Garland et al. 1993; Joshi 
et al. 2003; MacIntosh et al. 1997; Rees et al. 
2007). Toenail mercury concentration in our 
analysis was similar to other general population 
studies (Garland et al. 1993; Rees et al. 2007) 
but lower than in the U.S. Health Professionals 
Follow-Up Study (Joshi et al. 2003).

The overall evidence on mercury and BP 
is inconsistent, with studies reporting positive 

and null associations (Johansson et al. 2002; 
Pedersen et al. 2005; Valera et al. 2009). Data 
on associations between low-level mercury 
and BP are sparse. We found little evidence of 
an association between mercury and BP.

Manganese. Manganese may act on BP by 
lowering vascular sensitivity to alpha-adrenergic 
receptor activation, decreasing dopamine levels, 
and inducing oxidative stress. It may also act 
through antagonism of the alpha-adrenergic 
receptor in blood vessels, calcium channel 
antagonism, or effects on the autonomic ner-
vous system (Jiang and Zheng 2005).

Manganese exposure occurs through 
food, water, air, and soil (Santamaria 2008). 
Manganese is associated with hypotension 
and decreased BP in animal (Jiang and Zheng 
2005) and occupational research (Jiang et al. 
2002; Su et al. 1998). Postural hypotension 
was observed in manganese dipyridoxyldiphos-
phate overdosed patients (Misselwitz et  al. 
1995). Toenail manganese concentration in 
our investigation is similar, although slightly 
lower, relative to another U.S. general popula-
tion study (Slotnick et al. 2005).

Environmental manganese is gener-
ally considered to lower hypertension risk 
(Houtman 1996). However, nonoccupational 
studies have reported positive (Taneja and 
Mandal 2007), null (Tubek and Tubek 2008), 
and negative (Gonzalez-Muñoz et al. 2010) 
associations with BP-related outcomes. Results 
may differ across investigations because of 
variations in study design, confounder control, 
metal measurement, definition or measure-
ment of the BP outcome, manganese exposure 
level, and participant characteristics.

We found negative relations between toe-
nail manganese and BP in models adjusted 
for other metals. This is consistent with results 
observed in occupational investigations. 
However, these tentative results should be 
interpreted extremely cautiously, because toe-
nails are not validated biomarkers of environ-
mental manganese exposure.

Lead. Proposed mechanisms linking lead 
to BP elevation include effects on kidney func-
tion, oxidative stress, and nitric oxide and 
guanylate cyclase levels, and changes in the 
renin-angiotensin system (Navas-Acien et al. 
2007).

Lead is associated with hypertension and 
BP elevation in occupational and experimen-
tal animal research and in many environmen-
tal epidemiologic studies (Navas-Acien et al. 
2007). A recent systematic review concluded 
that this association is causal (Navas-Acien et al. 
2007). Bone lead, which represents cumula-
tive lead exposure (Hu et al. 2007), is consis-
tently associated with BP outcomes in the NAS 
(Cheng et al. 2001; Hu et al. 1996; Perlstein 
et al. 2007). Toenail lead levels in our analysis 
were similar to those of adults in another U.S. 
general population study (Slotnick et al. 2005).

Exposure occurs primarily through inhala-
tion of lead dust and ingestion of contami-
nated food and water (Rosin 2009). Toenails 
are not validated biomarkers of lead exposure. 
In fact, some research suggests that nails may 
be inappropriate biomarkers for lead (Barbosa 
et al. 2005). We found no association between 
toenail lead and BP, perhaps because of a 
number of factors. For example, toenail lead 
represents a shorter averaging time than bone 
lead. Alternatively, toenails may be a poor lead 
biomarker. Among men included in lead–BP 
analyses, toenail lead was weakly correlated 
with blood lead (r = 0.28, p < 0.0001), but not 
tibia (r = 0.04, p = 0.55) or patella (r = 0.03, 
p = 0.64) lead (blood and bone lead were 
measured as described by Hu et al. 1996).

Effect modification. Statins reduce inflam-
mation and oxidative stress, including in the 
vascular endothelium, and increase nitric 
oxide levels (Rubba 2007).

We found statistically significant inter
action between arsenic and statins for DBP, 
with associations limited to statin nonusers. 
Thus, it is possible that statins blunt effects 
of arsenic on DBP, although this interaction 
needs to be evaluated in other studies. We 
found no evidence of interactions between 
manganese and statin use.

Study Limitations and Future 
Research Directions
The cross-sectional design of our investiga-
tion precludes us from ascertaining causality. 
We had limited power to assess interactions. 
In addition, our study population consists 
almost entirely of white, elderly men.

Another limitation is using toenails as bio-
markers. Although toenails are validated bio-
markers for mercury and arsenic, their validity 
is unclear for cadmium and manganese and 
has been called into question for lead. It is very 
important to interpret results with caution. BP 
readings are based on only one study visit, 
although BP is variable and affected by many 
stimuli. This variability may attenuate results.

We did not correct for multiple com-
parisons. We have examined five metals. 
However, they all have pathway-based sup-
port for associations with BP, and we believe 
that our study should not be penalized relative 
to investigations examining only individual 
metals under these circumstances.

More research is needed to address rela-
tions between metals and BP among larger, 
more diverse prospective cohorts. Potential 
interactions between arsenic and statins should 
be evaluated in future analyses.

Conclusions
Our findings suggest that environmental arse-
nic may be associated with BP. Our analyses 
also tentatively suggest that toenail manga-
nese may be associated with decreased BP. We 
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found no consistent associations with IQR 
increases in toenail mercury, cadmium, or 
lead. These findings should be interpreted in 
light of the difficulty of ascertaining fish intake 
[the beneficial cardiovascular effects of this 
important mercury source (Appel et al. 1993) 
may confound associations between toenail 
mercury and BP] and potential shortcomings 
of toenails as biomarkers for metal exposure.

Although changes in BP reported here are 
not clinically relevant on an individual level, 
shifting the population distribution of BP has 
public health significance (Dickinson et al. 
2007). Findings of associations for arsenic at 
these levels, if confirmed, suggests that cur-
rent efforts to regulate arsenic exposure in the 
general population may be inadequate.

References

Adair BM, Hudgens EE, Schmitt MT, Calderon RL, Thomas DJ. 
2006. Total arsenic concentrations in toenails quan-
tified by two techniques provide a useful biomarker of 
chronic arsenic exposure in drinking water. Environ Res 
101(2):213–220.

Anwar M. 2005. Arsenic, cadmium, and lead levels in hair and 
toenail samples in Pakistan. Environ Sci 12:71–86.

Appel LJ, Miller ER, Seidler AJ, Whelton PK. 1993. Does supple-
mentation of diet with ‘fish oil’ reduce blood pressure? A 
meta-analysis of controlled clinical trials. Arch Intern Med 
153(12):1429–1438.

ATSDR (Agency for Toxic Substances and Disease Registry). 
2007. Toxicological Profile for Arsenic CAS# 7440–38–2. 
Atlanta, GA:ATSDR.

Barbosa F Jr, Tanus-Santos JE, Gerlach RJ, Parsons PJ. 2005. 
A critical review of biomarkers used for monitoring human 
exposure to lead: advantages, limitations, and future 
needs. Environ Health Perspect 113:1669–1674.

Beane Freeman LE, Dennis LK, Lynch CF, Thorne PS, Just CL. 
2004. Toenail arsenic content and cutaneous melanoma in 
Iowa. Am J Epidemiol 160(7):679–687.

Bell B, Rose C, Damon A. 1972. The Normative Aging Study: 
an interdisciplinary and longitudinal study of health and 
aging. Aging Hum Dev 3:5–17.

Benbrahim-Tallaa L, Waalkes MP. 2008. Inorganic arsenic and 
human prostate cancer. Environ Health Perspect 116:158–164.

Brodkin E, Copes R, Mattman A, Kennedy J, Kling R, Yassi A. 
2007. Lead and mercury exposures: interpretation and 
action. CMAJ 176(1):59–63.

Chen CJ, Hsueh YM, Lai MS, Shyu MP, Chen SY, Wu MM, et al. 
1995. Increased prevalence of hypertension and long-term 
arsenic exposure. Hypertension 25(1):53–60.

Chen Y, Factor-Litvak P, Howe GR, Graziano JH, Brandt-Rauf P, 
Parvez F, et  al. 2007. Arsenic exposure from drinking 
water, dietary intakes of B vitamins and folate, and risk of 
high blood pressure in Bangladesh: a population-based, 
cross-sectional study. Am J Epidemiol 165(5):541–552.

Cheng Y, Schwartz J, Sparrow D, Aro A, Weiss ST, Hu H. 2001. 
Bone lead and blood lead levels in relation to baseline blood 
pressure and the prospective development of hypertension: 
the Normative Aging Study. Am J Epidemiol 153(2):164–171.

Cui JS, Hopper JL, Harrap SB. 2003. Antihypertensive treat-
ments obscure familial contributions to blood pressure 
variation. Hypertension 41(2):207–210.

Dastgiri S, Mosaferi M, Fizi MA, Olfati N, Zolali S, Pouladi N, 
et al. 2010. Arsenic exposure, dermatological lesions, 
hypertension, and chromosomal abnormalities among 
people in a rural community of northwest Iran. J Health 
Popul Nutr 28(1):14–22.

Dickinson BD, Havas S, Council on Science and Public Health, 
American Medical Association. 2007. Reducing the popula-
tion burden of cardiovascular disease by reducing sodium 
intake: a report of the Council on Science and Public 
Health. Arch Intern Med 167(14):1460–1468.

Engel RR, Hopenhayn-Rich C, Receveur O, Smith AH. 1994. 
Vascular effects of chronic arsenic exposure: a review. 
Epidemiol Rev 16(2):184–209.

Garland M, Morris JS, Rossner BA, Stampfer MJ, Spate VL, 

Baskett CJ, et al. 1993. Toenail trace element levels as 
biomarkers: reproducibility over a 6-year period. Cancer 
Epidemiol Biomarkers Prev 2:493–497.

Gonzalez-Muñoz MJ, Sanchez-Muniz FJ, Rodenas S, 
Sevillano MI, Larrea Marin MT, Bastida S. 2010. Differences 
in metal and metalloid content in the hair of normo- and 
hypertensive postmenopausal women. Hypertens Res 
33(3):219–224.

Henson MC, Chedrese PJ. 2004. Endocrine disruption by cad-
mium, a common environmental toxicant with paradoxical 
effects on reproduction. Exp Biol Med 229(5):383–392.

Hogan JW, Lancaster T. 2004. Instrumental variables and 
inverse probability weighting for causal inference from 
longitudinal observational studies. Stat Methods Med Res 
13(1):17–48.

Houston MC. 2007. The role of mercury and cadmium heavy 
metals in vascular disease, hypertension, coronary heart 
disease, and myocardial infarction. Altern Ther Health 
Med 13(2):S128–S133.

Houtman JP. 1996. Trace elements and cardiovascular dis-
eases. J Cardiovasc Risk 3(1):18–25.

Hu H, Aro A, Payton M, Korrick S, Sparrow D, Weiss ST, et al. 
1996. The relationship of bone and blood lead to hyperten-
sion. The Normative Aging Study. JAMA 275(15):1171–1176.

Hu H, Shih R, Rothenberg S, Schwartz BS. 2007. The epide-
miology of lead toxicity in adults: measuring dose and 
consideration of other methodologic issues. Environ Health 
Perspect 115:455–462.

Jiang YM, Lu JP, Huang ZB, Lu ZG, Huang JL, Huang HH. 2002. 
Effects of manganese exposure on cardiovascular func-
tions of male workers. Ind Health Occup Dis 28:65–67.

Jiang Y, Zheng W. 2005. Cardiovascular toxicities upon manga-
nese exposure. Cardiovasc Toxicol 5(4):345–354.

Johansson N, Basun H, Winblad B, Nordberg M. 2002. 
Relationship between mercury concentration in blood, 
cognitive performance, and blood pressure, in an elderly 
urban population. Biometals 15(2):189–195.

Joshi A, Douglass CW, Kim HD, Joshipura KJ, Park MC, Rimm EB, 
et al. 2003. The relationship between amalgam restorations 
and mercury levels in male dentists and nondental health 
professionals. J Public Health Dent 63(1):52–60.

Kagamimori S, Watanabe M, Nakagawa H, Okumura Y, 
Kawano S. 1986. Case-control study on cardiovascular 
function in females with a history of heavy exposure to 
cadmium. Bull Environ Contam Toxicol 36(4):484–490.

Karagas MR, Stukel TA, Morris JS, Tosteson TD, Weiss JE, 
Spencer SK. 2001. Skin cancer risk in relation to toenail 
arsenic concentrations in a US population-based case-
control study. Am J Epidemiol 153(6):559–565.

Karagas MR, Tosteson TD, Blum J, Klaue B, Weiss JE, 
Stannard V, et al. 2000. Measurement of low levels of arse-
nic exposure: a comparison of water and toenail concen-
trations. Am J Epidemiol 152(1):84–90.

Kayama F, Yoshida T, Elwell MR, Luster MI. 1995. Cadmium-
induced renal damage and proinflammatory cytokines: 
possible role of IL-6 in tubular epithelial cell regeneration. 
Toxicol Appl Pharmacol 134(1):26–34.

Kwok RK, Mendola P, Liu ZY, Savitz DA, Heiss G, Ling HL, et al. 
2007. Drinking water arsenic exposure and blood pressure 
in healthy women of reproductive age in Inner Mongolia, 
China. Toxicol Appl Pharmacol 222(3):337–343.

Kwong RC, Karagas MR, Kelsey KT, Mason RA, Tanyos SA, 
Schned AR, et al. 2010. Arsenic exposure predicts bladder 
cancer survival in a US population. World J Urol 28(4):487–492.

MacIntosh DL, Williams PL, Hunter DJ, Sampson LA, Morris SC, 
Willett WC, et al. 1997. Evaluation of a food frequency 
questionnaire-food composition approach for estimating 
dietary intake of inorganic arsenic and methylmercury. 
Cancer Epidemiol Biomarkers Prev 6:1043–1050.

Misselwitz B, Muhler A, Weinmann HJ. 1995. A toxicologic risk 
for using manganese complexes? A literature survey of 
existing data through several medical specialties. Invest 
Radiol 30(10):611–620.

Mortada WI, Sobh MA, el-Defrawy MM, Farahat SE. 2002. 
Reference intervals of cadmium, lead, and mercury in 
blood, urine, hair, and nails among residents in Mansoura 
city, Nile delta, Egypt. Environ Res 90:104–110.

MWRA (Massachusetts Water Resources Authority). 2011. 
Monthly Water Quality Test Results. Available: http://
www.mwra.state.ma.us/monthly/wqupdate/qual3wq.htm 
[accessed 10 March 2010].

Navas-Acien A, Guallar E, Silbergeld EK, Rothenberg SJ. 2007. 
Lead exposure and cardiovascular disease—a systematic 
review. Environ Health Perspect 115:472–482.

Pedersen EB, Jorgensen ME, Pedersen MB, Siggaard C, 
Sorensen TB, Mulvad G, et al. 2005. Relationship between 
mercury in blood and 24-h ambulatory blood pressure in 
Greenlanders and Danes. Am J Hypertens 18(5 pt 1):612–618.

Perlstein T, Weuve J, Schwartz J, Sparrow D, Wright R, 
Litonjua A, et al. 2007. Cumulative community-level lead 
exposure and pulse pressure: the Normative Aging Study. 
Environ Health Perspect 115:1696–1700.

Pi J, Kumagai Y, Sun G, Yamauchi H, Yoshida T, Iso H, et al. 
2000. Decreased serum concentrations of nitric oxide 
metabolites among Chinese in an endemic area of chronic 
arsenic poisoning in inner Mongolia. Free Radic Biol Med 
28(7):1137–1142.

Platz EA, Helzlsouer KJ, Hoffman SC, Morris JS, Baskett CK, 
Comstock GW. 2002. Prediagnostic toenail cadmium and zinc 
and subsequent prostate cancer risk. Prostate 52:288–296.

Rahman M, Tondel M, Ahmad SA, Chowdhury IA, Faruquee MH, 
Axelson O. 1999. Hypertension and arsenic exposure in 
Bangladesh. Hypertension 33(1):74–78.

Rees JR, Sturup S, Chen C, Folt C, Karagas MR. 2007. Toenail 
mercury and dietary fish consumption. J Expo Sci Environ 
Epidemiol 17:25–30.

Rosin A. 2009. The long-term consequences of exposure to 
lead. Isr Med Assoc J 11(11):689–694.

Rubba P. 2007. Effects of atorvastatin on the different phases of 
atherogenesis. Drugs 67 (suppl 1):17–27.

Santamaria AB. 2008. Manganese exposure, essentiality and 
toxicity. Indian J Med Res 128(4):484–500.

Satarug S, Moore MR. 2004. Adverse effects of chronic expo-
sure to low-level cadmium in foodstuffs and cigarette 
smoke. Environ Health Perspect 112:1099–1103.

Satarug S, Nishijo M, Lasker JM, Edwards RJ, Moore MR. 2006. 
Kidney dysfunction and hypertension: role for cadmium, p450 
and heme oxygenases? Tohoku J Exp Med 208(3):179–202.

Satarug S, Nishijo M, Ujjin P, Vanavanitkun Y, Moore MR. 2005. 
Cadmium-induced nephropathy in the development of high 
blood pressure. Toxicol Lett 157(1):57–68.

Slotnick MJ, Meliker JR, AvRuskin GA, Ghosh D, Nriagu JO. 
2007. Toenails as a biomarker of inorganic arsenic intake 
from drinking water and foods. J Toxicol Environ Health A 
70(2):148–158.

Slotnick MJ, Nriagu JO. 2006. Validity of human nails as a bio-
marker of arsenic and selenium exposure: a review. Environ 
Res 102:125–139.

Slotnick MJ, Nriagu JO, Johnson MM, Linder AM, Savoie KL, 
Jamil HJ, et al. 2005. Profiles of trace elements in toe-
nails of Arab-Americans in the Detroit area, Michigan. Biol 
Trace Elem Res 107(2):113–126.

Staessen J, Amery A, Bernard A, Bruaux P, Buchet JP, 
Bulpitt CJ, et al. 1991. Blood pressure, the prevalence of 
cardiovascular diseases, and exposure to cadmium: a 
population study. Am J Epidemiol 134(3):257–267.

Staessen JA, Kuznetsova T, Roels HA, Emelianov D, Fagard R. 
2000. Exposure to cadmium and conventional and ambula-
tory blood pressures in a prospective population study. Am 
J Hypertens 13(2):146–156.

Su DM, Li JY, Liu SZ, Guo GX. 1998. Investigation on health 
in manganese ferroalloy workers. Occup Health Emerg 
Rescue 16:148–149.

Taneja SK, Mandal R. 2007. Mineral factors controlling essential 
hypertension – a study in the Chandigarh, India population. 
Biol Trace Elem Res 120(1–3):61–73.

Tellez-Plaza M, Navas-Acien A, Crainiceanu CM, Guallar E. 
2008. Cadmium exposure and hypertension in the 1999–
2004 National Health and Nutrition Examination Survey 
(NHANES). Environ Health Perspect 116:51–56.

Tobin MD, Sheehan NA, Scurrah KJ, Burton PR. 2005. Adjusting 
for treatment effects in studies of quantitative traits: anti-
hypertensive therapy and systolic blood pressure. Stat 
Med 24(19):2911–2935.

Tsuji JS, Van Kerkhove MD, Kaetzel RS, Scrafford CG, Mink PJ, 
Barraj LM, et al. 2005. Evaluation of exposure to arsenic in 
residential soil. Environ Health Perspect 113:1735–1740.

Tubek S, Tubek S. 2008. The content of elements in rainwater 
and its relation to the frequency of hospitalization for 
arterial hypertension, chronic obstructive pulmonary dis-
ease, and psoriasis in Opole Voivodship, Poland during 
2000–2002. Biol Trace Elem Res 123(1–3):270–276.

Valera B, Dewailly É, Poirier P. 2009. Environmental mercury 
exposure and blood pressure among Nunavik Inuit adults. 
Hypertension 54(5):981–986

Valko M, Morris H, Cronin MT. 2005. Metals, toxicity and oxida-
tive stress. Curr Med Chem 12(10):1161–1208.

Varoni MV, Palomba D, Gianorso S, Anania V. 2003. Cadmium 



Mordukhovich et al.

104	 volume 120 | number 1 | January 2012  •  Environmental Health Perspectives

as an environmental factor of hypertension in animals: 
new perspectives on mechanisms. Vet Res Commun 
27(suppl 1):807–810.

Vinceti M, Venturelli M, Sighinolfi C, Trerotoli P, Bonvicini F, 
Ferrari A, et al. 2007. Case-control study of toenail cad-
mium and prostate cancer risk in Italy. Sci Total Environ 
373(1):77–81.

Wakita Y. 1987. Hypertension induced by methyl mercury in 
rats. Toxicol Appl Pharmacol 89(1):144–147.

Willett WC, Sampson L, Stampfer MJ, Rosner B, Bain C, 
Witschi J, et al. 1985. Reproducibility and validity of a 
semiquantitative food frequency questionnaire. Am J 
Epidemiol 122:51–65.

Wu MM, Chiou HY, Ho IC, Chen CJ, Lee TC. 2003. Gene expres-
sion of inflammatory molecules in circulating lymphocytes 
from arsenic-exposed human subjects. Environ Health 
Perspect 111:1429–1438.

Yang HT, Chou HJ, Han BC, Huang SY. 2007. Lifelong inorganic 

arsenic compounds consumption affected blood pressure 
in rats. Food Chem Toxicol 45(12):2479–2487.

Yoshizawa K, Rimm EB, Morris JS, Spate VL, Hsieh CC, 
Spiegelman D, et al. 2002. Mercury and risk of coronary 
heart disease in men. N Engl J Med 347:1755–1760.

Zierold KM, Knobeloch L, Anderson H. 2004. Prevalence of 
chronic diseases in adults exposed to arsenic-contaminated 
drinking water. Am J Public Health 94(11):1936–1937.


