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all subjects: 1.58 (1.25, 1.99) and 1.72 (1.37, 2.16) for men; 
1.33 (0.94, 1.88) and 1.90 (1.34, 2.70) for women.
Conclusions  Blood mercury concentration was associated 
with both metabolic syndrome and obesity, and the asso-
ciation was dose dependent across metabolic and weight 
phenotypes.
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Introduction

Metabolic syndrome (MetS), an obesity-associated com-
plex metabolic disturbance including high blood pressure, 
high waist circumference, low HDL cholesterol, and high 
triglyceride and high fasting plasma glucose levels (National 
Cholesterol Education Program (NCEP) Expert Panel on 
Detection, Evaluation, and Treatment of High Blood Cho-
lesterol in Adults (Adult Treatment Panel III) 2002; Alberti 
et al. 2005) has a significant public health burden because of 
its high prevalence (George et al. 2006), with consequences 
including increased cardiovascular mortality (Mottillo et al. 
2010) and cancer mortality (Gathirua-Mwangi et al. 2017). 
Although abdominal obesity per se is one component of 
MetS, metabolically healthy or metabolically unhealthy obe-
sity has been classified according to the presence or absence 
of MetS in obese persons. This differentiation is important 
because obese persons without MetS have a lower risk for 
cardiovascular disease and for the incidence of type 2 dia-
betes than obese persons with MetS (Bell et al. 2014; Eckel 
et al. 2016). In addition, the metabolically healthy obese 
group had a potential to develop metabolically unhealthy 
obesity (Mongraw-Chaffin et al. 2016); so the identifica-
tion of factors related to this pathway is critical. As MetS 
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consists of multiple metabolic components, the development 
of MetS may be involved in complex pathophysiological 
mechanisms such as oxidative stress, endoplasmic reticulum 
stress, and inflammatory reaction (Tinkov et al. 2015). These 
pathogenic mechanisms may occur through environmental 
exposure to heavy metals (Eom et al. 2014; Lee and Kim 
2013; Moon 2014). World Health Organization considered 
mercury as one of the top 10 chemicals of major public 
health concern. Health effects of mercury differ according 
to the type of mercury such as elemental, inorganic (mainly 
exposed through occupation), and organic (e.g., methyl mer-
cury, mainly exposed through diet such as fish and shellfish), 
dose, age or developmental stage of the person exposed, 
duration of exposure, and route of exposure (World Health 
Organization 2017).

Mercury has been considered to play a role in the devel-
opment of MetS due to its pathophysiologic mechanisms 
(Tinkov et al. 2015). However, previous findings on asso-
ciations of mercury with MetS and obesity are inconsist-
ent (Rothenberg et al. 2015; Park et al. 2017; Ettinger et al. 
2014; Eom et al. 2014; Lee and Kim 2013; Moon 2014). 
The association between mercury level and MetS was sig-
nificant (Eom et al. 2014) or non-significant (Moon 2014; 
Lee and Kim 2013; Ettinger et al. 2014). In those studies 
conducted in the Korean population (Lee and Kim. 2013; 
Moon 2014; Eom et al. 2014) and African descent, (Ettinger 
et al. 2014) weight status was not taken into account. On the 
other hand, the directions of associations of obesity indi-
cators and weight status with mercury level were different 
in the Korean population (Park et al. 2017) and the U.S. 
population (Rothenberg et al. 2015). Given the inconsistent 
findings of previous studies and there are concerns regarding 
higher exposure to bio-accumulated mercury (Lamborg et al. 
2014), investigating the relationship between mercury and 
metabolic and weight phenotypes may enhance information 
regarding the hazardous effect of mercury.

To the best of our knowledge, any relationship between 
mercury and the combined phenotypes of MetS and obe-
sity has not been reported. Then, the present study aimed 
to examine the association between blood mercury concen-
trations and metabolic and weight phenotypes, using data 
from the 2011–2013 Korea National Health and Nutrition 
Examination Survey (KNHANES).

Methods

Study population

KNHANES 2011–2013 was a cross-sectional, nation-
ally representative survey for individuals from the non-
institutionalized civilian population of South Korea (The 
Sixth Korea National Healthy and Nutition Examination 

Survey (KNHANES VI-1) 2013). Among the 18,972 adults 
aged ≥ 19 years, the current study included participants 
who had a complete dataset for blood mercury concen-
tration, components of MetS, and BMI. 6030 participants 
had data of blood mercury concentration, 16, 618 partici-
pants had data of MetS, and 17,907 participants had data 
of BMI. Therefore, participants who did not have data of 
blood mercury concentration, data of MetS, or data of BMI 
were excluded (N = 12,966). Finally, 6006 Korean adults 
(2963 men, 3043 women, mean age 44.7 ± 14.7 years) were 
included in the present study. Compared to the excluded par-
ticipants, individuals who were included were less likely 
to have MetS (22.8 vs. 27.4%, P < 0.001). However, there 
was no significant difference in prevalence of obesity (i.e. 
BMI ≥ 25 kg/m2) between the two groups (32.1 vs. 32.1%). 
All procedures involving human participants were approved 
by the Institutional Review Board of the Korean Center for 
Disease Control and Prevention.

Measurements of mercury, metabolic and weight 
phenotypes, and confounding factors

Measurements of blood mercury concentration and compo-
nents of MetS were conducted in each participant after at 
least an 8-h fast. Blood samples were analyzed in the central 
laboratory certified by the Korean Ministry of Health and 
Welfare. Blood mercury concentration was measured using 
a gold-amalgam collection method with a DMA-80 (Mile-
stone, Bergamo, Italy), while fasting plasma glucose (FPG), 
triglyceride (TG), and high density lipoprotein cholesterol 
(HDL) levels were measured using an automatic analyzer 
(Automatic Chemistry Analyzer 7600, Hitachi, Tokyo, 
Japan). Blood pressure (BP) was assessed manually, using 
a standard mercury sphygmomanometer. Waist circumfer-
ence (WC) was measured at the narrowest point between 
the lower rib margin and the iliac crest. The definition of 
MetS was adapted from the Harmonized definition, which 
requires that three of five MetS components should be pre-
sent (Alberti et al. 2009). The MetS criteria used in this 
study were as follows: WC > 90 cm in men or > 85 cm in 
women (Park et al. 2008); BP ≥ 130/85 mmHg, or a history 
of hypertension; an FPG concentration ≥ 5.6 mmol/L or 
a history of diabetes; a HDL concentration < 1.03 mmol/L 
for men or  <  1.29  mmol/L for women; and a TG 
concentration ≥ 1.63 mmol/L.

BMI was calculated as measured weight (kg)/meas-
ured height (m)2, and the weight status was dichotomized 
as a BMI < 25 kg/m2 for normal weight vs. ≥ 25 kg/m2 
for obesity (Park et al. 2008). Using combined categories 
of metabolic and weight status, four metabolic and weight 
phenotypes were created: without MetS and normal weight 
(MHNW), with MetS and normal weight (MUNW), without 
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MetS and obesity (MHO), and with MetS and obesity 
(MUO).

The potential confounding factors were age, sex, edu-
cational attainment, income level, current smoking status 
(current smoker vs. current non-smoker), alcohol drinking 
status (low risk vs. high risk), regular physical activity (no 
vs. yes), and calorie intake per day. Low-risk alcohol drink-
ing was defined using the definition of National Institute 
on Alcohol Abuse and Alcoholism: For women, low-risk 
drinking is defined as no more than 3 drinks on any single 
day and no more than 7 drinks per week. For men, it is 
defined as no more than 4 drinks on any single day and 
no more than 14 drinks per week (NIAAA’s Definition of 
Drinking at Low Risk for Developing Alcohol Use Disorder 
2017). Regular physical activity was defined when engaging 
in regular, high-intensity exercise for > 20 min per session at 
least 3 times per week; regular, moderate-intensity exercise 
for > 30 min per session at least 5 times per week, or regular 
walking for > 30 min per session at least 5 times per week. 
These factors were assessed using a self-reported standard-
ized questionnaire.

Statistical analysis

Blood mercury concentration was categorized as quar-
tiles or dichotomized by the US Environmental Protection 
Agency’s recommended mercury reference value (≤ 5.8 
vs. > 5.8 μg/L) (Agency for Toxic Substances and Disease 
Registry (ATSDR) 2017; Fernandes Azevedo et al. 2012). 
Mercury values were log10 transformed prior to compari-
son between quartiles, and a quartile-specific geometric 
mean was calculated. Demographic factors, health behav-
iors, weight status, and MetS components were compared 
among the four groups of blood mercury quartiles by a 
Chi-squared test for trend or an analysis of variance and 
polynomial test. The associations between the metabolic and 
weight phenotypes, and subgroups of blood mercury con-
centration, were analyzed using a Chi-squared test for trend. 
Analysis of covariance (ANCOVA) was conducted for the 
association between the metabolic and weight phenotypes, 
and log10 transformed blood mercury concentration as a 
continuous variable, after adjusting for confounding factors. 
Multiple comparison of ANCOVA among subgroups of four 
phenotypes was conducted using the Sidak method, while 
a linear regression test was applied to a trend. Multinomial 
logistic regression analysis was conducted for the associa-
tions between the phenotypes and subgroups of mercury, 
after adjusting for confounding factors. As there was a sig-
nificant association between sex and metabolic and weight 
phenotypes, sex-specific relationships between metabolic 
and weight phenotypes and blood mercury concentration 
were performed. All analyses were performed using SPSS 
Statistics Version 23 (IBM, Armonk, NY, USA).

Results

In the study participants, the prevalence of MetS was 22.9% 
and the prevalence of obesity was 32.1%, with 7.7, 16.9, and 
15.2% classified as MUNW, MHO, and MUO, respectively. 
The geometric mean of blood mercury concentration was 
3.37 μg/L (95% CI 3.32–3.43) and 18.7% of participants 
had blood mercury concentration > 5.8 μg/L. Table 1 shows 
demographic factors, health behaviors, weight status, and 
MetS components of the study population in accordance 
with quartiles of blood mercury concentration. A higher 
mercury quartile was positively associated with old age, 
male sex, higher income, current smoking, current alcohol 
use, history of hypertension, presence of MetS, and greater 
energy intake, while inversely associated with regular 
physical activity. As shown in Table 2, the higher mercury 
quartile group or those who had blood mercury concentra-
tions > 5.8 μg/L in all subjects tended to have obesity or 
MetS, or both. The associations between quartiles of blood 
mercury concentration and metabolic and weight phenotypes 
were consistently significant regardless of sex. However, the 
associations with dichotomized blood mercury concentra-
tions were significant in men but not in women (Table 2).

The geometric mean of blood mercury concentration 
tended to increase across MHNW, MUNW, MHO, and MUO 
groups in overall analysis as well as each sex after adjusting 
for confounding factors (P for trend < 0.001). The marginal 
estimated geometric means of blood mercury concentration 
in all categories of metabolic and weight phenotypes were 
greater in men than in women (Table 3). In the multivari-
able multinomial logistic model, higher mercury quartiles 
were associated with both MetS and obesity. After adjusting 
for confounding factors, the highest mercury quartile group 
had 1.67 and 2.02 times higher odds for having MHO and 
MUO, respectively, than the lowest mercury quartile group. 
In addition, individuals with a blood mercury concentra-
tion > 5.8 μg/L had 1.38 times and 1.54 times higher odds 
for having MHO and MUO, respectively, than those with a 
blood mercury concentration ≤ 5.8 μg/L. The relationships 
of quartiles and dichotomized categories of mercury concen-
tration and metabolic and weight phenotype were significant 
in men, while in women, the associations were significant for 
quartiles of mercury concentration but not for dichotomized 
mercury concentration (Table 4).

Discussion

In the present study using data representative of the Korean 
population, blood mercury concentration was positively 
associated with both obesity and MetS. Individuals who had 
blood mercury concentrations higher than the recommended 
reference value were 38 and 54% more likely to have MHO 
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and MUO, respectively, than those with the recommended 
mercury value, after adjusting for age, sex, education, 
income, heath behaviors, and energy intake. After adjust-
ing for confounding factors, the geometric mean of blood 
mercury concentration tended to increase across MHNW, 
MUNW, MHO, and MUO groups. This dose-dependent 
association between blood mercury concentration and met-
abolic and weight phenotypes was consistent across sex. 
These findings may be the first to demonstrate relationships 
between mercury and phenotypes of metabolic and weight 
status, whereas previous studies focused on the relationship 
of blood mercury concentration with either MetS or obesity.

Previous studies on the association between blood 
mercury concentration and MetS did not show consist-
ent results. For example, Moon did not find significant 
associations between quartiles of blood mercury concen-
tration and MetS, after adjusting for confounding factors 

including BMI using KNHANES 2009–2010 data (Moon 
2014). Another study using KNHANES 2005–2010 data 
also did not find an association between tertiles of blood 
mercury concentration and MetS after adjusting for BMI 
and other confounding factors (Lee and Kim 2013). In 
another study involving a small number of multi-ethnic 
participants, dichotomized blood mercury concentration 
was not associated with MetS components, regardless of 
adjustment for confounding factors (Ettinger et al. 2014). 
By contrast, Eom et al. reported a significant associa-
tion between tertiles of blood mercury concentration and 
MetS, after adjusting for confounding factors in Koreans, 
although they did not adjust for BMI as a confounding fac-
tor (Eom et al. 2014). Therefore, previous findings suggest 
that the association between blood mercury concentration 
and MetS (or its components) may be influenced by the 
adjustment of obesity indicators.

Table 1   The relationships between quartiles of blood mercury concentration (Hg) and demographic, behavioral, and metabolic characteristics 
(n = 6006)

Values are represented as arithmetic mean ± SD, geometric mean ± SD, or number (%)
Q quartile, Dx diagnosis, HDL high density lipoprotein cholesterol
* Using Chi-squared test for trend or one-way analysis of variance (polynomial test)
a Income categories are classified into quartiles using a standardized table of individual’s monthly income
b Low-risk alcohol drinking is defined as no more than 3 drinks on any single day and no more than 7 drinks per week for women; no more than 
4 drinks on any single day and no more than 14 drinks per week for men
c Obesity is defined as a body mass index ≥ 25 kg/m2

d Metabolic syndrome is defined when there are at least three of five following components: high waist circumference (>  90  cm in men 
or > 85 cm in women); high blood pressure (≥ 130/85 mmHg, or a history of hypertension); high fasting plasma glucose (≥ 5.6 mmol/L or a 
history of diabetes);high triglycerides (≥ 1.63 mmol/L); low HDL (< 1.03 mmol/L for men or < 1.29 mmol/L for women)

Blood mercury quartiles P*

Lowest (N = 1500) 2nd (N = 1503) 3rd (N = 1502) Highest (N = 1501)

Mercury, range (μg/L) 0.34–2.18 2.18–3.25 3.25–5.02 5.02–60.68 < 0.001
Mercury, geometric mean (μg/L) 1.59 ± 1.30 2.67 ± 1.12 3.40 ± 1.13 7.62 ± 1.43 < 0.001
Age (years) 41.7 ± 16.5 43.2 ± 15.0 45.2 ± 13.7 48.8 ± 12.6 < 0.001
Men 483 (32.2) 641 (42.6) 813 (54.1) 1026 (68.4) < 0.001
Graduated ≥ high school 1082 (74.6) 1096 (75.2) 1093 (74.8) 1032 (72.3) 0.164
Income ≥ middle higha 620 (41.8) 722 (48.5) 768 (51.6) 825 (55.4) < 0.001
Current smoker 237 (16.3) 302 (20.7) 396 (27.1) 450 (31.6) < 0.001
Low-risk alcohol drinkingb 860 (59.2) 825 (56.6) 780 (53.4) 651 (45.7) < 0.001
Regular physical activity 715 (47.7) 700 (46.6) 684 (45.5) 652 (43.4) 0.017
Energy intake (cal) 1893 ± 774 2025 ± 849 2147 ± 936 2180 ± 870 < 0.001
Dx of hypertension 213 (14.7) 192 (13.2) 233 (15.9) 294 (20.6) < 0.001
Dx of diabetes 122 (8.5) 100 (7.0) 116 (8.0) 135 (9.7) 0.173
Obesityc 371 (24.9) 425 (28.3) 522 (34.8) 605 (40.3) < 0.001
Metabolic syndromed 266 (17.7) 280 (18.6) 365 (24.3) 461 (30.7) < 0.001
High waist circumference 245 (16.3) 300 (20.0) 379 (25.2) 430 (28.6) < 0.001
High blood pressure 425 (28.3) 414 (27.5) 534 (35.6) 675 (45.0) < 0.001
High fasting plasma glucose 309 (20.6) 361 (24.0) 438 (29.2) 560 (37.3) < 0.001
High triglycerides 350 (23.3) 362 (24.1) 480 (32.0) 569 (37.9) < 0.001
Low HDL 490 (32.7) 463 (30.8) 462 (30.8) 416 (27.7) 0.005
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With respect to the associations between blood mer-
cury concentration and weight status, in a sample of the 
Korean population, there were positive associations 
between blood mercury concentration and obesity indica-
tors such as BMI, WC, and visceral adipose tissue (Park 
et al. 2017). In contrast, in the U.S. National Health and 
Nutrition Examination Survey, blood mercury concentra-
tion was lower in obese (BMI ≥ 30 kg/m2) participants 
than in overweight (25 ≤ BMI < 30 kg/m2)/normal weight 
(18.5 ≤ BMI < 25.0 kg/m2) participants (Rothenberg et al. 
2015). However, the point to be considered is that blood 
mercury concentrations in the U.S. population may be lower 
compared to the Korean population. For example, the blood 
mercury concentrations in the U.S. participant and current 
Korean participants were, respectively, 1.4 vs. 3.8 μg/L 
for those with BMI ≥ 30 kg/m2; 1.8 vs. 3.8 μg/L for those 
with 25 ≤ BMI < 30 kg/m2; 1.9 vs. 3.2 μg/L for those with 
18.5 ≤ BMI < 25.0 kg/m2 (Rothenberg et al. 2015).

Based on the current findings, the association with com-
bined phenotypes of MetS and obesity appears to be dose 
dependent. Given the evidence for metabolically healthy 
obesity as a transient state in the pathway to metabolically 
unhealthy obesity (Mongraw-Chaffin et al. 2016), blood 
mercury concentration could be regarded as one risk fac-
tor for the progression from a normal weight to a metaboli-
cally unhealthy obese status. Blood mercury concentration is 
considered to represent integrated dose of mercury over the 
past 5–6 months (Weil et al. 2005). The geometric mean of 
blood mercury concentration in the current population was 
3.37 μg/L (95% CI 3.32–3.43), while it was 1.58 μg/L (95% 
CI 1.29–1.93) in Asians and 0.69 μg/L (95% CI 0.58–0.81) 
in non-Hispanic Whites in the U.S. (Mortensen et al. 2014). 
The prevalence of individuals with a blood mercury con-
centration > 5.8 μg/L was 18.7% in the current population, 
while the prevalence of individuals with a methyl mercury 
concentration > 5.8 μg/L was 15.8% in Asians and 2.8% in 

Table 2   The distribution of 
subgroups of blood mercury 
concentration according to 
metabolic/weight phenotypes 
(n = 6006)

Values are represented as number (%)
MHNW metabolically healthy and normal weight, MUNW metabolically unhealthy but normal weight, 
MHO metabolically healthy but obese, MUO metabolically unhealthy and obese
* Using Chi-squared test for trend

MHNW MUNW MHO MUO P*

Overall (N = 3619) (N = 461) (N = 1015) (N = 911)
 Quartile of mercury < 0.001
  Lowest quartile (n = 1500) 1017 (67.8) 109 (7.3) 217 (14.6) 157 (10.5)
  2nd quartile (n = 1503) 981 (65.3) 97 (6.5) 242 (16.1) 183 (12.2)
  3rd quartile (n = 1502) 867 (57.7) 113 (7.5) 270 (18.0) 252 (16.8)
  Highest quartile (n = 1501) 754 (50.2) 142 (9.5) 286 (19.1) 319 (21.3)

 Dichotomized mercury < 0.001
  ≤ 5.8 μg/L (n = 4880) 3060 (62.7) 355 (7.3) 798 (16.4) 667 (13.7)
  > 5.8 μg/L (n = 1126) 559 (49.6) 106 (9.4) 2317 (19.3) 244 (21.7)

Men (N = 1609) (N = 254) (N = 571) (N = 529)
 Quartile of mercury < 0.001
  Lowest quartile (n = 483) 297 (61.5) 48 (9.9) 81 (16.8) 57 (11.8)
  2nd quartile (n = 641) 395 (61.6) 40 (6.2) 117 (18.3) 89 (13.9)
  3rd quartile (n = 813) 444 (54.6) 64 (7.9) 154 (18.9) 151 (18.6)
  Highest quartile (n = 1026) 473 (46.1) 102 (9.9) 219 (21.3) 232 (22.6)

 Dichotomized mercury < 0.001
   ≤ 5.8 μg/L (n = 2167) 1256 (58.0) 177 (8.2) 398 (18.4) 336 (15.5)
  > 5.8 μg/L (n = 796) 353 (44.3) 77(9.7) 173 (21.7) 193 (24.2)

Women (N = 2010) (N = 207) (N = 444) (N = 382)
 Quartile of mercury < 0.001
  Lowest quartile (n = 1017) 720 (70.8) 61 (6.0) 136 (13.4) 100 (9.8)
  2nd quartile (n = 862) 586 (68.0) 57 (6.6) 125 (14.5) 94 (10.9)
  3rd quartile (n = 689) 423 (61.4) 49 (7.1) 116 (16.8) 101 (14.7)
  Highest quartile (n = 475) 281 (59.2) 40 (8.4) 67 (14.1) 87 (18.3)

 Dichotomized mercury 0.124
  ≤ 5.8 μg/L (n = 2713) 1804 (66.5) 178 (6.6) 400 (14.7) 331 (12.2)
  > 5.8 μg/L (n = 330) 206 (62.4) 29 (8.8) 44 (13.3) 51 (15.5)
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Table 3   Estimated geometric mean of blood mercury concentration according to metabolic/weight phenotypes (n = 6006)

Values are represented as estimated marginal geometric mean ± SE of blood mercury concentration using ANCOVA
Full-adjusted model after adjusting for age, education, income, smoking status, alcohol use, physical activity, energy intake, and sex (only for 
overall subjects)
MHNW metabolically healthy and normal weight, MUNW metabolically unhealthy but normal weight, MHO metabolically healthy but obese, 
MUO metabolically unhealthy and obese
* Using one-way analysis of covariance
** Using linear regression test
a,b Same letters indicate no statistical significance based on Sidak multiple comparison

MHNW (N = 3619) MUNW (N = 461) MHO (N = 1015) MUO (N = 911) P* P**

Overall
 Age/sex-adjusted model (μg/L) 3.24 ± 1.01a 3.29 ± 1.03a 3.61 ± 1.02b 3.79 ± 1.02b < 0.001 < 0.001
 Full-adjusted model (μg/L) 3.23 ± 1.01a 3.33 ± 1.03a 3.65 ± 1.02b 3.80 ± 1.02b < 0.001 < 0.001

Men
 Age-adjusted model (μg/L) 3.72 ± 1.02a 3.91 ± 1.04ab 4.39 ± 1.03bc 4.65 ± 1.03c < 0.001 < 0.001
 Full-adjusted model (μg/L) 3.63 ± 1.02a 3.78 ± 1.04ab 4.16 ± 1.03bc 4.37 ± 1.03c < 0.001 < 0.001

Women
 Age-adjusted model (μg/L) 2.80 ± 1.01a 2.74 ± 1.04ab 2.97 ± 1.03ab 3.06 ± 1.03b 0.007 0.001
 Full-adjusted model (μg/L) 2.98 ± 1.02a 3.01 ± 1.04ab 3.29 ± 1.03bc 3.38 ± 1.03bc < 0.001 < 0.001

Table 4   The associations 
between metabolic/weight 
phenotypes and subgroups of 
blood mercury concentration 
(n = 6006)

Multinomal logistic regression model compared to MHNW group after adjusting for age, education, 
income, smoking status, alcohol use, physical activity, energy intake, and sex (only for overall subjects)
MHNW metabolically healthy and normal weight, MUNW metabolically unhealthy but normal weight, 
MHO metabolically healthy but obese, MUO metabolically unhealthy and obese, OR odds ratio, CI confi-
dence interval

MUNW MHO MUO
OR (95% CI) OR (95% CI) OR (95% CI)

Overall
 Quartiles of mercury (Q)
  2nd Q vs. 1st Q 0.90 (0.66, 1.23) 1.15 (0.93, 1.42) 1.16 (0.91, 1.48)
  3rd Q vs. 1st Q 1.07 (0.79, 1.46) 1.41 (1.14, 1.74) 1.62 (1.28, 2.05)
  4th Q vs. 1st Q 1.26 (0.93, 1.71) 1.67 (1.34, 2.09) 2.02 (1.59, 2.56)

 Dichotomized mercury
  > 5.8 μg/L vs. ≤ 5.8 μg/L 1.25 (0.97, 1.62) 1.38 (1.14, 1.66) 1.54 (1.27, 1.86)

Men
 Quartiles of mercury (Q)
  2nd Q vs. 1st Q 0. 56 (0.34, 0.91) 1.14 (0.82, 1.58) 1.09 (0.74, 1.60)
  3rd Q vs. 1st Q 0.78 (0.50, 1.22) 1.30 (0.94, 1.79) 1.55 (1.08, 2.21)
  4th Q vs. 1st Q 0.97 (0.64, 1.47) 1.79 (1.30, 2.46) 1.97 (1.39, 2.79)

 Dichotomized mercury
  > 5.8 μg/L vs. ≤ 5.8 μg/L 1.28 (0.93, 1.52) 1.58 (1.25, 1.99) 1.72 (1.37, 2.16)

Women
 Quartiles of mercury (Q)
  2nd Q vs. 1st Q 1.39 (0.92, 2.09) 1.22 (0.93, 1.61) 1.35 (0.97, 1.88)
  3rd Q vs. 1st Q 1.52 (0.98, 2.35) 1.65 (1.24, 2.20) 1.80 (1.29, 2.51)
  4th Q vs. 1st Q 1.36 (0.86, 2.16) 1.33 (0.94, 1.88) 1.90 (1.34, 2.70)

 Dichotomized mercury
  > 5.8 μg/L vs. ≤ 5.8 μg/L 0.99 (0.66, 1.23) 0.90 (0.63, 1.30) 1.03 (0.72, 1.47)
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non-Hispanic whites (Mortensen et al. 2014). While expo-
sure to mercury may occur chronically through a variety of 
pathways such as dietary consumption, industrial processes, 
occupational use, dental amalgams, and mercury containing 
vaccines, blood mercury concentration is related mostly to 
the dietary intake of organic forms, particularly methylmer-
cury (Centers for Disease Control and Prevention 2017). In 
a recent study in the Korean population, fish and shellfish 
consumption explained 78% of dietary mercury intake and 
this consumption was strongly associated with blood mer-
cury concentration (Kim et al. 2016). Therefore, in clinical 
context, evaluating blood mercury concentration and poten-
tial source (such as consumption of fish and shell fish) of 
exposure to mercury and designing intervention to reduce 
the exposure could be considered for those at risk for obesity 
or MetS.

The mechanisms for blood mercury concentration in 
relation to obesity and MetS are not clearly understood. To 
explain the positive association between blood mercury con-
centration and obesity, one potential mechanism may be that 
a high blood mercury concentration reflects a low accumu-
lation of mercury in adipose tissue for those with a higher 
susceptibility to metabolic dysfunction. In diabetes-prone 
mice with a high percentage of body fat, a higher mercury 
concentration in the blood and organs and a lower accumula-
tion of mercury in adipose tissue than that in control mice 
were observed (Yamamoto et al. 2014). Another potential 
mechanism to explain higher blood mercury concentration 
in obese individuals could be impaired mercury excretion 
through the biliary system (Skalnaya et al. 2014; Park et al. 
2017). As mercury induces oxidative stress, endoplasmic 
reticulum stress, and inflammation, these mechanisms could 
promote the development of MetS components, such as insu-
lin resistance, hypertension, and dyslipidemia (Tinkov et al. 
2015). Mercury is a potent promotor of oxidative stress, and 
mercury exposure enhances an increase in the free radical 
oxidation process and a reduction in the activity of anti-
oxidant enzymes (Genchi et al. 2017; Kobal et al. 2004; 
Tinkov et al. 2015). In addition, chronic low dose exposure 
to mercury may result in endothelial dysfunction by reduc-
ing the bioavailability of vasodilators such as nitric oxide 
(Fernandes Azevedo et al. 2012). Whether obesity plays a 
role as an inducer, promotor, or modifier in the relationship 
between mercury exposure and MetS remains to be eluci-
dated (Ettinger et al. 2014). Genetic susceptibility may play 
a role in the differential development of MetS and obesity 
even in those of similar exposure to mercury. Studies have 
suggested that response to mercury may be influenced by 
molecular variants in regulatory glutathione detoxification 
system genes involved in absorption, distribution, metabo-
lism and excretion process, natural chelating agents such 
as metallothioneins, selenogenes, and transporters for mer-
cury (Andreoli and Sprovieri 2017). Nevertheless, important 

questions remain about causality in the relationship between 
mercury accumulation and obesity (or visceral obesity). 
Future prospective studies are necessary to disentangle high 
blood mercury level as a cardiometabolic risk factor or an 
innocent bystander of true culprits.

There are several limitations to this study. First, this 
current cross-sectional study may not be able to elucidate 
temporal relationships across mercury exposure, obesity, 
and MetS. In addition, blood mercury concentration tends 
to reflect recent mercury exposure compared to hair and 
urine mercury concentration (Agency for Toxic Substances 
and Disease Registry 2017). Therefore, our findings may 
not apply to cumulative exposure to mercury. Moreover, 
the apparent associations found may be influenced by unad-
justed residual factors, such as selenium, an antagonistic 
element of mercury (Hu et al. 2017).

Despite these limitations, representative population-based 
findings have strengths in terms of being potentially gener-
alizable to Koreans. Furthermore, this study provides note-
worthy results for the importance of blood mercury concen-
tration in relation to obesity and MetS. In conclusion, using 
KNHANES 2011–2013 data, blood mercury concentration 
was associated with both metabolic syndrome and obesity, 
and the association was dose-dependent across metabolic 
and weight phenotypes. Given widely dispersed circum-
stances to mercury exposure, biocumulative potential and 
persistent effects of mercury, and high prevalence of obesity 
and MetS, the impact of mercury exposure on public health 
will be significant. Therefore, current findings demonstrate 
the importance of evaluating risk for exposure to mercury 
and implementing intervention program to control the risk.

Compliance with ethical standards 

Funding  This work was supported by the National Research Foun-
dation of Korea Grant funded by the Korean Government (NRF-
2017S1A5B8066096).

Conflict of interest  No conflicts of interests exist.

Ethical approval  All procedures performed in studies involving 
human participants were in accordance with the ethical standards of 
the institutional and/or national research committee and with the 1964 
Helsinki declaration and its later amendments or comparable ethical 
standards. For this type of study, formal consent is not required.

References

Agency for Toxic Substances and Disease Registry (ATSDR) (2017) 
Toxicological Profile for Mercury. Washington, DC, USA: 
ATSDR, Public Health Service, US Department of Health and 
Human Services; https://www.atsdr.cdc.gov/mercury/docs/11-
229617-B_Mercury_508_Healthcare_Providers.pdf. Assessed 
13 Apr 2017

https://www.atsdr.cdc.gov/mercury/docs/11-229617-B_Mercury_508_Healthcare_Providers.pdf
https://www.atsdr.cdc.gov/mercury/docs/11-229617-B_Mercury_508_Healthcare_Providers.pdf


192	 Int Arch Occup Environ Health (2018) 91:185–193

1 3

Alberti KG, Eckel RH, Grundy SM, Zimmet PZ, Cleeman JI, Donato 
KA, Fruchart JC, James WP, Loria CM, Smith SC Jr, International 
Diabetes Federation Task Force on Epidemiology and Prevention, 
Hational Heart, Lung, and Blood Institute, American Heart Asso-
ciation, World Heart Federation, International Atherosclerosis 
Society, International Association for the Study of Obesity (2009) 
Harmonizing the metabolic syndrome: a joint interim statement of 
the International Diabetes Federation Task Force on Epidemiol-
ogy and Prevention; National Heart, Lung, and Blood Institute; 
American Heart Association; World Heart Federation; Interna-
tional Atherosclerosis Society; and International Association for 
the Study of Obesity. Circulation 120:1640–1645. doi:10.1161/
CIRCULATIONAHA.109.192644

Alberti KG, Zimmet P, Shaw J, IDF Epidemiology Task Force Con-
sensus Group (2005) The metabolic syndrome–a new worldwide 
definition. Lancet 366:1059–1062

George A, Zimmet P, Alberti JS, Zimmet GP, Shaw J (2006) The 
IDF consensus worldwide definition of the metabolic syndrome. 
In: Grundy SM (ed) International Diabetes Federation, Brus-
sels. http://www.idf.org/webdata/docs/IDF_Meta_def_final.pdf. 
Accessed 21 July 2017

Andreoli V, Sprovieri F (2017) Genetic aspects of susceptibility to 
mercury toxicity: an overview. Int J Environ Res Public Health. 
doi:10.3390/ijerph14010093

Bell JA, Kivimaki M, Hamer M (2014) Metabolically healthy obesity 
and risk of incident type 2 diabetes: a meta-analysis of prospec-
tive cohort studies. Obes Rev 15:504–515. doi:10.1111/obr.12157

Centers for Disease Control and Prevention (2017) Biomonitoring 
Summary: Mercury. http://www.cdc.gov/biomonitoring/Mer-
cury_BiomonitoringSummary.html. Accessed 24 July 2017

Eckel N, Meidtner K, Kalle-Uhlmann T, Stefan N, Schulze MB (2016) 
Metabolically healthy obesity and cardiovascular events: a sys-
tematic review and meta-analysis. Eur J Prev Cardiol 23:956–966. 
doi:10.1177/2047487315623884

Eom SY, Choi SH, Ahn SJ, Kim DK, Kim DW, Lim JA, Choi BS, 
Shin HJ, Yun SW, Yoon HJ, Kim YM, Hong YS, Yun YW, 
Sohn SJ, Kim H, Park KS, Pyo HS, Kim H, Oh SY, Kim J, Lee 
SA, Ha M, Kwon HJ, Park JD (2014) Reference levels of blood 
mercury and association with metabolic syndrome in Korean 
adults. Int Arch Occup Environ Health 87:501–513. doi:10.1007/
s00420-013-0891-8

Ettinger AS, Bovet P, Plange-Rhule J, Forrester TE, Lambert EV, 
Lupoli N, Shine J, Dugas LR, Shoham D, Durazo-Arvizu RA, 
Cooper RS, Luke A (2014) Distribution of metals exposure and 
associations with cardiometabolic risk factors in the “Mod-
eling the Epidemiologic Transition Study”. Environ Health. 
doi:10.1186/1476-069X-13-90

Fernandes Azevedo B, Barros Furieri L, Pecanha FM, Wiggers GA, 
Frizera Vassallo P, Ronacher Simoes M, Fiorim J, Rossi de Batista 
P, Fioresi M, Rossoni L, Stefanon I, Alonso MJ, Salaices M, Val-
entim Vassallo D (2012) Toxic effects of mercury on the car-
diovascular and central nervous systems. J Biomed Biotechnol 
2012:949048. doi:10.1155/2012/949048

Gathirua-Mwangi WG, Monahan PO, Murage MJ, Zhang J (2017) Met-
abolic syndrome and total cancer mortality in the Third National 
Health and Nutrition Examination Survey. Cancer Causes Control 
28:127–136. doi:10.1007/s10552-016-0843-1

Genchi G, Sinicropi MS, Carocci A, Lauria G, Catalano A (2017) 
Mercury Exposure and Heart Diseases. Int J Environ Res Public 
Health. doi:10.3390/ijerph14010074

Hu XF, Eccles KM, Chan HM (2017) High selenium exposure lowers 
the odds ratios for hypertension, stroke, and myocardial infarction 
associated with mercury exposure among Inuit in Canada. Environ 
Int 102:200–206

Kim SA, Kwon Y, Kim S, Joung H (2016) Assessment of die-
tary mercury intake and blood mercury levels in the Korean 

population: results from the Korean National Environmental 
Health Survey 2012-2014. Int J Environ Res Public Health. 
doi:10.3390/ijerph13090877

Kobal AB, Horvat M, Prezelj M, Briski AS, Krsnik M, Dizdarevic T, 
Mazej D, Falnoga I, Stibilj V, Arneric N, Kobal D, Osredkar J 
(2004) The impact of long-term past exposure to elemental mer-
cury on antioxidative capacity and lipid peroxidation in mercury 
miners. J Trace Elem Med Biol 17:261–274

Lamborg CH, Hammerschmidt CR, Bowman KL, Swarr GJ, Mun-
son KM, Ohnemus DC, Lam PJ, Heimburger LE, Rijkenberg 
MJ, Saito MA (2014) A global ocean inventory of anthropo-
genic mercury based on water column measurements. Nature 
512:65–68. doi:10.1038/nature13563

Lee BK, Kim Y (2013) Blood cadmium, mercury, and lead and meta-
bolic syndrome in South Korea: 2005–2010 Korean National 
Health and Nutrition Examination Survey. Am J Ind Med 
56:682–692. doi:10.1002/ajim.22107

Mongraw-Chaffin M, Foster MC, Kalyani RR, Vaidya D, Burke GL, 
Woodward M, Anderson CA (2016) Obesity severity and dura-
tion are associated with incident metabolic syndrome: evidence 
against metabolically healthy obesity from the Multi-Ethnic 
Study of Atherosclerosis. J Clin Endocrinol Metab 101:4117–
4124. doi:10.1210/jc.2016-2460

Moon SS (2014) Additive effect of heavy metals on metabolic syn-
drome in the Korean population: the Korea National Health 
and Nutrition Examination Survey (KNHANES) 2009-2010. 
Endocrine 46:263–271. doi:10.1007/s12020-013-0061-5

Mortensen ME, Caudill SP, Caldwell KL, Ward CD, Jones RL (2014) 
Total and methyl mercury in whole blood measured for the first 
time in the U.S. population: NHANES 2011–2012. Environ Res 
134:257–264. doi:10.1016/j.envres.2014.07.019

Mottillo S, Filion KB, Genest J, Joseph L, Pilote L, Poirier P, Rinfret 
S, Schiffrin EL, Eisenberg MJ (2010) The metabolic syndrome 
and cardiovascular risk a systematic review and meta-analysis. J 
Am Coll Cardiol 56:1113–1132. doi:10.1016/j.jacc.2010.05.034

National Cholesterol Education Program (NCEP) Expert Panel on 
Detection, Evaluation, and Treatment of High Blood Choles-
terol in Adults (Adult Treatment Panel III) (2002) Third Report 
of the National Cholesterol Education Program (NCEP) expert 
panel on detection, evaluation, and treatment of high blood 
cholesterol in adults (Adult Treatment Panel III) final report. 
Circulation 106:3143–3421

NIAAA’s Definition of Drinking at Low Risk for Developing Alco-
hol Use Disorder (AUD) (2017). https://www.niaaa.nih.gov/
alcohol-health/overview-alcohol-consumption/moderate-binge-
drinking. Accessed 21 July 2017

Park HS, Park CY, Oh SW, Yoo HJ (2008) Prevalence of obesity 
and metabolic syndrome in Korean adults. Obes Rev 9:104–107

Park JS, Ha KH, He K, Kim DJ (2017) Association between blood 
mercury level and visceral adiposity in adults. Diabetes Metab 
J 41:113–120

Rothenberg SE, Korrick SA, Fayad R (2015) The influence of obe-
sity on blood mercury levels for U.S. non-pregnant adults and 
children: NHANES 2007-2010. Environ Res 138:173–180. 
doi:10.1016/j.envres.2015.01.018

Skalnaya MG, Tinkov AA, Demidov VA, Serebryansky EP, Niko-
norov AA, Skalny AV (2014) Hair toxic element content in 
adult men and women in relation to body mass index. Biol Trace 
Elem Res 161:13–19. doi:10.1007/s12011-014-0082-9

The Sixth Korea National Healthy and Nutition Examination Survey 
(KNHANES VI-1) (2013) Korea Centers for Disease Control 
and Prevention, Republic of Korea

Tinkov AA, Ajsuvakova OP, Skalnaya MG, Popova EV, Sinitskii 
AI, Nemereshina ON, Gatiatulina ER, Nikonorov AA, Skalny 
AV (2015) Mercury and metabolic syndrome: a review of 

https://doi.org/10.1161/CIRCULATIONAHA.109.192644
https://doi.org/10.1161/CIRCULATIONAHA.109.192644
http://www.idf.org/webdata/docs/IDF_Meta_def_final.pdf
https://doi.org/10.3390/ijerph14010093
https://doi.org/10.1111/obr.12157
http://www.cdc.gov/biomonitoring/Mercury_BiomonitoringSummary.html
http://www.cdc.gov/biomonitoring/Mercury_BiomonitoringSummary.html
https://doi.org/10.1177/2047487315623884
https://doi.org/10.1007/s00420-013-0891-8
https://doi.org/10.1007/s00420-013-0891-8
https://doi.org/10.1186/1476-069X-13-90
https://doi.org/10.1155/2012/949048
https://doi.org/10.1007/s10552-016-0843-1
https://doi.org/10.3390/ijerph14010074
https://doi.org/10.3390/ijerph13090877
https://doi.org/10.1038/nature13563
https://doi.org/10.1002/ajim.22107
https://doi.org/10.1210/jc.2016-2460
https://doi.org/10.1007/s12020-013-0061-5
https://doi.org/10.1016/j.envres.2014.07.019
https://doi.org/10.1016/j.jacc.2010.05.034
https://www.niaaa.nih.gov/alcohol-health/overview-alcohol-consumption/moderate-binge-drinking
https://www.niaaa.nih.gov/alcohol-health/overview-alcohol-consumption/moderate-binge-drinking
https://www.niaaa.nih.gov/alcohol-health/overview-alcohol-consumption/moderate-binge-drinking
https://doi.org/10.1016/j.envres.2015.01.018
https://doi.org/10.1007/s12011-014-0082-9


193Int Arch Occup Environ Health (2018) 91:185–193	

1 3

experimental and clinical observations. Biometals 28:231–254. 
doi:10.1007/s10534-015-9823-2

Weil M, Bressler J, Parsons P, Bolla K, Glass T, Schwartz B (2005) 
Blood mercury levels and neurobehavioral function. JAMA 
293:1875–1882

World Health Organization (2017) Mercury and health. http://www.
who.int/mediacentre/factsheets/fs361/en/. Accessed 21 July 2017

Yamamoto M, Yanagisawa R, Motomura E, Nakamura M, Sakamoto 
M, Takeya M, Eto K (2014) Increased methylmercury toxicity 
related to obesity in diabetic KK-Ay mice. J Appl Toxicol 34:914–
923. doi:10.1002/jat.2954

https://doi.org/10.1007/s10534-015-9823-2
http://www.who.int/mediacentre/factsheets/fs361/en/
http://www.who.int/mediacentre/factsheets/fs361/en/
https://doi.org/10.1002/jat.2954

	Blood mercury concentration in relation to metabolic and weight phenotypes using the KNHANES 2011–2013 data
	Abstract 
	Purpose 
	Methods 
	Results 
	Conclusions 

	Introduction
	Methods
	Study population
	Measurements of mercury, metabolic and weight phenotypes, and confounding factors
	Statistical analysis

	Results
	Discussion
	References




