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Uric acid levels during pregnancy have been examined as a potential indicator of risk for
gestational diabetes mellites, hypertension, and related adverse birth outcomes.
However, evidence supporting the utility of serum uric acid levels in predicting poor
maternal and fetal health has been mixed. The lack of consistent findings may be due to
limitations inherent in serum-based biomeasure evaluations, such as minimal repeated
assessments and variability in the timing of these assessments. To address these gaps,
we examined repeated measurements of diurnal salivary uric acid (sUA) levels in a sample
of 44 healthy women across early-mid and late pregnancy. We assessed potential
covariates and confounds of sUA levels and diurnal trajectories, as well as associations
between maternal weight gain and blood pressure during pregnancy and sUA
concentrations. Using multilevel linear models, we found sUA increased across
pregnancy and displayed a robust diurnal pattern with the highest concentrations at
waking, a steep decline in the early morning, and decreasing levels across the day.
Maternal pre-pregnancy BMI, age, prior-night sleep duration, and fetal sex were
associated with sUA levels and/or diurnal slopes. Maternal blood pressure and
gestational weight gain also showed significant associations with sUA levels across
pregnancy. Our results expand upon those found with serum UA measurements.
Further, they demonstrate the feasibility of using at-home, minimally-invasive saliva
sampling procedures to track UA levels across pregnancy with potential applications
for the long-term monitoring of maternal cardiometabolic risk.
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1 INTRODUCTION

Gestational diabetes mellitus (GDM) and hypertensive disorders are
two of the most common complications experienced during
pregnancy. Hypertensive disorders are the second leading
obstetric cause of maternal death in the world, and both GDM
and high blood pressure (BP) during pregnancy are related to poor
health outcomes for mothers and their children, including increased
risk of type 2 diabetes mellitus (T2DM) and cardiovascular
conditions after pregnancy, problems with fetal growth, and birth
complications (e.g., pre-term birth, cesarean delivery) (1–4). Thus,
identifying and intervening with women at high risk of GDM and
hypertensive disorders during pregnancy is important for
supporting maternal and child health globally (5–7). A key
research priority in this effort is the development and validation
of novel biomarkers of risks during pregnancy that can be assessed
on a large-scale, at low cost, and in ecology-valid settings (5, 7). To
begin to address this need, we conducted a rigorous examination of
uric acid (UA) levels measured in saliva, and the potential covariates
and confounds of UA concentrations, using at-home, minimally-
invasive biospecimen collection protocols.

A large body of research has examined UA levels in blood
during pregnancy as a potential indicator of increased risk of
gestational diabetes, hypertension, preeclampsia, and other related
adverse health outcomes. Serum UA levels, particularly in early
pregnancy, have been associated with increased risk of developing
GDM (8–11). High concentrations of serum UA during
pregnancy have also been associated with high BP and
preeclampsia, as well as related poor birth outcomes such as
lower birth weight and earlier gestational age at birth (12–19).
Further, among women with GDM or hypertensive disorders
in pregnancy, UA levels may help identify a subset of women
at particularly high risk of poor maternal or fetal outcomes, such
as preterm birth, small for gestational age, and preeclampsia
(16, 20–23). The literature connecting serum UA with GDM
and hypertensive disorders in pregnancy, however, is mixed
with marked heterogeneity across study designs, samples, and
testing frequency protocols (16). For example, a recent meta-
analysis found no evidence that serumUA predicted preeclampsia,
eclampsia, fetal/neonatal death, low birthweight, or preterm birth
among pregnant women with high BP (16). While another meta-
analysis published in the same year comparing serum UA in
pregnant women with and without preeclampsia found serum UA
levels, particularly in the third trimester, predicted hypertensive
disorders during pregnancy including preeclampsia and eclampsia
(15). Notably, both studies highlighted the need for more rigorous
and large-scale investigations and rated the quality of the evidence
reviewed as low to moderate (15, 16). Despite this, the
International Society for the Study of Hypertension in
Pregnancy recommends monitoring UA levels of women with
chronic hypertension in pregnancy to track risk of poor maternal
and fetal outcomes (24). Thus, the utility of UA as an indicator of
risk among pregnant women and the role of UA during pregnancy
remains unclear (16, 25–29).

While serum UA concentrations in the general population
correlate with, and in some cases predict, cardiometabolic
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conditions such as T2DM, hypertension, cardiovascular
disease, and obesity (30–34), UA levels undergo natural
changes during pregnancy that could alter these associations.
Early in gestation, serum UA levels decrease as a result of
increased blood volume, increased estrogen, and changes in
UA reabsorption in the kidneys (27, 35, 36). UA levels rise
across pregnancy, reaching pre-pregnancy levels toward the end
of the third trimester (14, 36, 37). While UA may represent a
byproduct of metabolic and hypertensive risk among pregnant
women, indicating pre-existing obesity, metabolic conditions, or
renal problems (14, 27), UA may also play an active role in the
development of these disorders through increased inflammation,
oxidative stress, and endothelial dysfunction (26, 27, 29, 38).
High levels of UA in early pregnancy, and changes from early to
late pregnancy, may be important predictors of GDM and
hypertensive disorders (9–11, 13, 14, 39). However, few studies
have examined UA longitudinally across pregnancy (see (13, 14)
for exceptions), and those that have measured UA across
gestation vary in the timing and frequency of assessments. For
example, Powers and colleagues examined serum UA multiple
times across gestation to evaluate patterns of UA across
pregnancy among healthy women and those with preeclampsia
(14). However, their findings were limited by differences in the
number UA assessments across study groups and a lack of
standardization in the timing of biospecimen collections (14).
A recent prospective examination of repeated measurements of
salivary UA (sUA) across pregnancy found sUA levels predicted
preeclampsia and pregnancy-induced hypertension (13).
However, this study did not consider potential confounding
variables, such as obesity and race/ethnicity, and only
examined sUA levels in the early morning (13). Diurnal
variation in UA levels, and how variability in UA levels across
the day may be related to health, represents another significant
gap in our understanding of UA’s role during pregnancy. UA
has been shown to display a marked diurnal pattern in adults
(40–43). Insights from patients with gout and those with
hypertension highlight the importance of diurnal variation in
symptom severity and suggest potential involvement of UA levels
in these associations (44, 45). Two small studies conducted over
30 years ago suggest that the diurnal pattern of UA is generally
conserved during pregnancy, especially among women with
hypertension (46, 47). However, a thorough examination of
diurnal UA across pregnancy has not been conducted.

Recent advancements allowing for the measurement of UA in
saliva (48) provide opportunities to study the dynamic pattens of
UA across the day and across pregnancy. Salivary UA levels are
correlated with blood levels (correlation coefficients= .47-95) (41,
48–50). The few studies that have examined sUA during
pregnancy have found significant relations between higher sUA
levels and high BP, preeclampsia, pre-term birth, and lower birth
weight, but no differences between sUA levels in women with
and without GDM (13, 50, 51). These studies, however, include
only one assessment of UA per day or only one assessment across
pregnancy, and there is variability in the timing of these samples
across the day. Furthering our understanding of sUA levels in
pregnancy has important implications for advancing minimally-
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invasive and inexpensive screening and monitoring practices for
pregnant women at risk of GDM and hypertensive disorders.
With self-collection and at-home saliva sampling protocols well-
established, extended sUA monitoring during pregnancy could
occur alongside current recommended procedures for blood
sugar and BP monitoring among high-risk pregnant women
(4, 24).

In the present study, we used data from a longitudinal
investigation of women across pregnancy to address gaps in
our understanding of the measurement and utility of sUA during
pregnancy and how it relates to maternal sociodemographic and
health characteristics. Using multiple assessments of sUA
collected during early-mid and late pregnancy from a sample
of low-risk, mid/high-socioeconomic status (SES), generally
healthy women, we addressed three aims: 1) characterize the
diurnal pattern of sUA among pregnant women and assess
changes in this pattern across pregnancy; 2) examine potential
covariates and confounds of sUA levels across the day and across
pregnancy; and 3) assess relations between maternal weight gain
and blood pressure during pregnancy and maternal sUA levels
and diurnal patterns.

We expected that sUA diurnal trajectories would follow the
same pattern as previously reported for serum UA among non-
pregnant women and men with higher levels in the morning and
declining levels across the day (40). We anticipated lower sUA
levels in earlier pregnancy than in later pregnancy (37), and that
maternal body mass index (BMI) and age would be positively
associated with sUA levels while the duration of sleep the prior
night would show inverse associations with sUA (20, 52). The
importance of other maternal and saliva sample characteristics,
such as maternal education, socioeconomic status, race/ethnicity,
prior pregnancies, medication use, oral health, and salivary flow
rate, in predicting sUA concentrations and/or confounding the
relations of interest in the study were explored based on prior
work (14, 20, 53–55). Finally, we expected excessive weight gain
and hypertension during pregnancy would be positively
associated with sUA levels.
2 MATERIALS AND METHODS

2.1 Study Sample
This study used data from a subsample of participants enrolled in
the Fetal Programming study. Detailed descriptions of the Fetal
Programming study participants and procedures have been
previously reported (56). The Fetal Programming study is a
prospective cohort study of 272 women recruited from prenatal
clinics and the community in 2011-2012 who were part of a
larger study called the Alberta Pregnancy Outcomes and
Nutrition (APrON) study (57, 58). Inclusion criteria required
that participants be at least 16 years old, pregnant with a
singleton fetus, and able to read and write in English.
Exclusion criteria were: taking a steroid medication, smoking,
consuming alcohol or drugs, or known fetal or pregnancy
complications (e.g., fetal genetic anomalies, gestational diabetes
or hypertension). A subsample of 44 Fetal Programming
participants was selected for this study based on the volume of
Frontiers in Endocrinology | www.frontiersin.org 3
saliva remaining in archived biospecimens collected during the
initial study procedures and without consideration of maternal
nor fetal/infant characteristics (see Supplemental Materials for
additional information about the subsample).

2.2 Procedures
Data for this study were primarily collected at two prenatal time
points: time 1 (T1) in early-mid pregnancy [5-21 weeks
gestation, MN(SD)=14.01 weeks (3.41)], and time 2 (T2) in
late pregnancy [30-34 weeks gestation, MN(SD)= 32.35 weeks
(0.70)]. At each time point, mothers self-collected salivary
biospecimens in their homes over two consecutive days
(excluding weekends). On each day, participants provided four
whole unstimulated saliva samples using Salivabio oral swabs
placed under the tongue (total of 16 sampling occasions per
participant). A personal digital assistant (PDA) was provided to
each participant to assist with data collection. The PDA signaled
saliva sampling instructions upon waking (allowing for
individualized wake times), 30 minutes after waking, and at
1130h and 2100h. Participants were instructed to refrain from
consuming food, caffeine, citric drinks, and dairy, and to avoid
vigorous exercise and brushing their teeth in the 30 minutes
prior to saliva collection. Participants reported adherence to
these guidelines in the PDA. They were also instructed to
reschedule saliva collections if they had recent dental work or
acute illness. For each saliva sample, except those collected upon
waking, the PDA recorded the sample collection start and end
times. To reduce participant burden, women were not asked to
record collection duration times nor adherence to the eating,
teeth brushing, and exercise instructions for the waking saliva
samples. After collection, participants stored their samples in
their home freezers. Saliva samples were transferred frozen to the
Institute for Interdisciplinary Salivary Bioscience Research at the
University of California, Irvine and archived. All participants
provided written informed consent, and the study procedures
were approved by the University of Calgary Conjoint Health
Research Ethics Board.

2.3 Measures
2.3.1 Uric Acid
Participants’ archived saliva samples were assayed for UA in
duplicate using a commercially available kit (Catalog #1-3802,
Salimetrics, Carlsbad, CA). The test volume was 10 µL, and the
range of the assay was 0.07 to 20 mg/dL. The inter- and intra-
assay CVs were 4.57% and 4.45%, respectively.

2.3.2 Saliva Sample Characteristics and Confounds
The diurnal timing of each saliva sample was indexed as time
since waking (minutes) using participant-reported waking and
sample collection times. Data regarding common confounders of
salivary analyte levels, including flow rate, and recent (within the
30 minutes prior to collection) eating, teeth brushing, and
exercising (yes/no), were available for all non-waking saliva
samples. Flow rate (mL/minute) was calculated using PDA-
recorded sample collection durations (minutes) and saliva
volume (mL) estimated by sample weight.
March 2022 | Volume 13 | Article 813564
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2.3.3 Maternal Sociodemographic, Health, and
Pregnancy Characteristics
Upon enrollment, mothers reported their age (years), race/
ethnicity, education, family income, number of prior
pregnancies, pre-pregnancy height and weight (used to
calculate pre-pregnancy BMI), and the sex of their fetus. Due
to the distribution of the data in our sample, education and
family income data were dichotomized as Completed University
(yes/no) and Family Income <$100,000 (yes/no). The majority of
participants were white (nwhite=35; nAsian=6; nArab=1; nLatin
American=2), so the relations between race/ethnicity and sUA
levels were only examined in sensitivity analyses.

Self-reported medication use and overall oral health were
assessed twice (once at T1 and once at T2) during an interview
with study staff. Participants rated their oral health on a scale
from 1 (poor) to 3 (good), and data were dichotomized (good/
adequate) based on the distribution of responses. Medication use
was rare (any use n=9 and 12 at T1 and T2, respectively), and a
wide range of medications were reported. Therefore, relations
between medication use and sUA levels were only examined in
sensitivity analyses.

Prior night sleep duration was assessed on all four days of
data collection using self-reported sleep and wake times. Within-
and between-individual effects of prior night sleep duration were
modeled separately. Within-individual effects were indexed by
the difference between a participant’s sleep duration (hours) on a
given day and her average duration of sleep across the study
period. Between-individual effects were indexed by the average
duration of prior night sleep across the four study days.

2.3.4 Maternal Weight Gain and Blood Pressure
During Pregnancy
Each participant was assigned a gestational weight gain (GWG)
Group (i.e., below, within, or above the recommended gains)
using self-reported pre-pregnancy BMI, measurements of
maternal weight assessed by trained study staff in the 1st, 2nd,
and 3rd trimesters, and self-reported data about women’s highest
weight during pregnancy (assessed at a 3-month postpartum
study visit) (59, 60). Total GWG and pre-pregnancy BMI were
used to classify women as either below, within, or above the total
GWG recommendations of the Institute of Medicine (59, 60).

Systolic and diastolic BP data were extracted from
participants’ medical records. Thirty participants had BP data
available at both prenatal time points (T1 and T2). These
assessments were conducted by medical staff during clinical
visits. The number of BP assessments per participant ranged
from 1 to 13 (MN(SD)=8.38(2.95)) with 0 to 5 conducted during
gestational weeks 5-21 (MN(SD)=2.00(1.36)) and 1 to 3
conducted during weeks 30-34 (MN(SD)=2.31(0.66)). Each BP
assessment was assigned a BP category (normal, elevated,
hypertension-stage 1, hypertension-stage 2, or hypertensive
crisis) based on the American Heart Association guidelines
(61). BP categories were coded from 0-4 (normal-hypertensive
crisis). Two indictors were computed and examined: 1) an
Overall Average BP Category Score across pregnancy to index
between-person BP effects; and 2) a Within-individual BP
Change index was created for each participant by computing
Frontiers in Endocrinology | www.frontiersin.org 4
the difference between the average BP category score for a given
timepoint (T1 or T2) and the average BP category score across
both timepoints.

2.3.5 Pregnancy Stage
To examine changes in sUA levels and diurnal patterns across
pregnancy, and whether maternal characteristics were
differentially associated with sUA levels in early-mid vs. late
pregnancy, a Pregnancy Stage variable was created to code data
collected in early-mid (T1; 5-21 weeks gestation) vs. late
pregnancy (T2; 30-34 weeks gestation). Gestational age at the
time of data collection was calculated using maternal-report of
the first day of her last menstrual period.

2.4 Statistical Approach
2.4.1 Analytic Sample and Preliminary Analyses
The distribution and range of all datawere examined, and sUAdata
were assessed for normality and kurtosis. Raw sUA data were
plotted across the day and across pregnancy (Figure 1;
Supplementary Figure 1 and Supplementary Table 1). Tests of
association (e.g., Spearman’s and Pearson’s correlations, t-tests and
Kruskal-Wallis rank tests) explored relations between sUA
concentrations at each sampling occasion and the potential
covariates. A Wilcoxon signed-rank test assessed changes in
average BP category scores from T1 to T2. Spearman’s
correlations evaluated the relations between pre-pregnancy BMI
and Overall Average BP Category Scores across pregnancy and
within-individual changes in BP category scores from T1 to T2.

2.4.2 Characterization of Diurnal Salivary UA
Across Pregnancy
We used multilevel linear mixed models to examine change in
sUA across the day and across pregnancy. Three-level models
predicted sUA levels using data from all 16 saliva samples per
participant. The models included random intercepts for day and
participant to account for the nesting of sampling occasions
(level 1) within day (level 2) and participant (level 3). The slope
of change in sUA levels across the day (indexed using Time Since
Waking (minutes); level 1) and Pregnancy Stage (early-mid vs.
late; level 2) were the only independent variables included in
these models. Given the non-linear change in sUA across the day
(Figure 1), we used a piecewise approach to model the diurnal
slopes of sUA. Rather than modeling Time Since Waking
continuously, it was modeled using two variables- one
indexing the slope of change in sUA levels from 0 to 34
minutes post-waking (i.e., Morning Slope) and one indexing
the slope of change in sUA levels from 34 minutes post-waking
to the time of the last saliva sample of the day (i.e., Afternoon/
Evening Slope). The break at 34 minutes post-waking was
determined using the median reported time of the 30-minutes
post-waking saliva sample. Parameter estimates for the two slope
terms (level 1) and Pregnancy Stage (level 2) were examined to
assess the changes in sUA levels across the day and differences in
sUA levels across pregnancy stage. Interactions between
Pregnancy Stage and each slope term were examined to test
whether the Morning and Afternoon/Evening Slopes of sUA
were different in early-mid vs. late pregnancy.
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2.4.3 Associations Between Maternal
Sociodemographic, Health, and Pregnancy
Characteristics and Salivary UA During Pregnancy
The relations between maternal sociodemographic, health, and
pregnancy characteristics and sUA levels and diurnal slopes were
assessed by adding each maternal/pregnancy characteristic variable
to the unadjusted model for sUA described above as either a level 3
(Maternal Age, Completed University, Family Income <$100,000,
Number of Prior Pregnancies, Pre-pregnancy BMI, Fetal Sex, and
Average Prior Night Sleep Duration) or level 2 (Self-reported Oral
Health, Within-individual Change in Prior Night Sleep Duration)
independent variable. Each variable was examined in a separate
model.We assessed the effect of each variable onoverall sUA levels as
well as the significance of interaction terms between the variables and
the Pregnancy Stage and Morning and Afternoon/Evening Slope
parameters. These interaction terms tested whether the relations
between the variables and sUA levels were different in early-mid vs.
late pregnancy (covariate × Pregnancy Stage) and if there were
differential effects of the variables on Morning or Afternoon/
Evening Slopes of sUA (covariate × diurnal slope parameters).
Variables with significant main effects and/or interaction terms
were retained and included in a fully-adjusted model.

2.4.4 Relations Between Maternal Weight Gain
and Blood Pressure During Pregnancy
and Salivary UA During Pregnancy
GWG Group (level 3) and BP indices [Overall Average BP
Category Score across pregnancy (level 3) and the Within-
Frontiers in Endocrinology | www.frontiersin.org 5
individual BP Change index (level 2)] were added separately as
independent variables to fully adjusted models for sUA. We
evaluated the effect of each variable on overall sUA levels and
examined their interactions with Pregnancy Stage and the
Morning and Afternoon/Evening Slope parameters to assess
whether GWG or the BP indices were differentially associated
with sUA during early-mid vs. late pregnancy and/or
differentially related to changes in sUA levels across the
morning or across the afternoon/evening. The model assessing
relations between BP indices and sUA only included women with
BP data available at both T1 and T2 (n=30).
2.4.5 Model Fit and Sensitivity Analyses
The range, distribution, and heteroskedasticity of the residuals were
examined for eachfinalmodel usingQ-Qand scatter plots. Residuals
were plotted against independent variables and interaction terms to
identify potentially influential data points. Participants identified as
potentially influential and thosewith residuals >|3| SD fromthemean
were excluded in sensitivity analyses.

Sensitivity analyses also assessed the effect of medication use
on sUA levels and the impact of excluding women reporting any
medication use or complications during pregnancy (e.g., stressful
pregnancies, at-risk of diabetes) on the findings. We also tested
whether adjusting for the number of BP assessments across
pregnancy affected the associations between BP indices and
sUA, and we added race/ethnicity (white/non-white) to each
final model to examine the impact on model findings. All
analyses were conducted using Stata/SE 15.1.
FIGURE 1 | Average salivary uric acid concentrations (mg/dL) across the day during early-mid and late pregnancy among healthy women (N=43). Raw salivary uric
acid (sUA) concentrations are presented with data averaged across all participants for two days in early-mid (5-21 weeks gestation; shown in dotted lines) and two
days in late pregnancy (30-34 weeks gestation; shown in solid lines). On each day of data collection, participants were asked to self-collect saliva samples at home
upon waking, 30 minutes after waking, at 1130h, and at 2100h. For presentation purposes, the median collection times across all participants and days were used
to plot average sUA concentrations as a function of time since waking. Data at 0 minutes represent average sUA for the waking samples; data at 34 minutes
represent average sUA for the 30-minutes post-waking samples; data at 310 minutes represent average sUA for the 1130h samples; and data at 882 minutes
represent average sUA for the 2100h samples. Error bars represent the standard deviation of the sUA data.
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3 RESULTS

3.1 Analytic Sample and
Preliminary Analyses
sUA data were moderately normally distributed (skew=-0.02-
2.58; kurtosis=1.93-13.55; Supplementary Figure 1). Therefore,
analyses were conducted using the raw data, and model
assumptions and the distribution of residuals were assessed
after model estimation. One saliva sample with a sUA
concentration below the assay’s lowest level of measurement
was replaced with half the lower measurement threshold (62).
One participant had sUA levels >4 SD from the mean at four
sampling occasions (range of sUA at these occasions: 11.18-29.58
mg/dL). Including this participant in the sample significantly
influenced the model results, so this individual was removed
from the analytic sample. Characteristics of the analytic sample
are shown in Table 1.

Across pregnancy, the majority of participants (54%; n=21)
had an average BP category score that placed them in a higher
than Normal to Elevated Risk category (according to the AHA
guidelines; range of Overall Average BP Category Scores across
pregnancy for these participants= 0.09 to 0.83). Approximately
28% of participants (n=11) were in the Normal BP category at all
assessments conducted across pregnancy, and 15% (n=6) had an
average BP category score across pregnancy that placed them in a
higher than Elevated Risk to Hypertension-stage 1 category
(according to the AHA guidelines; range of Overall Average
BP Category Scores across pregnancy for these participants= 1.2
to 2.00). Only one participant had an Overall Average BP
Category Score across pregnancy that exceed 2, placing her in
a category higher than Hypertension-stage 1 (Overall Average
BP Category Score across pregnancy for this participant= 2.67).
The within-individual change in average BP category scores from
T1 to T2 was not statistically significant (change from T1 to T2:
MN(SD)= 0.11(0.69); range= -2.00 to 1.67). Pre-pregnancy BMI
was positively associated with the Overall Average BP Category
Score across pregnancy (r(28)=0.55, p<0.01). However, pre-
pregnancy BMI was not significantly related to the within-
individual change in BP category scores from T1 to T2.

3.1.1 Saliva Sample Characteristics and Confounds
Among the saliva samples for which there were available data,
the effects of Flow Rate, and Recent Eating, Exercising, and Teeth
Brushing on sUA levels were minimal. There were no statistically
significant correlations between Flow Rate and sUA levels. No
differences in sUA levels between participants reporting eating or
brushing their teeth in the 30 minutes prior to sample collection
vs. those reporting not eating or brushing their teeth were
statistically significant after adjusting for multiple testing with
a Bonferroni correction (see Supplemental Materials). Too few
women reported exercising in the 30 minutes before the sample
collection (n=0-2 participants across all sampling occasions) to
statistically assess the effect of exercise on sUA levels. Given these
findings, and the selected missingness of these variables, Flow
Rate, and Recent Eating, Exercising, and Teeth Brushing were
not included as covariates in the models assessing sUA across the
day and across pregnancy. The potential effects of recent eating,
Frontiers in Endocrinology | www.frontiersin.org 6
teeth brushing, and exercise were further examined in sensitivity
analyses (see Supplemental Materials).

3.2 Characterization of Diurnal Salivary
UA Across Pregnancy
On average, sUA levels were highest upon waking and exhibited a
steep decline from the waking to the 30-minutes post-waking
sample (Table 2). After the 30-minutes post-waking assessment,
sUAlevels continued todeclineuntilnighttime, althoughat a slower
rate than in the earlymorning (Table2).The change in sUAslope at
34-mintues post-waking was statistically significant (c2(1)=17.30,
p<0.001). Variability in sUA concentrations was highest at waking
and tended to decline across the day (Table 2, Figure 1 and
Supplementary Figure 1; Supplementary Table 1). Overall, sUA
TABLE 1 | Sample characteristics (N=43 healthy pregnant women).

MN SD

Age (years) 31.12 3.67
White [n (%)] 34 79%
Annual Family Income >$100,000 [n (%)] 20 47%
Completed University [n (%)] 30 71%
Number of Prior Pregnancies 1.81 1.10
Carrying a Female Fetus [n (%)] 27 63%
Average Hours of Sleep the Night Before Assessments in Early-
Mid Pregnancya

7.31 1.15

Average Hours of Sleep the Night Before Assessments in Late
Pregnancya

7.24 1.26

Pre-pregnancy BMI 25.08 5.18
Self-reported Oral Health in Early-Mid Pregnancy
Good 30 70%
Adequate 13 30%

Self-reported Oral Health in Late Pregnancy
Good 31 74%
Adequate 11 26%

Gestational Weight Gain Group [n (%)]
Below 8 19%
Met 16 37%
Above 19 44%

Average Blood Pressure in Early-Mid Pregnancyb

Systolic 108.21 10.83
Diastolic 64.41 8.30
Blood Pressure Category Score 0.38 0.63

Average Blood Pressure in Late Pregnancyb

Systolic 110.82 11.33
Diastolic 67.01 8.17
Blood Pressure Category Score 0.46 0.75

Overall Average Blood Pressure Across Pregnancyb

Systolic 110.91 10.18
Diastolic 66.81 7.31
Blood Pressure Category Score 0.52 0.66
March 2022 | Volume 13 |
 Article 8
Early-Mid Pregnancy= 5-21 weeks gestation; Late Pregnancy= 30-34 weeks gestation. All
data are complete (N=43), except: maternal education n=42 (2% missing data); hours of
sleep in Early-Mid Pregnancy n=41 (5% missing data); hours of sleep in Late Pregnancy
n=42 (2% missing data); oral health in Late Pregnancy n=42 (2% missing data); blood
pressure in Early-Mid Pregnancy n=30 (30% missing data); blood pressure in Late
Pregnancy n=39 (9% missing data); blood pressure across all of pregnancy n=39 (9%
missing data). Gestational weight gain group is based on Institute of Medicine guidelines.
MN, sample mean; SD, sample standard deviation.
aData were collected on two days in Early-Mid and two days in Late pregnancy and
averaged across days to generate Early-Mid and Late means.
bBlood pressure was assessedmultiple times across pregnancy. Blood pressure category
scores were assigned according to the American Heart Association guidelines and were
as follows: 0, normal; 1, elevated; 2, hypertension-stage 1; 3, hypertension-stage 2; and 4,
hypertensive crisis. See section 2.3 Measures for details.
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levels were higher in late compared to early-mid pregnancy
(Table 2), and there were no significant differences in the
Morning nor Afternoon/Evening Slopes of sUA in early-mid vs.
late pregnancy (Figure 1).

3.3 Associations Between Maternal
Sociodemographic, Health, and
Pregnancy Characteristics and Salivary
UA During Pregnancy
Maternal Pre-pregnancy BMI, Age, Prior-night Sleep Duration,
and Fetal Sex were significantly associated with sUA levels and/or
diurnal slopes (Table 2 and Figure 2). In fully adjusted models,
women with higher pre-pregnancy BMIs had, on average, higher
levels of sUA during pregnancy (Table 2). Maternal Age
significantly interacted with Pregnancy Stage such that the
difference in sUA levels from early-mid to late pregnancy
decreased as a function of increasing age (Table 2). For
example, the predicted increase in sUA from early-mid to late
pregnancy for a 25-year-old woman in the sample was more than
twice that predicted for a 34-year-old woman in the sample (1.10
mg/dL predicted increase vs. 0.53 mg/dL predicted increase).

The effect of prior-night sleep duration on sUA levels also
varied by Pregnancy Stage with individuals who had, on average,
longer sleep durations across the study period exhibiting lower
Frontiers in Endocrinology | www.frontiersin.org 7
sUA levels, particularly in late pregnancy (Table 2; effects of
Average Prior-night Sleep Duration in early-mid pregnancy: b=-
0.005, SE=0.003, p=0.07, 95% CI [-0.01, 0.0004], and in late
pregnancy: b=-0.01, SE=0.003, p<0.001, 95% CI [-0.01, -0.004]).
The difference in sUA levels from early-mid to late pregnancy
therefore decreased with increasing average sleep duration. For
example, the predicted increase in sUA from early-mid to late
pregnancy for a woman reporting sleeping, on average, 6 hours
per night was more than twice that predicted for a woman
reporting sleeping an average of 8 hours per night (1.09 mg/dL
predicted increase vs. 0.50 mg/dL predicted increase).

Finally, mothers carrying female fetuses had, on average, higher
levelsof sUAduringpregnancy (averagemarginal effect ofFetal Sex:
b=0.64, SE=0.29, p<0.05, 95% CI [0.07, 1.21]) and exhibited
marginally steeper morning declines in sUA compared to women
carryingmale fetuses (Table 2 andFigure 2; averageMorningSlope
of sUA in mothers carrying female fetuses: b=-0.04, SE= 0.01,
p<0.001, 95%CI [-0.06, -0.02]vs.mothers carryingmale fetuses:b=-
0.02, SE=0.01, p=0.17, 95% CI [-0.04, 0.01]).

In our sample of mid/high-SES, low sociodemographic risk
women, sUA levels across the day and across pregnancy did not
vary significantly by maternal education, family income, self-
reported oral health, the number of prior pregnancies, nor
Within-individual Changes in Prior-night Sleep Duration.
TABLE 2 | Results from unadjusted and adjusted models predicting salivary uric acid concentrations across four days of pregnancy among healthy women (N = 43).

b SE 95% CI p-value

Unadjusted Model

Independent Variables Morning Slope -0.032 0.007 -0.046, -0.018 <0.001
Afternoon/Evening Slope -0.001 0.000 -0.002, -0.001 <0.001
Pregnancy Stage 0.699 0.104 0.495, 0.902 <0.001
Intercept 4.899 0.278 4.355, 5.444 <0.001

Random Intercepts Participant 1.066 0.256 0.666, 1.707
Day 0.080 0.067 0.015, 0.412

Residuals by Saliva Sample Type Wake 6.915 0.778 5.547, 8.621
30-minutes post-waking 2.878 0.343 2.279, 3.634
1130h 1.196 0.158 0.922, 1.551
2100h 0.736 0.112 0.546, 0.993

Fully Adjusted Model

Independent Variables Morning Slope -0.015 0.011 -0.037, 0.007 0.171
Afternoon/Evening Slope -0.001 0.000 -0.002, -0.001 <0.001
Pregnancy Stage 2.843 0.822 1.231, 4.454 0.001
Fetal Sex 1.278 0.524 0.251, 2.304 0.015
Fetal Sex × Morning Slope -0.024 0.014 -0.051, 0.003 0.077
Maternal Age 0.073 0.039 -0.002, 0.149 0.058
Maternal Age × Pregnancy Stage -0.063 0.027 -0.116, -0.010 0.019
Maternal Pre-pregnancy BMI 0.079 0.026 0.028, 0.130 0.002
Overall Average Prior-night Sleep Duration -0.005 0.003 -0.010, 0.000 0.072
Overall Average Prior-night Sleep Duration × Pregnancy Stage -0.005 0.002 -0.009, -0.001 0.009
Within-individual Change in Prior-night Sleep Duration -0.0004 0.001 -0.002, 0.002 0.671
Intercept 6.076 1.226 3.674, 8.478 <0.001

Random Intercepts Participant 0.614 0.156 0.373, 1.011
Day 0.042 0.062 0.002, 0.762

Residuals by Saliva Sample Type Wake 6.787 0.767 5.438, 8.470
30-minutes post-waking 2.935 0.347 2.327, 3.700
1130h 1.182 0.154 0.915, 1.528
2100h 0.719 0.107 0.537, 0.961
March 2022
 | Volume 13 | Article
Morning Slope, change in uric acid from waking until 34-minutes post-waking; Afternoon/Evening Slope, change in uric acid from 34-minutes post-waking until the last saliva sample
collected in the evening. Reference groups are: early-mid pregnancy and male fetal sex. All continuous variables are centered. b, coefficient; SE, standard error; CI, confidence interval;
BMI, body mass index.
813564

https://www.frontiersin.org/journals/endocrinology
http://www.frontiersin.org/
https://www.frontiersin.org/journals/endocrinology#articles


Riis et al. Salivary Uric Acid in Pregnancy
3.4 Relations Between Maternal
Weight Gain and Blood Pressure
During Pregnancy and Salivary UA
During Pregnancy
Womenwho gained less than the recommended amount of weight
during pregnancy showed the highest sUA concentrations overall,
and the difference in sUA levels was statistically significant when
comparing women who were below the recommended weight gain
level to those who were within the weight gain recommendations
(within vs. below the recommendations: b=0.72, SE=0.37, p<0.05,
95% CI [0.008, 1.44]). All other relations between maternal/
pregnancy characteristics and sUA levels and slopes in this model
were similar to those reported inTable 2, including the effect of Pre-
pregnancy BMI on sUA levels (b=0.07, SE=0.03, p<0.01, 95% CI
[0.02, 0.12]). There were no significant interactions between GWG
Group and Pregnancy Stage nor the Morning nor Afternoon/
Evening Slope parameters.

In the model assessing relations between maternal BP indices
and sUA, the variance associated with the random effect for day
(level 2) was too small to be estimated. Therefore, for this model,
we removed the random intercept for day. The results showed
that higher Overall Average BP Category scores across
pregnancy were significantly associated with higher sUA levels
during late, but not early-mid, pregnancy (Overall Average BP
Category Score across pregnancy by Pregnancy Stage interaction:
b=0.40, SE=0.17, p<0.05, 95% CI [0.07, 0.72]; effect of Overall
Average BP Category score on sUA levels in late pregnancy:
b=0.65, SE=0.30, p<0.05, 95% CI [0.06, 1.23]). In addition,
within-individual increases in BP category scores across
Pregnancy Stage were associated with higher overall sUA levels
(b=0.34, SE=0.16, p<0.05, 95% CI [0.02, 0.65]). In this model, all
other relations between maternal/pregnancy characteristics and
Frontiers in Endocrinology | www.frontiersin.org 8
sUA levels remained similar to those reported in Table 2, except
the interaction between Fetal Sex and the Morning Slope of sUA
was not statistically significant nor trending and the interaction
between Maternal Age and Pregnancy Stage was only marginally
significant (b=-0.05, SE=0.03, p=0.07, 95% CI [-0.10, 0.004]).
Neither the between- nor within-individual effects of BP category
score showed significant interactions with the sUA diurnal
slope parameters.
3.5 Model Fit and Sensitivity Analyses
Sensitivity analyses excluding participants with high residuals
(n=4 for all models) or potentially influential cases (n=2 for the
unadjusted, fully adjusted, and GWG Group models; n=4 for the
BP model) revealed an overall robustness of the sUA patterns of
change across pregnancy and across the day. However, the effects
of Fetal Sex and GWG Group, and the interaction between Fetal
Sex and the Morning Slope of sUA, were sensitive to the
exclusion of some cases. Further analyses revealed that the
relation between GWG Group and sUA levels was driven by
two participants who were below the GWG recommendations
and had relatively high sUA concentrations. The relations
between the BP indices and sUA were also sensitive to the
exclusion of potentially influential cases (n=4) as excluding
these participants reduced both the within-individual effect of
changes in BP and the interaction between Overall Average BP
category score and Pregnancy Stage to non-significant.
Examination of the excluded cases in these analyses revealed
that the observed BP effects were driven by the participants with
especially high overall BP (n=2) and very large within-person
changes in BP (n=1). One of these participants also reported
having undiagnosed preeclampsia. Excluding this participant
from the BP model reduced the significance of the Overall
Average BP Category score by Pregnancy Stage interaction to
non-significant (with no significant effects of Overall BP
Category score within Pregnancy Stage) and reduced the
within-individual effect of change in BP category score to
marginally significant. All other sensitivity analyses provided
results similar to those presented above. See the Supplemental
Materials for detailed descriptions of these results.
4 DISCUSSION

Our findings provide novel information about the dynamics and
correlates of sUA during pregnancy. While preliminary, they
demonstrate the feasibility and advantages of measuring UA in
saliva. Our results highlight the importance of repeated
assessments of UA across the day and across pregnancy while
also demonstrating the relative robustness of sUA levels and
diurnal patterns to potential confounds. Overall, our findings
support the prospective utility of sUA as an easily-measurable
and inexpensive biomeasure for monitoring and tracking risk
across pregnancy. Further, they provide important, new
information about the assessment of sUA that can be used by
future studies to advance GDM and cardiometabolic health
research among pregnant women.
FIGURE 2 | Estimated adjusted diurnal concentrations of salivary uric acid
(mg/dL) during early-mid and late pregnancy among women carrying male
and female fetuses (N=43). Data were collected on two days in early-mid (5-
21 weeks gestation; shown in dotted lines) and two days in late pregnancy
(30-34 weeks gestation; shown solid lines). Estimates were generated from
the fully adjusted model for salivary uric acid. See Table 2 for the covariates
included in this model.
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Consistent with studies of UA in blood, we found sUA
increased from early-mid to late pregnancy and exhibited a
clear diurnal pattern with the highest concentrations at waking
and declining levels across the day (37, 40). The factors
significantly related to sUA levels in our sample, including pre-
pregnancy BMI, age, and prior-night sleep duration, are also well
aligned with findings from prior studies examining other
populations and assessing UA in blood (20, 52). Our results
build on these findings to further suggest that older women and
those with longer average night sleep durations may show
smaller changes in UA concentrations across pregnancy. These
findings are important as prior studies have examined change in
UA across pregnancy as a possible indicator of risk for
hypertensive disorders (13, 14). Our results highlight potential
confounds that may be important for clarifying relations between
UA and cardiometabolic risk in pregnancy.

In contrast, our findings suggest the diurnal pattern for sUA
is relatively robust with no significant differences in the diurnal
slopes of sUA in early-mid vs. late pregnancy and no differences
in the slopes associated with the maternal characteristics
examined. While morning declines in sUA tended to vary by
fetal sex, these findings were only marginally significant and did
not hold up to robustness and sensitivity checks of our models.
To our knowledge, no studies have examined associations
between the UA diurnal patterns and health and disease risk
across pregnancy. For other biomeasures, such as cortisol, the
diurnal pattern has been shown to be important for
understanding physiologic function and predicting adverse
health outcomes [e.g (63–66)]. Our own work with this study
sample has shown that the diurnal patterns of salivary cortisol
and alpha-amylase during pregnancy are associated with
depression, anxiety, and stress, as well as history of previous
miscarriage (67, 68). While additional research is needed to
assess whether the diurnal pattern of sUA is clinically
meaningful, our findings lay the foundation for this work and
support the measurement of diurnal trajectories of UA using
minimally-invasive and easily-implemented at-home saliva
collection protocols.

We found preliminary support for the positive association
between BP and sUA levels during pregnancy. Women with
higher average BP scores exhibited higher sUA levels during late
pregnancy, and within-individual increases in BP across
pregnancy stage were associated with higher overall levels of
sUA. These findings are consistent with studies assessing UA in
pregnancy as a risk factor for hypertensive disorders (12–19) and
may reflect UA’s role in regulating BP via activation of the renin-
angiotensin system and by increasing oxidative stress,
inflammation, endothelin, and endothelial dysfunction (31). If
confirmed and extended, our finding that increases in BP across
pregnancy was positively associated with sUA levels during
pregnancy could have important implications for identifying
women at high risk of BP complications during pregnancy. In
our sample of healthy and low risk women, however, these
associations were small and driven by the highest risk women.
Additional research is needed with larger, higher-risk samples to
confirm these findings. Further studies are also needed to
Frontiers in Endocrinology | www.frontiersin.org 9
understand the relations observed between GWG and sUA in
our sample as these associations were in the opposite direction as
expected and also driven by select cases in our sample. Despite
their limitations, these findings suggest the potential added value
of monitoring UA across pregnancy via minimally-invasive, at-
home methods as these associations were observed after
adjusting for maternal pre-pregnancy BMI and, therefore,
could represent unique mechanisms conveying maternal
health risks.

The role of UA in the development of poor maternal, as well
as fetal, health outcomes is not fully understood. High UA levels
during pregnancy may be due to the increased breakdown of
maternal, placental, or fetal tissues and/or decreased clearance of
UA by the kidneys (27, 35). Elevated pre-pregnancy UA may
potentiate increases in UA during pregnancy, making it difficult
to dissociate UA’s role as a reflection of or contributor to poor
health outcomes (27). For example, high UA is strongly
associated with obesity among adults, and elevated levels of
UA are linked with both increased fat deposition in the liver
and with diets high in fat and fructose (31). This suggests that
women with high UA before pregnancy may be at increased risk
for poor health and pregnancy outcomes due to pre-existing risk
factors. However, there are several mechanisms by which UA
may also be directly involved in the development of maternal and
fetal health problems. For example, UA may disrupt placental
development and function resulting in impaired blood flow and
fetal growth restrictions (27, 35). Increased inflammation and
oxidative stress, stimulated by high UA levels, may also have
negative effects on maternal and fetal health, including
mitochondrial damage in the mother’s liver, an increase in
maternal oxidized fats, and a decrease in maternal adiponectin
levels (27, 29, 35). Furthermore, UA can lead to endothelial
dysfunction in the mother and affect fetal growth hormone levels
(27, 35). While few studies have examined diurnal variation in
UA during pregnancy (46, 47), change in UA levels across the
day may be related to circadian patterns of renal function, urine
production, and purine metabolism (43, 69). How these
processes are reflected in sUA diurnal slopes, and the clinical
significance of changes in these trajectories, has not yet been
evaluated. Future studies tracking UA levels and diurnal patterns
during pregnancy along with maternal and fetal health are
essential next steps in this research. Such studies would
provide novel information that would complement recent
findings that pregnant women with hypertensive and glucose
metabolic disorders show dysregulated circadian patterns of
melatonin secretion (70). Our findings suggest that these inquiries
can be addressed using multiple, repeated measurements of UA in
saliva, rather than serum. They also provide new information about
key covariates of sUA levels (e.g., maternal age) that should be
considered when designing new studies of sUA and pregnancy-
related health outcomes. Thus, these findings support the
advancement of GDM and cardiometabolic health research among
pregnant women and may help open up new opportunities for
evaluating, identifying, and preventing key health problems during
pregnancy and their long-term consequences for maternal and
child health.
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4.1 Limitations
There are several limitations to our study that warrant
discussion. First, our small sample size (N=30-43) restricted
our power to find significant associations in our models and
highlights the need to replicate the findings as statistically
significant effects in our small sample may not be replicated by
larger studies. The homogeneity and low-risk nature of our
sample further limits the generalizability of our findings and
likely hindered our ability to find robust associations between
UA levels and maternal BP and GWG indices. Also, we did not
assess biomarkers of diabetes nor gestational diabetes (e.g., blood
glucose levels) which limits the implications of our findings for
GDM research. It is also important to note that our findings may
not be generalizable to women with pregnancy complications,
such as gestational diabetes or hypertension, as women with
known pregnancy complications were excluded, and our sample
was comprised of mostly low-risk and generally healthy pregnant
women. Given our sample and the relative novelty of sUA
research, we cannot make assumptions about the clinical nor
biological significance of our findings. There are no known
thresholds for sUA levels that convey risk for maternal and/or
fetal health. The homogeneity of the sample also likely limited
our ability to identify significant covariates of UA levels and
trajectories, such as age, income, and race/ethnicity [e.g (43)].
Many of the variables examined also relied on self-report data,
and BP measurements were not standardized across participants
nor available for all women in our sample. Further, we were not
able to assess the effect of diet on sUA levels which is strongly
associated with UA and may be an unmeasured confound
affecting our findings (31). Despite these limitations, many of
our findings are consistent with those reported by other studies
of UA measured in either serum or saliva [e.g (12, 13, 50)]. To
confirm and extend these findings, additional research with
larger, more diverse samples that include at-risk women and
standardized, high-quality measures is needed. Our paper
represents the first step in a wider conversation related to the
clinical utility of sUA during pregnancy, and clinical
interpretations of sUA depend on additional studies using sUA
for this purpose.

Future research should also include additional assessments of
sUA across pregnancy to allow for a more granular examination
of the change in sUA concentrations from early to late
pregnancy. Our study design only allowed us to compare sUA
levels from early-mid vs. late pregnancy using data from two
prenatal time points, and there was a wide range during which
women were assessed in early-mid pregnancy (between 5- and
21-weeks gestation). This raises important questions regarding
the timing and magnitude of changes in sUA across pregnancy.
Additional studies addressing these questions will be important
for future research and clinical work aiming to assess changes in
sUA across pregnancy as a potential indicator of maternal or
fetal health.

While the measurement of UA in saliva presents exciting
opportunities to conduct in-depth studies of UA and maternal
and fetal health on a large-scale, it also introduces new concerns
regarding measurement validity and reliability. There are several
Frontiers in Endocrinology | www.frontiersin.org 10
factors that may affect the integrity of analyte levels measured in
saliva to serve as proxies for serum levels. These include oral
health conditions that affect the composition of saliva and can
increase blood levels; recent food/drink intake which can alter
saliva quality and pH and affect bioassay procedures; and
biospecimen collection and cold chain procedures which are
more difficult to control when samples are collected outside the
laboratory or clinical setting. While not directly assessed in this
study, prior reports suggest that UA has a strong serum-saliva
correlation, that levels in saliva are not significantly associated
with markers of oral inflammation, and that collection technique
(e.g., swab vs. passive drool) does not significantly affect the
concentration of UA measured in a sample (41, 48–50, 71, 72).
We evaluated the effects of flow rate, oral health, and recent food
intake and teeth brushing in our sample and found minimal
effects on sUA levels. However, these measures were largely
based on self-report, data were not available for all biospecimens,
and, in general, few participants reported eating or brushing their
teeth in the 30 minutes prior to sample collection. These
limitations likely hindered our ability to find differences in
sUA levels related to these factors. Future research is needed to
fully examine the sensitivity of sUA concentrations to these
methodologic and oral-specific confounds. The investigation of
oral health and its associations with sUA, GDM, and
hypertensive risk is especially important as sUA levels may
vary by periodontal disease status and these effects may be
different for hypertensive or preeclamptic women (54, 73, 74).

4.2 Conclusions
Salivary assessment of UA levels offers the opportunity to
conduct long-term, repeated, minimally-invasive, at-home
monitoring of women at risk of metabolic or hypertensive
disorders during pregnancy. Our preliminary findings
demonstrate the feasibility of such monitoring and suggest that
the data generated may be useful in tracking maternal health
risks. Our results also suggest that some of the inconsistencies in
prior studies assessing UA as an indicator of health risks during
pregnancy may be related to limitations inherent in serum-based
biomeasure evaluations, such as minimal repeated assessments of
UA and variability in the timing of these assessments. Future
research evaluating sUA during pregnancy among larger, more
diverse, and at-risk samples, and with standardized assessments
of maternal and fetal health across pregnancy, will be essential to
expanding our understanding of the role of UA in pregnancy and
fetal development and the potential utility of sUA as a clinical
marker of maternal or fetal health.
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Supplementary Figure 1 | Salivary uric acid concentrations (mg/dL) across the
day on four days of data collection during early-mid and late pregnancy (N= 40-43
healthy pregnant women). Raw salivary uric acid (sUA) concentrations are
presented for two days in early-mid (5-21 weeks gestation; shown in dotted boxes)
and two days in late pregnancy (30-34 weeks gestation; shown in solid boxes). On
each day of data collection, participants were asked to self-collect saliva samples at
home upon waking, 30 minutes after waking, at 1130h, and at 2100h. W, data from
the waking sample; W+30, data from the sample collected 30-minutes post-
waking; 1130h, data from the sample collected at 1130h; 2100h, data from the
sample collected at 2100h. Participants with outside values were not extreme
relative to the rest of the study sample on any of the potential covariates and
confounds examined in this study (see Measures).

Supplementary Table 1 | Descriptive statistics for salivary uric acid concentrations
(mg/dL) across the day on four days of data collection during early-mid and late
pregnancy.aData were collected on two days in early-mid (5-21 weeks gestation) and
two days in late pregnancy (30-34 weeks gestation). SD, sample standard deviation.
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51. Surdacka A, Ciȩzka E, Pioruńska-Stolzmann M, Wender-Ozegowska E,
Korybalska K, Kawka E, et al. Relation of Salivary Antioxidant Status and
Cytokine Levels to Clinical Parameters of Oral Health in Pregnant Women
With Diabetes. Arch Oral Biol (2011) 56:428–36. doi: 10.1016/
j.archoralbio.2010.11.005
March 2022 | Volume 13 | Article 813564

https://doi.org/10.3109/10641955.2010.507848
https://doi.org/10.1016/S0002-9378(98)70549-6
https://doi.org/10.1111/aogs.13888
https://doi.org/10.1016/j.ajog.2005.06.066
https://doi.org/10.1111/jch.13865
https://doi.org/10.1016/j.ejogrb.2020.07.042
https://doi.org/10.1097/MD.0000000000015462
https://doi.org/10.1155/2021/6611828
https://doi.org/10.1080/10641955.2018.1483508
https://doi.org/10.116110.1161/01.HYP.0000188703.27002.14
https://doi.org/10.116110.1161/01.HYP.0000188703.27002.14
https://doi.org/10.1111/j.1471-0528.2011.03232.x
https://doi.org/10.1038/ajh.2012.18
https://doi.org/10.3390/ijms19113696
https://doi.org/10.1161/HYPERTENSIONAHA.117.10803
https://doi.org/10.1111/j.1471-0528.2006.00908.x
https://doi.org/10.1007/s11906-018-0878-7
https://doi.org/10.1016/j.placenta.2007.11.001
https://doi.org/10.1080/14767058.2018.1484093
https://doi.org/10.1016/j.cca.2017.02.008
https://doi.org/10.1016/j.ijcard.2015.08.086
https://doi.org/10.1016/j.ejim.2015.11.026
https://doi.org/10.1016/j.ijcard.2015.08.110
https://doi.org/10.4239/wjd.v5.i6.787
https://doi.org/10.4239/wjd.v5.i6.787
https://doi.org/10.1016/j.cca.2008.02.024
https://doi.org/10.1186/s12958-021-00748-7
https://doi.org/10.1186/s12958-021-00748-7
https://doi.org/10.1053/j.ackd.2013.01.012
https://doi.org/10.3389/fendo.2020.00080
https://doi.org/10.3389/fendo.2020.00080
https://doi.org/10.1038/ajh.2010.262
https://doi.org/10.1081/CBI-200025981
https://doi.org/10.1186/s12882-019-1437-4
https://doi.org/10.3109/00365513.2012.662281
https://doi.org/10.1007/s12291-017-0724-8
https://doi.org/10.1111/jch.12359
https://doi.org/10.1002/art.38917
https://doi.org/10.1002/art.38917
https://doi.org/10.1136/jcp.45.2.110
https://doi.org/10.2217/bmm-2017-0336
https://doi.org/10.3969/j.issn.1672-7347.2013.12.009
https://doi.org/10.1007/s13224-018-1124-6
https://doi.org/10.1016/j.archoralbio.2010.11.005
https://doi.org/10.1016/j.archoralbio.2010.11.005
https://www.frontiersin.org/journals/endocrinology
http://www.frontiersin.org/
https://www.frontiersin.org/journals/endocrinology#articles


Riis et al. Salivary Uric Acid in Pregnancy
52. Kanagasabai T, Ardern CI. Contribution of Inflammation, Oxidative Stress,
and Antioxidants to the Relationship Between Sleep Duration and
Cardiometabolic Health. Sleep (2015) 38:1905–12. doi: 10.5665/sleep.5238

53. Wang J, Hu H, Liu X, Zhao S, Zheng Y, Chen L, et al. Predictive Values of
Multiple Serum Biomarkers in Women With Suspected Preeclampsia: A
Prospective Study. (2020), 1–8. doi: 10.21203/rs.3.rs-33584/v1

54. Rizal MI, Vega S. Level of Salivary Uric Acid in Gingivitis and Periodontitis
Patients. Sci Dent J (2017) 01:7–10. doi: 10.26912/sdj.2017.01.01-02

55. Diab-Ladki R, Pellat B, Chahine R. Decrease in the Total Antioxidant Activity
of Saliva in Patients With Periodontal Diseases. Clin Oral Investig (2003)
7:103–7. doi: 10.1007/s00784-003-0208-5

56. Giesbrecht G, Letourneau N, Campbell T. The Alberta Pregnancy Outcomes
and Nutrition Study Team. Sexually Dimorphic and Interactive Effects of
Prenatal Maternal Cortisol and Psychological Distress on Infant Cortisol
Reactivity. Dev Psychopathol (2017) 29:805–18. doi: 10.1097/PSY.
0000000000000343

57. Leung BMY, Giesbrecht GF, Letourneau N, Field CJ, Bell RC, Dewey D, et al.
Perinatal Nutrition in Maternal Mental Health and Child Development: Birth
of a Pregnancy Cohort. Early Hum Dev (2016) 93:1–7. doi: 10.1016/
j.earlhumdev.2015.11.007

58. Kaplan BJ, Giesbrecht GF, Leung BMY, Field CJ, Dewey D, Bell RC, et al. The
Alberta Pregnancy Outcomes and Nutrition (Apron) Cohort Study: Rationale
and Methods. Matern Child Nutr (2014) 10:44–60. doi: 10.1111/j.1740-
8709.2012.00433.x

59. Jarman M, Yuan Y, Pakseresht M, Shi Q, Robson P, Bell R, et al. Patterns and
Trajectories of Gestational Weight Gain: A Prospective Cohort Study. C Open
(2016) 4:E338–45. doi: 10.9778/cmajo.20150132

60. Subhan F, Colman I, McCargar L, Bell R. The Apron Study Team. Higher Pre-
Pregnancy BMI and Excessive Gestational Weight Gain Are Risk Factors for
Rapid Weight Gain in Infants. Matern Child Heal J (2017) 21:1396–407.
doi: 10.1007/s10995-016-2246-z

61. American Heart Association Inc. Understanding Blood Pressure Readings
(2021). Available at: https://www.heart.org/en/health-topics/high-blood-
pressure/understanding-blood-pressure-readings.

62. Riis J, Chen F, Dent A, Laurent H, Bryce C. Analytical Strategies and Tactics in
Salivary Bioscience. In: In Salivary Bioscience (pp. 49-86). Springer, Cham.

63. Bublitz MH, Bourjeily G, D’Angelo C, Stroud LR. Maternal Sleep Quality and
Diurnal Cortisol Regulation Over Pregnancy. Behav Sleep Med (2018) 16:282–
93. doi: 10.1080/15402002.2016.1210147

64. Guardino C, Schetter C, Darby S, Adam E, Ramey S, Shalowitz M. Diurnal
Salivary Cortisol Patterns Prior to Pregnancy Predict Infant Birth Weight.
Heal Psychol (2016) 35:625–33. doi: 10.1037/hea0000313

65. O’Connor TG, Tang W, Gilchrist MA, Moynihan JA, Pressman EK,
Blackmore ER. Diurnal Cortisol Patterns and Psychiatric Symptoms in
Pregnancy: Short-Term Longitudinal Study. Biol Psychol (2014) 96:35–41.
doi: 10.1016/j.biopsycho.2013.11.002

66. Adam EK, Quinn ME, Tavernier R, McQuillan MT, Dahlke KA, Gilbert KE.
Diurnal Cortisol Slopes and Mental and Physical Health Outcomes: A
Systematic Review and Meta-Analysis. Psychoneuroendocrinology (2017)
83:25–41. doi: 10.1016/j.psyneuen.2017.05.018
Frontiers in Endocrinology | www.frontiersin.org 13
67. Giesbrecht GF, Campbell T, Letourneau N, Kooistra L, Kaplan B. The Apron
Study Team. Psychological Distress and Salivary Cortisol Covary Within
Persons During Pregnancy. Psychoneuroendocrinology (2012) 37:270–9.
doi: 10.1016/j.psyneuen.2011.06.011

68. Giesbrecht GF, Granger DA, Campbell T, Kaplan B. The Apron Study Team.
Salivary Alpha-Amylase During Pregnancy: Diurnal Course and Associations
With Obstetric History, Maternal Demographics, and Mood. Dev Psychobiol
(2013) 55:156–67. doi: 10.1002/dev.21008

69. Dibner C, Schibler U, Albrecht U. The Mammalian Circadian Timing System:
Organization and Coordination of Central and Peripheral Clocks. Annu Rev
Physiol (2009) 72:517–49. doi: 10.1146/annurev-physiol-021909-135821

70. Shimada M, Seki H, Samejima M, Hayase M, Shirai F. Salivary Melatonin
Levels and Sleep-Wake Rhythms in Pregnant Women With Hypertensive and
Glucose Metabolic Disorders: A Prospective Analysis. Biosci Trends (2016)
10:34–41. doi: 10.5582/bst.2015.01123

71. Nunes LAS, Brenzikofer R, Macedo DV. Reference Intervals for Saliva
Analytes Collected by a Standardized Method in a Physically Active
Population. Clin Biochem (2011) 44:1440–4. doi: 10.1016/j.clinbiochem.
2011.09.012

72. Gonzalez-Hernandez J, Franco L, Colomer-Poveda D, Martinez-Subiela S,
Cugat R, Ceron J, et al. Influence of Sampling Conditions, Salivary Flow, and
Total Protein Content in Uric Acid Measurements in Saliva. Antioxidants
(2019) 8(9):389. doi: 10.3390/antiox8090389

73. Shetty MS, Ramesh A, Shetty PK, Agumbe P. Salivary and Serum
Antioxidants in Women With Preeclampsia With or Without Periodontal
Disease. J Obstet Gynecol India (2018) 68:33–8. doi: 10.1007/s13224-017-
0993-4

74. Miricescu D, Greabu M, Totan A, Didilescu A, Radulescu R. The Antioxidant
Potential of Saliva: Clinical Significance in Oral Diseases. Ther Pharmacol Clin
Toxicol (2011) XV:139–43.

Conflict of Interest: Author DG is employed by Salimetrics LLC and Salivabio LLC.

The remaining authors declare that the research was conducted in the absence of
any commercial or financial relationships that could be construed as a potential
conflict of interest.

Publisher’s Note: All claims expressed in this article are solely those of the authors
and do not necessarily represent those of their affiliated organizations, or those of
the publisher, the editors and the reviewers. Any product that may be evaluated in
this article, or claim that may be made by its manufacturer, is not guaranteed or
endorsed by the publisher.

Copyright © 2022 Riis, Cook, Letourneau, Campbell, Granger and Giesbrecht. This is
an open-access article distributed under the terms of the Creative Commons
Attribution License (CC BY). The use, distribution or reproduction in other forums
is permitted, provided the original author(s) and the copyright owner(s) are credited
and that the original publication in this journal is cited, in accordance with accepted
academic practice. No use, distribution or reproduction is permitted which does not
comply with these terms.
March 2022 | Volume 13 | Article 813564

https://doi.org/10.5665/sleep.5238
https://doi.org/10.21203/rs.3.rs-33584/v1
https://doi.org/10.26912/sdj.2017.01.01-02
https://doi.org/10.1007/s00784-003-0208-5
https://doi.org/10.1097/PSY.0000000000000343
https://doi.org/10.1097/PSY.0000000000000343
https://doi.org/10.1016/j.earlhumdev.2015.11.007
https://doi.org/10.1016/j.earlhumdev.2015.11.007
https://doi.org/10.1111/j.1740-8709.2012.00433.x
https://doi.org/10.1111/j.1740-8709.2012.00433.x
https://doi.org/10.9778/cmajo.20150132
https://doi.org/10.1007/s10995-016-2246-z
https://www.heart.org/en/health-topics/high-blood-pressure/understanding-blood-pressure-readings
https://www.heart.org/en/health-topics/high-blood-pressure/understanding-blood-pressure-readings
https://doi.org/10.1080/15402002.2016.1210147
https://doi.org/10.1037/hea0000313
https://doi.org/10.1016/j.biopsycho.2013.11.002
https://doi.org/10.1016/j.psyneuen.2017.05.018
https://doi.org/10.1016/j.psyneuen.2011.06.011
https://doi.org/10.1002/dev.21008
https://doi.org/10.1146/annurev-physiol-021909-135821
https://doi.org/10.5582/bst.2015.01123
https://doi.org/10.1016/j.clinbiochem.2011.09.012
https://doi.org/10.1016/j.clinbiochem.2011.09.012
https://doi.org/10.3390/antiox8090389
https://doi.org/10.1007/s13224-017-0993-4
https://doi.org/10.1007/s13224-017-0993-4
http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/licenses/by/4.0/
https://www.frontiersin.org/journals/endocrinology
http://www.frontiersin.org/
https://www.frontiersin.org/journals/endocrinology#articles

	Characterizing and Evaluating Diurnal Salivary Uric Acid Across Pregnancy Among Healthy Women
	1 Introduction
	2 Materials and Methods
	2.1 Study Sample
	2.2 Procedures
	2.3 Measures
	2.3.1 Uric Acid
	2.3.2 Saliva Sample Characteristics and Confounds
	2.3.3 Maternal Sociodemographic, Health, and Pregnancy Characteristics
	2.3.4 Maternal Weight Gain and Blood Pressure During Pregnancy
	2.3.5 Pregnancy Stage

	2.4 Statistical Approach
	2.4.1 Analytic Sample and Preliminary Analyses
	2.4.2 Characterization of Diurnal Salivary UA Across Pregnancy
	2.4.3 Associations Between Maternal Sociodemographic, Health, and Pregnancy Characteristics and Salivary UA During Pregnancy
	2.4.4 Relations Between Maternal Weight Gain and Blood Pressure During Pregnancy and Salivary UA During Pregnancy
	2.4.5 Model Fit and Sensitivity Analyses


	3 Results
	3.1 Analytic Sample and Preliminary Analyses
	3.1.1 Saliva Sample Characteristics and Confounds

	3.2 Characterization of Diurnal Salivary UA Across Pregnancy
	3.3 Associations Between Maternal Sociodemographic, Health, and Pregnancy Characteristics and Salivary UA During Pregnancy
	3.4 Relations Between Maternal Weight Gain and Blood Pressure During Pregnancy and Salivary UA During Pregnancy
	3.5 Model Fit and Sensitivity Analyses

	4 Discussion
	4.1 Limitations
	4.2 Conclusions

	Data Availability Statement
	Ethics Statement
	Author Contributions
	Funding
	Acknowledgments
	Supplementary Material
	References



<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /PageByPage
  /Binding /Left
  /CalGrayProfile (Dot Gain 20%)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile (U.S. Web Coated \050SWOP\051 v2)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Warning
  /CompatibilityLevel 1.4
  /CompressObjects /Tags
  /CompressPages false
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages true
  /CreateJDFFile false
  /CreateJobTicket false
  /DefaultRenderingIntent /Default
  /DetectBlends true
  /DetectCurves 0.0000
  /ColorConversionStrategy /LeaveColorUnchanged
  /DoThumbnails false
  /EmbedAllFonts true
  /EmbedOpenType false
  /ParseICCProfilesInComments true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams false
  /MaxSubsetPct 1
  /Optimize true
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveDICMYKValues true
  /PreserveEPSInfo true
  /PreserveFlatness false
  /PreserveHalftoneInfo false
  /PreserveOPIComments true
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts true
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Preserve
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages false
  /ColorImageMinResolution 300
  /ColorImageMinResolutionPolicy /OK
  /DownsampleColorImages false
  /ColorImageDownsampleType /Bicubic
  /ColorImageResolution 300
  /ColorImageDepth -1
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.50000
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages true
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.40
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /ColorImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasGrayImages false
  /CropGrayImages false
  /GrayImageMinResolution 300
  /GrayImageMinResolutionPolicy /OK
  /DownsampleGrayImages false
  /GrayImageDownsampleType /Bicubic
  /GrayImageResolution 300
  /GrayImageDepth -1
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.50000
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages true
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.40
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /GrayImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasMonoImages false
  /CropMonoImages false
  /MonoImageMinResolution 1200
  /MonoImageMinResolutionPolicy /OK
  /DownsampleMonoImages false
  /MonoImageDownsampleType /Bicubic
  /MonoImageResolution 1200
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /CheckCompliance [
    /None
  ]
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError true
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox true
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile ()
  /PDFXOutputConditionIdentifier ()
  /PDFXOutputCondition ()
  /PDFXRegistryName ()
  /PDFXTrapped /False

  /Description <<
    /ENU (T&F settings for black and white printer PDFs 20081208)
  >>
  /ExportLayers /ExportVisibleLayers
  /Namespace [
    (Adobe)
    (Common)
    (1.0)
  ]
  /OtherNamespaces [
    <<
      /AsReaderSpreads false
      /CropImagesToFrames true
      /ErrorControl /WarnAndContinue
      /FlattenerIgnoreSpreadOverrides false
      /IncludeGuidesGrids false
      /IncludeNonPrinting false
      /IncludeSlug false
      /Namespace [
        (Adobe)
        (InDesign)
        (4.0)
      ]
      /OmitPlacedBitmaps false
      /OmitPlacedEPS false
      /OmitPlacedPDF false
      /SimulateOverprint /Legacy
    >>
    <<
      /AddBleedMarks false
      /AddColorBars false
      /AddCropMarks false
      /AddPageInfo false
      /AddRegMarks false
      /BleedOffset [
        0
        0
        0
        0
      ]
      /ConvertColors /NoConversion
      /DestinationProfileName ()
      /DestinationProfileSelector /DocumentCMYK
      /Downsample16BitImages true
      /FlattenerPreset <<
        /ClipComplexRegions true
        /ConvertStrokesToOutlines false
        /ConvertTextToOutlines false
        /GradientResolution 300
        /LineArtTextResolution 1200
        /PresetName ([High Resolution])
        /PresetSelector /HighResolution
        /RasterVectorBalance 1
      >>
      /FormElements false
      /GenerateStructure true
      /IncludeBookmarks true
      /IncludeHyperlinks true
      /IncludeInteractive false
      /IncludeLayers false
      /IncludeProfiles false
      /MarksOffset 6
      /MarksWeight 0.250000
      /MultimediaHandling /UseObjectSettings
      /Namespace [
        (Adobe)
        (CreativeSuite)
        (2.0)
      ]
      /PDFXOutputIntentProfileSelector /DocumentCMYK
      /PageMarksFile /RomanDefault
      /PreserveEditing true
      /UntaggedCMYKHandling /LeaveUntagged
      /UntaggedRGBHandling /UseDocumentProfile
      /UseDocumentBleed false
    >>
    <<
      /AllowImageBreaks true
      /AllowTableBreaks true
      /ExpandPage false
      /HonorBaseURL true
      /HonorRolloverEffect false
      /IgnoreHTMLPageBreaks false
      /IncludeHeaderFooter false
      /MarginOffset [
        0
        0
        0
        0
      ]
      /MetadataAuthor ()
      /MetadataKeywords ()
      /MetadataSubject ()
      /MetadataTitle ()
      /MetricPageSize [
        0
        0
      ]
      /MetricUnit /inch
      /MobileCompatible 0
      /Namespace [
        (Adobe)
        (GoLive)
        (8.0)
      ]
      /OpenZoomToHTMLFontSize false
      /PageOrientation /Portrait
      /RemoveBackground false
      /ShrinkContent true
      /TreatColorsAs /MainMonitorColors
      /UseEmbeddedProfiles false
      /UseHTMLTitleAsMetadata true
    >>
  ]
>> setdistillerparams
<<
  /HWResolution [2400 2400]
  /PageSize [612.000 792.000]
>> setpagedevice


