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Background-—Gut microbial metabolites have been implicated as novel risk factors for cardiovascular events and premature death.
The strength and consistency of associations between blood concentrations of the gut microbial metabolites, trimethylamine-N-
oxide (TMAO) and its precursors, with major adverse cardiovascular events (MACE) or death have not been comprehensively
assessed. We quantified associations of blood concentrations of TMAO and its precursors with risks of MACE and mortality.

Methods and Results-—PubMed and Embase databases were searched up, and a total of 19 prospective studies from 16
publications (n=19 256, including 3315 incident cases) with quantitative estimates of the associations of TMAO with the
development of MACE or death were included in our main analysis. Multivariate-adjusted relative risks (RRs) were used when these
were available. Elevated concentrations of TMAO were associated with a pooled RR of 1.62 (95% CI, 1.45, 1.80; Pheterogeneity=0.2;
I2=23.5%) for MACE compared with low TMAO levels, and 1 study of black participants influenced the heterogeneity of the
association. After excluding the data of blacks, the RRs were not different according to body mass index, prevalence of diabetes
mellitus, history of cardiovascular diseases, and kidney dysfunction. Furthermore, elevated TMAO concentrations were associated
with a pooled RR of 1.63 (1.36, 1.95) for all-cause mortality. Individuals with elevated concentrations of TMAO precursors
(L-carnitine, choline, or betaine) had an approximately 1.3 to 1.4 times higher risk for MACE compared to those with low
concentrations.

Conclusions-—Elevated concentrations of TMAO and its precursors were associated with increased risks of MACE and all-cause
mortality independently of traditional risk factors. ( J Am Heart Assoc. 2017;6:e004947. DOI: 10.1161/JAHA.116.004947.)
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G ut microbiota has been recently implicated as a novel
endocrine organ that plays an important role in

regulation of host cardiometabolic function through modulat-
ing blood levels of bioactive metabolites.1,2 Recent studies by

Wang and Tang et al reported that circulating concentrations
of trimethylamine N-oxide (TMAO), a metabolite derived from
the gut microbiota, were predictive of prevalent cardiovascu-
lar diseases (CVDs)1 and future cardiovascular events3 in
clinical cohorts. TMAO is a small organic compound, mainly
derived from choline (found in foods such as red meat, fish,
poultry, and eggs), which is metabolized to produce trimethy-
lamine (TMA) by microbiota1,4 and then to TMAO by the
hepatic enzyme, flavin monooxygenase 3.1,5

An increasing number of studies have investigated the
associations of circulating levels of TMAO and its metabolic
precursors, such as L-carnitine, choline, and betaine, with the
risk of major adverse cardiovascular events (MACE) or all-
cause death.1,3,4,6–26 Whereas these studies largely found
that elevated blood concentrations of these TMAO-related
metabolites were associated with increased risks of the MACE
outcomes and death, inconsistent associations have also
been observed.10,22 Differences in characteristics and disease
status of participants across studies might affect TMAO
levels14,27,28 and therefore partly explain such inconsistency.
In addition, differential adjustment for potential confounders
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would add variance to the associations. No study has
comprehensively analyzed the strength and consistency of
associations of TMAO and its precursors with the risk of
MACE.

We therefore performed a systematic review and meta-
analysis of prospective studies to quantify the association of
blood concentrations of TMAO and its precursors, such as
L-carnitine, choline, or betaine, with the risks of MACE and
death. We examined whether various clinical factors, including
traditional cardiovascular risk factors, might modify the
associations.

Methods

Data Sources and Search Strategy
We followed the standard criteria for conducting meta-
analyses of observational studies and reporting the results.29

The protocol of the present study was registered with the
PROSPERO database: CRD42016052185. We searched MED-
LINE (PubMed) and Embase up to December 6, 2016 for
eligible studies with a search strategy that combined text
word and Medical Subject Headings identifying reports
relating blood concentrations of TMAO and the MACE. The
following terms were used for the MEDLINE search:
(trimethylamine n-oxide [text] OR TMAO [text]) AND
(atherosclerosis [text] OR death [text] OR mortality [text] OR
stroke [text] OR heart failure [text] OR coronary [text],
cardiovascular [text] OR Cerebrovascular Disorders [Mesh]
OR Cardiovascular Diseases [Mesh]). Similar search terms
were used for the Embase search. The reference lists of
identified articles were also scanned to identify any other
relevant studies. No language restrictions were applied. For
TMAO precursors, eligible prospective studies were identified
if they reported relative risks (RRs) and 95% CIs of categories
of L-carnitine, choline, or betaine for the outcome through the
search of TMAO. We contacted authors4,13,18,19,24 to request
additional data on number of incident cases, or RRs across
categories of TMAO, L-carnitine, choline, or betaine for the
risk of MACE. The term MACE is a composite of clinical
events that usually includes endpoints reflecting both
“safety” and “effectiveness.”30 The “safety” definition
includes death, myocardial infarction (MI), or stroke; and
the “effectiveness” definition often includes target vessel
revascularization, any repeat revascularization, or rehospital-
ization.30 There is no standard definition for MACE, and the
definition varies by study, whereas most studies include MI
and death to define MACE.30 In the current study, MACE was
indicated by composites of MI, stroke, heart transplant, heart
failure (HF), other ischemic cardiovascular events, or death
(either cardiovascular or all-cause death) as presented in
Tables 1 and 2.

Study Selection, Data Extraction, and Quality
Assessment
We included studies in this meta-analysis if they satisfied the
following criteria: the study design was prospective, the
exposure of interest was blood concentrations of TMAO, the
outcome was MACE or death, and the investigators reported
RRs with 95% CIs for quantitative categories of TMAO levels.
Also, studies with available data on an RR and 95% CIs per
1 lmol/L or per 1 SD log-transformed TMAO for the MACE or
death were included to perform the dose-response analysis.
We excluded reviews, editorials, comments, and nonhuman
studies. Studies of other exposures and other disease
outcomes, case-control studies, and cross-sectional studies
that examined associations of TMAO and markers of
atherosclerosis were also excluded. Two reviewers (Y.H. and
W.M.) independently extracted data on study design and
population characteristics and compared results to ensure
consistency. Inconsistencies in data were resolved by a third
reviewer (L.Q.). In detail, we extracted the following data from
each study: the first author’s last name, publication year,
country or region where the study was conducted, ethnicity,
number of participants and cases, follow-up time, mean or
median TMAO concentrations among total study participants
or among the highest category for estimating the risk, ranges
or interquartile ranges (IQRs) of TMAO, and other character-
istics of the study. The original articles used tertiles, quartiles,
or quintiles as categories for TMAO levels. We extracted
number of cases/N, exposure levels, RRs and 95% CIs for
categories of TMAO, and covariates in adjusted models.
Quality assessment was performed using to the Newcastle–
Ottawa quality assessment scale.31 We also extracted RRs
and 95% CIs across categories of TMAO precursors
(L-carnitine, choline, or betaine) for the outcome.

Main Analysis and Secondary Analyses
We performed a main analysis to estimate a pooled RR of
MACE associated with high concentrations of TMAO in
comparison with low concentrations. Also, we calculated a
pooled RR of elevated TMAO concentrations for all-cause
mortality alone. The high TMAO group was indicated by the
highest tertile,13,16,19,23,26 the top 2 tertiles18 (because a RR
of the top 2 tertiles vs the lowest tertile was presented in the
original study), the highest quartile,* or the highest quin-
tile.7,22 Results stratified by disease status at baseline or
ethnicity were treated as 2 separate data points.7,11,22 We
performed a sensitivity analysis to check whether use of the
publications from the same study group would not alter our
results. For studies reporting RRs for multiple outcomes (such

*3, 8, 10, 11, 15, 20, 21, 24, 25.

DOI: 10.1161/JAHA.116.004947 Journal of the American Heart Association 2

TMAO and Major Cardiovascular Events Heianza et al
S
Y
S
T
E
M
A
T
IC

R
E
V
IE

W
A
N
D

M
E
T
A
-A

N
A
L
Y
S
IS



Ta
bl
e
1.

C
ha
ra
ct
er
is
tic

s
of

Id
en
tifi

ed
Pr
os
pe
ct
iv
e
St
ud
ie
s
on

TM
AO

Le
ve
ls
an
d
Ri
sk

of
M
AC

E
an
d
D
ea
th

So
ur
ce

C
ou
nt
ry

(E
th
ni
ci
ty
*)

St
ud
y
Po

pu
la
tio

n
Ag

e,
M
ea
n,

y
TM

AO
,M

ea
n
or

M
ed
ia
n,

l
m
ol
/L

TM
AO

Ra
ng
es
,

l
m
ol
/L

M
en
,
%

To
ta
l,
N

O
ut
co
m
es

As
se
ss
ed

Ev
en
ts
,
N

Fo
llo
w
-u
p

D
ur
at
io
n,

y

Ta
ng

et
al

(2
01
3)
3

US
Pa
tie
nt
s
un
de
rg
oi
ng

el
ec
tiv
e
co
ro
na
ry

an
gi
og
ra
ph
y

63
.0

3.
7

2.
4
to

6.
2
(IQ
R)

64
.0

40
07

De
at
h,

M
I,
or

st
ro
ke

51
3

Up
to

3
ye
ar
s

Ko
et
h
et

al
(2
01
3)
4

US
Pa
tie
nt
s
un
de
rg
oi
ng

el
ec
tiv
e
ca
rd
ia
c

ev
al
ua
tio
n,

Ge
ne
Ba
nk

st
ud
y

62
4.
6

���
70

25
95

M
AC

E
(c
om

po
si
te

of
de
at
h,

M
I,
st
ro
ke
,
an
d

re
va
sc
ul
ar
iz
at
io
n)

97
5

3
ye
ar
s

Le
ve
r
et

al
(2
01
4)
7

Ne
w
Ze
al
an
d

(E
ur
op
ea
n

an
ce
st
ry
,

83
.0
%
)

Co
ro
na
ry

Di
se
as
e

Co
ho
rt
St
ud
y

(C
DC

S)
,

pa
rti
ci
pa
nt
s

w
ith
ou
t
di
ab
et
es

m
el
lit
us

68
.0

4.
8

3.
0
to

29
.1

(IQ
R)

72
.7

39
6

Al
l-c
au
se

m
or
ta
lit
y

62
4.
96

ye
ar
s

(m
ed
ia
n)

Ac
ut
e
M
I

65

Ad
m
is
si
on

fo
r
HF

62

Un
st
ab
le
an
gi
na

56

Al
lc
ar
di
ov
as
cu
la
r

di
se
as
e
(C
VD

)
ev
en
ts

22
7

CD
CS

,
pa
rti
ci
pa
nt
s

w
ith

di
ab
et
es

m
el
lit
us

74
.0

7.
5

4.
4
to

12
.1

(IQ
R)

73
.4

79
Al
l-c
au
se

m
or
ta
lit
y

19
4.
82

ye
ar
s

(m
ed
ia
n)

Ac
ut
e
M
I

22

Ad
m
is
si
on

fo
r
HF

23

Un
st
ab
le
an
gi
na

16

Al
lC

VD
ev
en
ts

56

Ta
ng

et
al

(2
01
4)
8

US
Pa
tie
nt
s
w
ith

st
ab
le

he
ar
t
fa
ilu
re

(H
F)

un
de
rg
oi
ng

ca
rd
ia
c

ev
al
ua
tio
n

66
.0

5.
0

3.
0
to

8.
5
(IQ
R)

59
.0

72
0

Al
l-c
au
se

m
or
ta
lit
y

20
7

Up
to

5
ye
ar
s

W
an
g
et

al
(2
01
4)
9

US
Pa
tie
nt
s
un
de
rg
oi
ng

el
ec
tiv
e
di
ag
no
st
ic

co
ro
na
ry

an
gi
og
ra
ph
y

63
3.
7

2.
4
to

6.
2
(IQ
R)

64
39
03

M
AC

E
(d
ea
th
,M

I,
st
ro
ke
)

49
5

3
ye
ar
s

Ka
ys
en

et
al

(2
01
5)
10

US
(b
la
ck
,
28
%

w
hi
te
s,
69
%

of
to
ta
l)

Co
m
pr
eh
en
si
ve

Di
al
ys
is
St
ud
y

61
.8

43
.0

28
to

67
(IQ
R)

55
.3

23
5

Al
l-c
au
se

m
or
ta
lit
y

13
2

4
ye
ar
s

(m
ed
ia
n)

15
2

CV
D
de
at
h
or

ho
sp
ita
liz
at
io
n

48
2.
5
ye
ar
s

(m
ed
ia
n)

Ta
ng

et
al

(2
01
5)
11

US
Pa
tie
nt
s
w
ith

CK
D

w
ho

un
de
rw
en
t

el
ec
tiv
e
di
ag
no
st
ic

co
ro
na
ry

an
gi
og
ra
ph
y
fo
r

ca
rd
ia
c
ev
al
ua
tio
n

70
.0

7.
9

5.
2
to

12
.4

(IQ
R)

48
.0

52
1

Al
l-c
au
se

m
or
ta
lit
y

17
4

Up
to

5
ye
ar
s

C
on
tin

ue
d

DOI: 10.1161/JAHA.116.004947 Journal of the American Heart Association 3

TMAO and Major Cardiovascular Events Heianza et al
S
Y
S
T
E
M
A
T
IC

R
E
V
IE

W
A
N
D

M
E
T
A
-A

N
A
L
Y
S
IS



Ta
bl
e
1.

C
on
tin

ue
d

So
ur
ce

C
ou
nt
ry

(E
th
ni
ci
ty
*)

St
ud
y
Po

pu
la
tio

n
Ag

e,
M
ea
n,

y
TM

AO
,M

ea
n
or

M
ed
ia
n,

l
m
ol
/L

TM
AO

Ra
ng
es
,

l
m
ol
/L

M
en
,%

To
ta
l,
N

O
ut
co
m
es

As
se
ss
ed

Ev
en
ts
,
N

Fo
llo
w
-u
p

D
ur
at
io
n,

y

Pa
tie
nt
s
w
ith
ou
tC

KD
w
ho

un
de
rw
en
t

el
ec
tiv
e
di
ag
no
st
ic

co
ro
na
ry

an
gi
og
ra
ph
y

62
.0

3.
4

2.
3
to

5.
3
(IQ
R)

66
.0

31
66

Al
l-c
au
se

m
or
ta
lit
y

29
2

Up
to

5
ye
ar
s

Ta
ng

et
al

(2
01
5)
12

US
Pa
tie
nt
s
w
ith

ch
ro
ni
c

sy
st
ol
ic
HF

57
.0

5.
8

3.
6
to

12
.1

(IQ
R)

75
.0

11
2

Al
l-c
au
se

m
or
ta
lit
y
or

ca
rd
ia
c
tra
ns
pl
an
ta
tio
n

40
Up

to
5
ye
ar
s

Tr
os
ei
d
et

al
(2
01
5)
13

No
rw
ay

Pa
tie
nt
s
w
ith

st
ab
le

HF
57
.0

9.
2
in
pa
tie
nt
s

w
ith

di
la
te
d

ca
rd
io
m
yo
pa
th
y;

12
.1

in
pa
tie
nt
s

w
ith

st
ab
le
CA

D

1.
2
to

12
4
(ra
ng
e)

83
.0

15
5

Al
l-c
au
se

m
or
ta
lit
y
or

he
ar
t
tra
ns
pl
an
ta
tio
n

55
5.
2
ye
ar
s

(m
ed
ia
n)

M
ue
lle
r
et

al
(2
01
5)
14

Au
st
ria

Pa
tie
nt
s
w
ho

un
de
rw
en
t

co
ro
na
ry

an
gi
og
ra
ph
y

63
.0

1.
74

0.
38
2
to

3.
48

(IQ
R)

68
.0

33
9

Ca
rd
ia
c
de
at
h,

M
Io
r

st
ro
ke

99
Up

to
8
ye
ar
s

Zh
u
et

al
(2
01
6)
15

US
Ge
ne
Ba
nk

St
ud
y,
3

pa
tie
nt
s
w
ho

un
de
rw
en
t
el
ec
tiv
e

co
ro
na
ry

an
gi
og
ra
ph
y

���
���

���
���

40
07

M
Io
r
st
ro
ke

���
Up

to
3
ye
ar
s

Su
zu
ki
et

al
(2
01
6)
16

UK
Pa
tie
nt
s
w
ith

ac
ut
e

HF
78
.0

5.
6

3.
4
to
10
.5
(IQ
R)
;0
.5

to
15
1.
5
(ra
ng
e)

61
.0

97
2

In
-h
os
pi
ta
lm

or
ta
lit
y

72
Up

to
1
ye
ar

Al
l-c
au
se

m
or
ta
lit
y

26
8

Up
to

1
ye
ar

De
at
h
or

re
ho
sp
ita
liz
at
io
n

be
ca
us
e
of

HF

38
4

Up
to

1
ye
ar

Sk
ag
en

et
al

(2
01
6)
17

No
rw
ay

Pa
tie
nt
s
w
ith

ca
ro
tid

ar
te
ry

at
he
ro
sc
le
ro
si
s

67
.6

9.
77

0.
4
to

16
1.
7
(ra
ng
e)

68
.6

25
9

CV
D
m
or
ta
lit
y/
no
n-
CV
D

m
or
ta
lit
y

24
/2
7

5.
3
ye
ar
s

(m
ea
n)

M
is
sa
ili
di
s

et
al

(2
01
6)
18

Sw
ed
en

Pa
tie
nt
s
w
ith

CK
D

55
.0

53
.4

9.
3,

17
0.
0
(1
0t
h,

90
th
)

65
.0

17
9

Al
l-c
au
se

m
or
ta
lit
y

51
Up

to
5
ye
ar
s

St
ub
bs

et
al

(2
01
6)
19

US
(w
hi
te
s,

90
.9
%
;
bl
ac
ks
,

7.
3%

;
ot
he
r,

1.
8%

)

Pa
tie
nt
s
w
ith

CK
D,

Di
ab
et
es

Ge
no
m
e

Pr
oj
ec
t

69
.7

6.
9

4.
8
to

10
.9

(IQ
R)
;

0.
63

to
16
3.
03

(ra
ng
e)

42
.7

22
0

Al
l-c
au
se

m
or
ta
lit
y

36
Up

to
4
ye
ar
s

Ki
m

et
al

(2
01
6)
20

Ca
na
da

(w
hi
te
s,

88
.7
%
)

Pa
tie
nt
s
w
ith

CK
D,

Ca
nP
RE
DD

IC
T

68
.2

20
.4
1

12
.8
2
to

32
.7
0
(IQ
R)

62
.5

25
29

Is
ch
em

ic
ca
rd
io
va
sc
ul
ar

ev
en
ts

26
4

3
ye
ar
s C
on
tin

ue
d

DOI: 10.1161/JAHA.116.004947 Journal of the American Heart Association 4

TMAO and Major Cardiovascular Events Heianza et al
S
Y
S
T
E
M
A
T
IC

R
E
V
IE

W
A
N
D

M
E
T
A
-A

N
A
L
Y
S
IS



Ta
bl
e
1.

C
on
tin

ue
d

So
ur
ce

C
ou
nt
ry

(E
th
ni
ci
ty
*)

St
ud
y
Po

pu
la
tio

n
Ag

e,
M
ea
n,

y
TM

AO
,
M
ea
n
or

M
ed
ia
n,

l
m
ol
/L

TM
AO

Ra
ng
es
,

l
m
ol
/L

M
en
,
%

To
ta
l,
N

O
ut
co
m
es

As
se
ss
ed

Ev
en
ts
,N

Fo
llo
w
-u
p

D
ur
at
io
n,

y

Se
nt
ho
ng

et
al

(2
01
6)
21

US
Pa
tie
nt
s
w
ith

st
ab
le

co
ro
na
ry

ar
te
ry

di
se
as
e

63
.0

3.
8

2.
5
to

6.
5
(IQ
R)

71
.0

22
35

Al
l-c
au
se

m
or
ta
lit
y

33
8

Up
to

5
ye
ar
s

Sh
af
ie
t
al

(2
01
7)
22

US
(w
hi
te
s,

35
%
;
bl
ac
k

65
%
)

He
m
od
ia
ly
si
s

pa
tie
nt
s

57
.7

10
1.
9
(w
hi
te
s:

98
.4
;
bl
ac
ks
:

10
3.
8)

62
to

12
4
(w
hi
te
s:

63
–1
20
;
bl
ac
ks
:

62
–1
25
)
(IQ
R)
;

(w
hi
te
s:
6.
42
–4
68
;

bl
ac
ks
:
2.
25
–6
82
)

(ra
ng
es
)

43
.3

12
32

(w
hi
te
s:

43
1;

bl
ac
ks
:

80
1)

Ca
rd
ia
c
de
at
h

21
6
(w
hi
te
s:

96
;
bl
ac
ks
:

12
0)

2.
3
ye
ar
s

Su
dd
en

ca
rd
ia
c
de
at
h

12
4
(w
hi
te
s:

54
;
bl
ac
ks
:

70
)

11
48

(w
hi
te
s:

38
8;

bl
ac
ks
:

76
0)

Fi
rs
t
ca
rd
io
va
sc
ul
ar

ev
en
t
or

an
y-
ca
us
e

de
at
h

62
6
(w
hi
te
s:

22
0;

bl
ac
ks
:

40
6)

12
32

(w
hi
te
s:

43
1;

bl
ac
ks
:

80
1)

Al
l-c
au
se

m
or
ta
lit
y

55
0
(w
hi
te
s:

21
7;

bl
ac
ks
:

33
3)

Ro
bi
ns
on
-

Co
he
n
et

al
(2
01
6)
23

US
(w
hi
te
s,

64
.5
%
;
bl
ac
ks
,

25
.5
%
;
As
ia
n/

Pa
ci
fic

Is
la
nd
er

2.
9%

;
Am

er
ic
an

In
di
an
/N
at
iv
e

Al
as
ka
n
2.
0%

;
Ot
he
r
5.
2%

)

Pa
tie
nt
s
w
ith

CK
D,

Se
at
tle

Ki
dn
ey

St
ud
y

57
.3

23
.5

>
0
to

>
13
3
(ra
ng
es
)

69
.0

33
9

Al
l-c
au
se

m
or
ta
lit
y

45
3.
3
ye
ar
s

(m
ed
ia
n)

Ot
tig
er

et
al

(2
01
6)
24

Sw
itz
er
la
nd

Co
m
m
un
ity
-a
cq
ui
re
d

pn
eu
m
on
ia

pa
tie
nt
s

72
.0

3.
0

1.
7
to

5.
4
(IQ
R)

59
.7

31
7

Al
l-c
au
se

m
or
ta
lit
y

14
3

6.
1
ye
ar
s

Se
nt
ho
ng

et
al

(2
01
6)
25

US
Pa
tie
nt
s
w
ith

pe
rip
he
ra
la
rte
ry

di
se
as
e

66
4.
8

2.
9
to

8
(IQ
R)

66
82
1

Al
l-c
au
se

m
or
ta
lit
y

22
2

5
ye
ar
s

Ta
ng

et
al

(2
01
7)
26

US
Pa
tie
nt
s
w
ith

ty
pe

2
di
ab
et
es

m
el
lit
us

w
ho

un
de
rw
en
t

el
ec
tiv
e
di
ag
no
st
ic

co
ro
na
ry

an
gi
og
ra
ph
y

64
.4

4.
4

2.
8
to

7.
7
(IQ
R)

58
12
16

Al
l-c
au
se

m
or
ta
lit
y

22
7

5
ye
ar
s

M
aj
or

ad
ve
rs
e
ca
rd
ia
c

ev
en
ts
(d
ea
th
,
no
nf
at
al

M
I,
an
d
no
nf
at
al

st
ro
ke
)

20
9

3
ye
ar
s

*D
et
ai
ls
on

et
hn
ic
ity

w
er
e
pr
ov
id
ed

if
re
po
rt
ed
.C

AD
in
di
ca
te
s
co
ro
na
ry

ar
te
ry

di
se
as
e;

C
KD

,c
hr
on
ic
ki
dn
ey

di
se
as
e;

C
VD

,c
ar
di
ov
as
cu
la
r
di
se
as
e;

H
F,

he
ar
t
fa
ilu
re
;I
Q
R,

in
te
rq
ua
rt
ile

ra
ng
e;

M
AC

E,
m
aj
or

ad
ve
rs
e
ca
rd
io
va
sc
ul
ar

ev
en
ts
;M

I,
m
yo
ca
rd
ia
li
nf
ar
ct
io
n;

TM
AO

,
tr
im
et
hy
la
m
in
e
N
-o
xi
de
.

DOI: 10.1161/JAHA.116.004947 Journal of the American Heart Association 5

TMAO and Major Cardiovascular Events Heianza et al
S
Y
S
T
E
M
A
T
IC

R
E
V
IE

W
A
N
D

M
E
T
A
-A

N
A
L
Y
S
IS



Ta
bl
e
2.

RR
of

M
AC

E
Ac

co
rd
in
g
to

TM
AO

Le
ve
ls
in

Pr
os
pe
ct
iv
e
St
ud
ie
s

So
ur
ce

O
ut
co
m
e

C
om

pa
ris
on

M
od
el

RR
(9
5%

C
I)

Ad
ju
st
m
en
t
fo
r
C
ov
ar
ia
te
s

Ta
ng

et
al
(2
01
3)
3

De
at
h,

M
I,
or

st
ro
ke

Hi
gh
es
t
qu
ar
til
e
(>
6.
18

l
m
ol
/L
)
vs

lo
w
es
t

Cr
ud
e

2.
54

(1
.9
6,

3.
28
)

NA

M
ul
tiv
ar
ia
te
*

1.
43

(1
.0
5,

1.
94
)

Ag
e,

se
x,
sm

ok
in
g,

di
ab
et
es

m
el
lit
us
,

sy
st
ol
ic
bl
oo
d
pr
es
su
re
,
HD

L
ch
ol
es
te
ro
l,
LD
L
ch
ol
es
te
ro
l,
tri
gl
yc
er
id
es
,

lo
g-
tra
ns
fo
rm

ed
hs
-C
RP
,
lo
g-
tra
ns
fo
rm

ed
eG
FR
,

m
ye
lo
pe
ro
xi
da
se

le
ve
l,
BM

I,
m
ed
ic
at
io
n
hi
st
or
y,

an
d
an
gi
og
ra
ph
ic
ex
te
nt

of
CA

D

1
SD

Cr
ud
e

1.
40

(1
.2
9,

1.
51
)

NA

M
ul
tiv
ar
ia
te

1.
30

(1
.2
0,

1.
41
)

Tr
ad
iti
on
al
ris
k
fa
ct
or
s
an
d
ot
he
r
ba
se
lin
e

co
va
ria
te
s

Ko
et
h
et

al
(2
01
3)
4

M
AC

E
Ab
ov
e
m
ed
ia
n
(>
4.
6
l
m
ol
/L
)
of

TM
AO

an
d

m
ed
ia
n
of

ca
rn
iti
ne

(4
6.
8
l
m
ol
/L
)
vs

be
lo
w
m
ed
ia
n
of

TM
AO

an
d
ca
rn
iti
ne

Cr
ud
e

2.
5
(1
.8
,
3.
4)

NA

M
ul
tiv
ar
ia
te

2.
1
(1
.5
,
2.
8)

Ag
e,

se
x,
hi
st
or
y
of

di
ab
et
es

m
el
lit
us
,
sm

ok
in
g,

sy
st
ol
ic
bl
oo
d
pr
es
su
re
,
LD
L
ch
ol
es
te
ro
l,

an
d
HD

L
ch
ol
es
te
ro
l

Le
ve
r
et

al
(2
01
4)
,

pa
rti
ci
pa
nt
s
w
ith
ou
t

di
ab
et
es

m
el
lit
us

7

Al
l-c
au
se

m
or
ta
lit
y

Hi
gh
es
t
qu
in
til
e
(>
12
.0

l
m
ol
/L
)
vs

no
nh
ig
he
st

qu
in
til
e

Cr
ud
e

2.
7
(1
.6
,
4.
8)

NA

Ad
m
is
si
on

fo
r
HF

Sa
m
e
as

th
e
ab
ov
e

Cr
ud
e*

1.
9
(1
.1
,
3.
4)

NA

Le
ve
r
et

al
(2
01
4)
,

pa
rti
ci
pa
nt
s
w
ith

di
ab
et
es

m
el
lit
us

7

Al
l-c
au
se

m
or
ta
lit
y

Hi
gh
es
t
qu
in
til
e
(>
12
.0

l
m
ol
/L
)
vs

no
nh
ig
he
st

qu
in
til
e

Cr
ud
e

2.
7
(1
.1
,
7.
1)

NA

Ac
ut
e
M
I

Sa
m
e
as

th
e
ab
ov
e

Cr
ud
e

4.
0
(1
.6
,
9.
8)

NA

Ad
m
is
si
on

fo
r
HF

Sa
m
e
as

th
e
ab
ov
e

Cr
ud
e

4.
6
(2
.0
,
10
.7
)

NA

Un
st
ab
le
an
gi
na

Sa
m
e
as

th
e
ab
ov
e

Cr
ud
e

9.
1
(2
.8
,
29
.7
)

NA

Al
lC

VD
ev
en
ts

Sa
m
e
as

th
e
ab
ov
e

Cr
ud
e*

2.
0
(1
.1
,
3.
6)

NA

Ta
ng

et
al
(2
01
4)
8

Al
l-c
au
se

m
or
ta
lit
y

Hi
gh
es
t
qu
ar
til
e
(≥
8.
51

l
m
ol
/L
)
vs

lo
w
es
t

Cr
ud
e

3.
42

(2
.2
4,

5.
23
)

NA

M
ul
tiv
ar
ia
te
*

1.
85

(1
.1
4,

3.
00
)

Ag
e,

se
x,
sy
st
ol
ic
bl
oo
d
pr
es
su
re
,
LD
L
ch
ol
es
te
ro
l,

HD
L
ch
ol
es
te
ro
l,
sm

ok
in
g,

di
ab
et
es

m
el
lit
us
,

lo
g-
tra
ns
fo
rm

ed
BN

P,
lo
g-
tra
ns
fo
rm

ed
eG
FR
,

an
d
lo
g-
tra
ns
fo
rm

ed
hs
-C
RP

lo
g-
tra
ns
fo
rm

ed
pe
r
1
SD

M
ul
tiv
ar
ia
te

1.
18

(1
.0
6,

1.
31
)

Tr
ad
iti
on
al
ca
rd
ia
c
ris
k
fa
ct
or
s

W
an
g
et

al
(2
01
4)
9

M
AC

E
Ab
ov
e
m
ed
ia
n
(>
3.
7
l
m
ol
/L
)
of

TM
AO

an
d

m
ed
ia
n
of

ch
ol
in
e
(9
.8

lm
ol
/L
)
vs

be
lo
w

m
ed
ia
n
of

TM
AO

an
d
m
ed
ia
n
of

ch
ol
in
e

Cr
ud
e

2.
1
(1
.7
,
2.
7)

NA

M
ul
tiv
ar
ia
te

1.
6
(1
.2
,
2.
0)

Ag
e,

se
x,
sy
st
ol
ic
bl
oo
d
pr
es
su
re
,
LD
L
ch
ol
es
te
ro
l,

HD
L
ch
ol
es
te
ro
l,
sm

ok
in
g,

di
ab
et
es

m
el
lit
us
,

an
d
hs
-C
RP

Ab
ov
e
m
ed
ia
n
(>
3.
7
l
m
ol
/L
)
of

TM
AO

an
d

m
ed
ia
n
of

be
ta
in
e
(4
1.
1
l
m
ol
/L
)
vs

be
lo
w

m
ed
ia
n
of

TM
AO

an
d
m
ed
ia
n
of

be
ta
in
e

Cr
ud
e

1.
9
(1
.5
,
2.
4)

NA

M
ul
tiv
ar
ia
te

1.
6
(1
.2
,
2.
0)

Ag
e,

se
x,
sy
st
ol
ic
bl
oo
d
pr
es
su
re
,
LD
L
ch
ol
es
te
ro
l,

HD
L
ch
ol
es
te
ro
l,
sm

ok
in
g,

di
ab
et
es

m
el
lit
us
,

an
d
hs
-C
RP

C
on
tin

ue
d

DOI: 10.1161/JAHA.116.004947 Journal of the American Heart Association 6

TMAO and Major Cardiovascular Events Heianza et al
S
Y
S
T
E
M
A
T
IC

R
E
V
IE

W
A
N
D

M
E
T
A
-A

N
A
L
Y
S
IS



Ta
bl
e
2.

C
on
tin

ue
d

So
ur
ce

O
ut
co
m
e

C
om

pa
ris
on

M
od
el

RR
(9
5%

C
I)

Ad
ju
st
m
en
t
fo
r
C
ov
ar
ia
te
s

Ka
ys
en

et
al

(2
01
5)
10

Al
l-c
au
se

m
or
ta
lit
y

Hi
gh
es
t
qu
ar
til
e
(6
6.
6–
18
4
l
m
ol
/L
)
vs

lo
w
es
t

Cr
ud
e

0.
61

(0
.3
8,

0.
97
)

NA

M
ul
tiv
ar
ia
te

1.
14

(0
.6
7,

1.
93
)

Ag
e,

se
x,
ra
ce
,
BM

I,
di
ab
et
es

m
el
lit
us
,

lo
g-
tra
ns
fo
rm

ed
CR

P,
se
ru
m

pr
ea
lb
um

in
,
an
d

se
ru
m

al
bu
m
in

Pe
r
lo
g-
tra
ns
fo
rm

ed
Cr
ud
e

0.
84

(0
.6
5,

1.
09
)

NA

Ca
rd
io
va
sc
ul
ar

de
at
h

or
ho
sp
ita
liz
at
io
n

Hi
gh
es
t
qu
ar
til
e
(>
62

lm
ol
/L
)
vs

lo
w
es
t

Cr
ud
e

0.
71

(0
.3
2,

1.
59
)

NA

Hi
gh
es
t
qu
ar
til
e
(6
6.
6–
18
4
l
m
ol
/L
)
vs

lo
w
es
t

M
ul
tiv
ar
ia
te
*

0.
92

(0
.4
0,

2.
10
)

Ra
ce
,
di
ab
et
es

m
el
lit
us
,
se
ru
m

pr
ea
lb
um

in

lo
g-
tra
ns
fo
rm

ed
Cr
ud
e

0.
88

(0
.5
7,

1.
35
)

NA

Ta
ng

et
al

(2
01
5)
11

Al
l-c
au
se

m
or
ta
lit
y,

CK
D
co
ho
rt

Hi
gh
es
t
qu
ar
til
e
(≥
12
.4

lm
ol
/L
)
vs

lo
w
es
t

Cr
ud
e

2.
76

(1
.7
4,

4.
37
)

NA

M
ul
tiv
ar
ia
te
*

1.
93

(1
.1
3,

3.
29
)

Ag
e,

se
x,
sy
st
ol
ic
bl
oo
d
pr
es
su
re
,
LD
L
ch
ol
es
te
ro
l,

HD
L
ch
ol
es
te
ro
l,
sm

ok
in
g,

di
ab
et
es

m
el
lit
us
,

lo
g-
tra
ns
fo
rm

ed
eG
FR
,
an
d
lo
g-
tra
ns
fo
rm

ed
hs
-C
RP

Al
l-c
au
se

m
or
ta
lit
y,

no
n-
CK

D
co
ho
rt

Hi
gh
es
t
qu
ar
til
e
(≥
5.
3
l
m
ol
/L
)
vs

lo
w
es
t

Cr
ud
e

2.
21

(1
.5
7,

3.
12
)

NA

M
ul
tiv
ar
ia
te
*

1.
47

(1
.0
2,

2.
12
)

Ag
e,

se
x,
sy
st
ol
ic
bl
oo
d
pr
es
su
re
,
LD
L
ch
ol
es
te
ro
l,

HD
L
ch
ol
es
te
ro
l,
sm

ok
in
g,

di
ab
et
es

m
el
lit
us
,

lo
g-
tra
ns
fo
rm

ed
eG
FR
,
an
d
lo
g-
tra
ns
fo
rm

ed
hs
-C
RP

Ta
ng

et
al
(2
01
5)
12

Al
l-c
au
se

m
or
ta
lit
y
or

ca
rd
ia
c
tra
ns
pl
an
ta
tio
n

lo
g-
tra
ns
fo
rm

ed
pe
r
1
SD

(0
.9
9
l
m
ol
/L
)

Cr
ud
e

1.
48

(1
.1
0,

1.
96
)

NA

M
ul
tiv
ar
ia
te

1.
46

(1
.0
3,

2.
14
)

Ag
e,

eG
FR
,
m
itr
al
E/
se
pt
al
Ea
,
an
d
NT

-p
ro
BN

P

Tr
os
ei
d
et

al
(2
01
5)
13

Al
l-c
au
se

m
or
ta
lit
y
or

he
ar
t
tra
ns
pl
an
ta
tio
n

Hi
gh
es
t
te
rti
le
vs

re
m
ai
ni
ng

gr
ou
ps

Cr
ud
e

2.
24

(1
.2
8,

3.
92
)

NA

M
ul
tiv
ar
ia
te

1.
79

(0
.9
0,

1.
79
)

HF
se
ve
rit
y,
ag
e,

hy
pe
rte
ns
io
n,

ty
pe

2
di
ab
et
es

m
el
lit
us
,
HF

et
io
lo
gy
,

eG
FR
,
CR

P,
an
d
NT

-p
ro
BN

P

Hi
gh
es
t
te
rti
le
(1
2.
8–
12
4
lm

ol
/L
)
vs

lo
w
es
t

Cr
ud
e*

1.
76

(0
.9
3,

3.
33
)†

NA

M
ue
lle
r
et

al
(2
01
5)
14

Ca
rd
ia
c
de
at
h,

M
I,

or
st
ro
ke

1
lm

ol
/L

M
ul
tiv
ar
ia
te

1.
01

(0
.9
84
,
1.
04
)

Ag
e,

se
x,
sm

ok
in
g,

m
et
ab
ol
ic
sy
nd
ro
m
e,

Hb
A1
c,
CR

P,
eG
FR

Zh
u
et

al
(2
01
6)
15

M
Io
r
st
ro
ke

Hi
gh
es
t
qu
ar
til
e
(6
.1
8–
31
2
l
m
ol
/L
)
vs

lo
w
es
t

M
ul
tiv
ar
ia
te

1.
64

(1
.1
2,

2.
39
)

Ag
e,

se
x,
BM

I,
sy
st
ol
ic
bl
oo
d
pr
es
su
re
,

LD
L
ch
ol
es
te
ro
l,
HD

L
ch
ol
es
te
ro
l,
tri
gl
yc
er
id
es
,

es
tim

at
ed

cr
ea
tin
in
e
cl
ea
ra
nc
e,

sm
ok
in
g,

di
ab
et
es

m
el
lit
us
,
m
ed
ic
at
io
n
us
e,

an
d
hi
st
or
y
of

CV
D

C
on
tin

ue
d

DOI: 10.1161/JAHA.116.004947 Journal of the American Heart Association 7

TMAO and Major Cardiovascular Events Heianza et al
S
Y
S
T
E
M
A
T
IC

R
E
V
IE

W
A
N
D

M
E
T
A
-A

N
A
L
Y
S
IS



Ta
bl
e
2.

C
on
tin

ue
d

So
ur
ce

O
ut
co
m
e

C
om

pa
ris
on

M
od
el

RR
(9
5%

C
I)

Ad
ju
st
m
en
t
fo
r
C
ov
ar
ia
te
s

Su
zu
ki
et

al
(2
01
6)
16

De
at
h
or

re
ho
sp
ita
liz
at
io
n

be
ca
us
e
of

HF
Hi
gh
es
t
te
rti
le
(8
.2
–1
51
.5

lm
ol
/L
)
vs

lo
w
es
t

M
ul
tiv
ar
ia
te
*

2.
12

(1
.5
4,

2.
93
)

Ag
e,

se
x,
hi
st
or
y
of

HF
,
IH
D,

hy
pe
rte
ns
io
n,

di
ab
et
es

m
el
lit
us
,
HF

se
ve
rit
y,
cu
rr
en
t
sm

ok
in
g,

ed
em

a,
at
ria
lf
ib
ril
la
tio
n,

sy
st
ol
ic
bl
oo
d
pr
es
su
re
,

he
ar
t
ra
te
,
Hb
,
re
sp
ira
to
ry

ra
te
,
so
di
um

,
ur
ea
,

eG
FR
,
NT

-p
ro
BN

P

lo
g-
tra
ns
fo
rm

ed
pe
r
1
SD

Cr
ud
e

1.
33

(1
.2
0,

1.
46
)

NA

M
ul
tiv
ar
ia
te

1.
18

(1
.0
5,

1.
33
)

Ag
e,

se
x,
hi
st
or
y
of

HF
,
IH
D,

hy
pe
rte
ns
io
n,

di
ab
et
es

m
el
lit
us
,
HF

se
ve
rit
y,
cu
rr
en
t
sm

ok
in
g,

ed
em

a,
at
ria
lf
ib
ril
la
tio
n,

sy
st
ol
ic
bl
oo
d
pr
es
su
re
,
he
ar
t
ra
te
,
Hb
,

re
sp
ira
to
ry

ra
te
,
so
di
um

,
ur
ea
,

NT
-p
ro
BN

P

Al
l-c
au
se

m
or
ta
lit
y

lo
g-
tra
ns
fo
rm

ed
pe
r
1
SD

Cr
ud
e

1.
35

(1
.2
1,

1.
51
)

NA

M
ul
tiv
ar
ia
te

1.
16

(1
.0
1,

1.
33
)

Ag
e,

se
x,
hi
st
or
y
of

HF
,
IH
D,

hy
pe
rte
ns
io
n,

di
ab
et
es

m
el
lit
us
,
HF

se
ve
rit
y,
cu
rr
en
t
sm

ok
in
g,

ed
em

a,
at
ria
lf
ib
ril
la
tio
n,

sy
st
ol
ic
bl
oo
d
pr
es
su
re
,
he
ar
t
ra
te
,
Hb
,

re
sp
ira
to
ry

ra
te
,
so
di
um

,
ur
ea
,

an
d
NT

-p
ro
BN

P

Sk
ag
en

et
al

(2
01
6)
17

Ca
rd
io
va
sc
ul
ar

(M
I

or
st
ro
ke
)
de
at
h

lo
g-
tra
ns
fo
rm

ed
pe
r
1
SD

Cr
ud
e

1.
81

(1
.2
9,

2.
53
)

NA

M
ul
tiv
ar
ia
te

1.
38

(0
.9
1,

2.
08
)

Ag
e
an
d
eG
FR

M
is
sa
ili
di
s

et
al
(2
01
6)
18

Al
l-c
au
se

m
or
ta
lit
y

To
p
2
te
rti
le
s
(3
2.
2
or

m
or
e
lm

ol
/L
)
vs

lo
w
es
t

Cr
ud
e

6.
29

(2
.6
7,

14
.8
)

NA

M
ul
tiv
ar
ia
te

6.
68

(2
.3
3,

19
.1
)

Ag
e,

se
x,
di
ab
et
es

m
el
lit
us
,
an
d
hs
-C
RP

M
ul
tiv
ar
ia
te
*

4.
32

(1
.3
2,

14
.2
)

Ag
e,

se
x,
di
ab
et
es

m
el
lit
us
,
an
d
hs
-C
RP

an
d
GF
R

St
ub
bs

et
al

(2
01
6)
19

Al
l-c
au
se

m
or
ta
lit
y

Hi
gh
es
t
te
rti
le
(9
.2
6–
16
3.
03

lm
ol
/L
)
vs

lo
w
es
t

Cr
ud
e*

1.
95

(0
.9
1,

4.
17
)

NA

10
l
m
ol
/L

Cr
ud
e

1.
19

(1
.1
0,

1.
29
)

NA

M
ul
tiv
ar
ia
te

1.
26

(1
.1
3,

1.
40
)

Ag
e,

se
x,
ra
ce
,
sm

ok
in
g,

BM
I,
hy
pe
rte
ns
io
n,

di
ab
et
es

m
el
lit
us
,
eG
FR
,
CK

D
st
ag
e,

tri
gl
yc
er
id
es
,
ch
ol
es
te
ro
l,
hi
st
or
y
of

pe
rc
ut
an
eo
us

in
te
rv
en
tio
n,

hi
st
or
ie
s
of

co
ro
na
ry

ar
te
ry

by
pa
ss

gr
af
tin
g,

M
I,

ce
re
br
ov
as
cu
la
r
ac
ci
de
nt
,
pe
rip
he
ra
l

va
sc
ul
ar

di
se
as
e
an
d
co
ng
es
tiv
e
HF

C
on
tin

ue
d

DOI: 10.1161/JAHA.116.004947 Journal of the American Heart Association 8

TMAO and Major Cardiovascular Events Heianza et al
S
Y
S
T
E
M
A
T
IC

R
E
V
IE

W
A
N
D

M
E
T
A
-A

N
A
L
Y
S
IS



Ta
bl
e
2.

C
on
tin

ue
d

So
ur
ce

O
ut
co
m
e

C
om

pa
ris
on

M
od
el

RR
(9
5%

C
I)

Ad
ju
st
m
en
t
fo
r
C
ov
ar
ia
te
s

Ki
m

et
al
(2
01
6)
20

Is
ch
em

ic
ca
rd
io
va
sc
ul
ar

ev
en
ts

Hi
gh
es
t
qu
ar
til
e
(>
32
.6
7
l
m
ol
/L
)
vs

lo
w
es
t

Cr
ud
e

2.
33

(1
.6
3,

3.
33
)

NA

M
ul
tiv
ar
ia
te
*

1.
37

(0
.9
1,

2.
06
)

Ag
e,

se
x,
ra
ce
,
di
ab
et
es

m
el
lit
us
,
ca
rd
io
va
sc
ul
ar

co
m
or
bi
di
tie
s
at

ba
se
lin
e,

sy
st
ol
ic
bl
oo
d
pr
es
su
re
,

to
ta
lc
ho
le
st
er
ol
,
HD

L
ch
ol
es
te
ro
l,
sm

ok
in
g,

m
ed
ic
at
io
n
us
e,

eG
FR
,
ln
-t
ra
ns
fo
rm

ed
AC

R
an
d
Hb

Na
tu
ra
ll
og
-t
ra
ns
fo
rm

ed
pe
r
1
SD

Cr
ud
e

1.
45

(1
.2
8,

1.
64
)

NA

M
ul
tiv
ar
ia
te

1.
24

(1
.0
7,

1.
43
)

Ag
e,

se
x,
ra
ce
,
di
ab
et
es

m
el
lit
us
,
ca
rd
io
va
sc
ul
ar

co
m
or
bi
di
tie
s
at

ba
se
lin
e,

sy
st
ol
ic
bl
oo
d
pr
es
su
re
,

to
ta
lc
ho
le
st
er
ol
,
HD

L
ch
ol
es
te
ro
l,
sm

ok
in
g,

m
ed
ic
at
io
n
us
e,

eG
FR
,
ln
-t
ra
ns
fo
rm

ed
AC

R
an
d
Hb

Se
nt
ho
ng

et
al

(2
01
6)
21

Al
l-c
au
se

m
or
ta
lit
y

Hi
gh
es
t
qu
ar
til
e
(m
ed
ia
n,

9.
7
l
m
ol
/L
)
vs

lo
w
es
t

Cr
ud
e

3.
90

(2
.7
8,

5.
48
)

NA

M
ul
tiv
ar
ia
te
*

1.
71

(1
.1
1,

2.
61
)

Ag
e,

se
x,
sy
st
ol
ic
bl
oo
d
pr
es
su
re
,

LD
L
ch
ol
es
te
ro
l,
HD

L
ch
ol
es
te
ro
l,

sm
ok
in
g,

di
ab
et
es

m
el
lit
us
,
m
ed
ic
at
io
n

us
e,

nu
m
be
r
of

st
en
ot
ic
ve
ss
el
s,
lo
g-
tra
ns
fo
rm

ed
hs
-C
RP
,
lo
g-
tra
ns
fo
rm

ed
m
ye
lo
pe
ro
xi
da
se
,

lo
g-
tra
ns
fo
rm

ed
eG
FR
,
an
d
lo
g-
tra
ns
fo
rm

ed
BN

P

Sh
af
ie
t
al

(2
01
7)
22

Ca
rd
ia
c
de
at
h,

w
hi
te

Hi
gh
es
t
qu
in
til
e
(1
35
–4
68

l
m
ol
/L
)
vs

lo
w
es
t

qu
in
til
e

Cr
ud
e

1.
82

(1
.2
3,

2.
69
)

NA

M
ul
tiv
ar
ia
te
*

1.
78

(1
.1
2,

2.
82
)

Ag
e,

se
x,
in
de
x
of

co
ex
is
tin
g
di
se
as
e

se
ve
rit
y
sc
or
e,

ca
us
e
of

en
d-
st
ag
e
re
na
l

di
se
as
e,

BM
I,
sy
st
ol
ic
bl
oo
d
pr
es
su
re
,
al
bu
m
in
,

an
d
re
la
tiv
e
vo
lu
m
e
re
m
ov
ed

on
di
al
ys
is
an
d

re
si
du
al
ki
dn
ey

fu
nc
tio
n

Su
dd
en

ca
rd
ia
c
de
at
h,

w
hi
te

Sa
m
e
as

th
e
ab
ov
e

Cr
ud
e

2.
98

(1
.3
8,

6.
44
)

NA

M
ul
tiv
ar
ia
te

2.
76

(1
.2
2,

6.
24
)

Sa
m
e

Fi
rs
t
ca
rd
io
va
sc
ul
ar

ev
en
t

or
an
y-
ca
us
e
de
at
h,

w
hi
te

Sa
m
e
as

th
e
ab
ov
e

Cr
ud
e

1.
53

(1
.0
1,

2.
32
)

NA

M
ul
tiv
ar
ia
te

1.
45

(0
.9
9,

2.
15
)

Sa
m
e

An
y-
ca
us
e
m
or
ta
lit
y,
w
hi
te

Sa
m
e
as

th
e
ab
ov
e

Cr
ud
e

1.
40

(0
.9
8,

2.
00
)

NA

M
ul
tiv
ar
ia
te

1.
50

(1
.0
3,

2.
18
)

Sa
m
e

Ca
rd
ia
c
de
at
h,

bl
ac
k

Hi
gh
es
t
qu
in
til
e
(1
35
–6
82

l
m
ol
/L
)

vs
lo
w
es
t
qu
in
til
e

Cr
ud
e

0.
73

(0
.4
9,

1.
09
)

NA

M
ul
tiv
ar
ia
te
*

0.
78

(0
.5
1,

1.
18
)

Sa
m
e

Su
dd
en

ca
rd
ia
c
de
at
h,

bl
ac
k

Sa
m
e
as

th
e
ab
ov
e

Cr
ud
e

0.
73

(0
.4
8,

1.
11
)

NA

M
ul
tiv
ar
ia
te

0.
80

(0
.5
1,

1.
25
)

Sa
m
e

C
on
tin

ue
d

DOI: 10.1161/JAHA.116.004947 Journal of the American Heart Association 9

TMAO and Major Cardiovascular Events Heianza et al
S
Y
S
T
E
M
A
T
IC

R
E
V
IE

W
A
N
D

M
E
T
A
-A

N
A
L
Y
S
IS



Ta
bl
e
2.

C
on
tin

ue
d

So
ur
ce

O
ut
co
m
e

C
om

pa
ris
on

M
od
el

RR
(9
5%

C
I)

Ad
ju
st
m
en
t
fo
r
C
ov
ar
ia
te
s

Fi
rs
t
ca
rd
io
va
sc
ul
ar

ev
en
t
or

an
y-
ca
us
e
de
at
h,

bl
ac
k

Sa
m
e
as

th
e
ab
ov
e

Cr
ud
e

0.
99

(0
.7
0,

1.
40
)

NA

M
ul
tiv
ar
ia
te

1.
03

(0
.8
0,

1.
31
)

Sa
m
e

An
y-
ca
us
e
m
or
ta
lit
y,
bl
ac
k

Sa
m
e
as

th
e
ab
ov
e

Cr
ud
e

0.
85

(0
.6
5,

1.
11
)

NA

M
ul
tiv
ar
ia
te

0.
89

(0
.6
6,

1.
20
)

Sa
m
e

Ro
bi
ns
on
-C
oh
en

et
al
(2
01
6)
23

Al
l-c
au
se

m
or
ta
lit
y

Hi
gh
es
t
te
rti
le
(1
.7
1
lg

/m
L)

vs
lo
w
es
t
te
rti
le

M
ul
tiv
ar
ia
te
*

1.
25

(0
.4
8,

3.
28
)

Ag
e,

se
x,
sy
st
ol
ic
bl
oo
d
pr
es
su
re
,

LD
L
ch
ol
es
te
ro
l,
HD

L
ch
ol
es
te
ro
l,

sm
ok
in
g,

lo
g-
tra
ns
fo
rm

ed
CR

P,
lo
g-
tra
ns
fo
rm

ed
eG
FR

Ot
tig
er

et
al

(2
01
6)
24

Al
l-c
au
se

m
or
ta
lit
y

Hi
gh
es
t
qu
ar
til
e
(m
ed
ia
n,

8.
9
lm

ol
/L
)

vs
lo
w
es
t
qu
ar
til
e

Cr
ud
e

3.
5
(2
.1
,
5.
8)
†

NA

M
ul
tiv
ar
ia
te
*

1.
9
(1
.1
,
3.
3)
†

CA
D,

co
ng
es
tiv
e
he
ar
t
fa
ilu
re
,

ce
re
br
ov
as
cu
la
r
di
se
as
e,

pe
rip
he
ra
la
rte
ry

oc
cl
us
iv
e
di
se
as
e,

di
ab
et
es

m
el
lit
us
,
CK

D,
ne
op
la
st
ic
di
se
as
e
an
d
ch
ro
ni
c
ob
st
ru
ct
iv
e

pu
lm
on
ar
y
di
se
as
e

lo
g-
tra
ns
fo
rm

ed
Cr
ud
e

2.
3
(1
.7
,
3.
3)

NA

M
ul
tiv
ar
ia
te

1.
6
(1
.0
1,

2.
4)

CA
D,

co
ng
es
tiv
e
he
ar
t
fa
ilu
re
,
ce
re
br
ov
as
cu
la
r

di
se
as
e,

pe
rip
he
ra
la
rte
ry

oc
cl
us
iv
e
di
se
as
e,

di
ab
et
es

m
el
lit
us
,
CK

D,
ne
op
la
st
ic
di
se
as
e,

an
d
ch
ro
ni
c
ob
st
ru
ct
iv
e
pu
lm
on
ar
y
di
se
as
e

Se
nt
ho
ng

et
al

(2
01
6)
25

Al
l-c
au
se

m
or
ta
lit
y

Hi
gh
es
t
qu
ar
til
e
(≥
8.
01

l
m
ol
/L
)
vs

lo
w
es
t

qu
ar
til
e

Cr
ud
e

2.
69

(1
.8
2,

3.
97
)

NA

M
ul
tiv
ar
ia
te
*

1.
59

(1
.0
3,

2.
45
)

Ag
e,

se
x,
sy
st
ol
ic
bl
oo
d
pr
es
su
re
,
LD
L
ch
ol
es
te
ro
l,

HD
L
ch
ol
es
te
ro
l,
sm

ok
in
g,

di
ab
et
es

m
el
lit
us
,

lo
g-
tra
ns
fo
rm

ed
hs
-C
RP
,
an
d
lo
g-
tra
ns
fo
rm

ed
eG
FR

M
ul
tiv
ar
ia
te

1.
88

(1
.2
1,

2.
92
)

Ag
e,

se
x,
sy
st
ol
ic
bl
oo
d
pr
es
su
re
,
LD
L
ch
ol
es
te
ro
l,

HD
L
ch
ol
es
te
ro
l,
sm

ok
in
g,

di
ab
et
es

m
el
lit
us
,

hi
st
or
y
of

CA
D,

st
at
in
us
e,

ap
ol
ip
op
ro
te
in
A1
,

ap
ol
ip
op
ro
te
in
B,

lo
g-
tra
ns
fo
rm
ed

m
ye
lo
pe
ro
xi
da
se
,

an
d
lo
g-
tra
ns
fo
rm
ed

hs
-C
RP

lo
g-
tra
ns
fo
rm

ed
pe
r
1
SD

Cr
ud
e

1.
53

(1
.3
5,

1.
74
)

NA

M
ul
tiv
ar
ia
te

1.
26

(1
.0
3,

1.
53
)

Ag
e,

se
x,
sy
st
ol
ic
bl
oo
d
pr
es
su
re
,
LD
L
ch
ol
es
te
ro
l,

HD
L
ch
ol
es
te
ro
l,
sm

ok
in
g,

di
ab
et
es

m
el
lit
us
,

lo
g-
tra
ns
fo
rm

ed
hs
-C
RP
,
an
d
lo
g-
tra
ns
fo
rm

ed
eG
FR

C
on
tin

ue
d

DOI: 10.1161/JAHA.116.004947 Journal of the American Heart Association 10

TMAO and Major Cardiovascular Events Heianza et al
S
Y
S
T
E
M
A
T
IC

R
E
V
IE

W
A
N
D

M
E
T
A
-A

N
A
L
Y
S
IS



as cardiovascular outcomes and all-cause mortality),7,10,22,26

we used RRs for the vascular outcomes in our main analysis,
whereas we performed a sensitivity analysis when we used
RRs for all-cause mortality. A pooled RR for MACE without
including all-cause mortality was also calculated. We explored
heterogeneity of the main results according to study charac-
teristics such as length of follow-up, mean (median) age,
proportion of smokers, mean or median TMAO levels among
the total participants, mean body mass index (BMI), degree of
kidney dysfunction, prevalence of diabetes mellitus, or past
cardiovascular histories at a baseline examination.

For the analysis of TMAO precursors and risk of MACE, we
calculated a pooled RR of elevated concentrations of betaine
(highest in comparison with the lowest)7,9,13,18,26 and that of
elevated concentrations of either L-carnitine or cho-
line.4,9,13,18,26 Because both choline and L-carnitine are
metabolized by intestinal bacteria to induce TMA, and then
further metabolized to TMAO,1,4 therefore L-carnitine and
choline were combined in our analysis.

Statistical Analysis
We used unadjusted or multivariable-adjusted RRs and 95%
CIs that were reported in the original articles and calculated
log-RRs and log-standard error for performing our analysis. If
studies reported several multivariate-adjusted RRs, we used
the effect estimate that was most fully adjusted for potential
confounders, except for 2 studies for which we could not
calculate the SE of its logarithm in the final model.13,20

Heterogeneity was assessed by the Cochran Q test and I2

statistic; low, moderate, and high I2 values were considered to
be 25%, 50%, and 75%, respectively.32,33 We used a fixed-
effect model, using the method of Mantel and Haenszel when
there was no significant heterogeneity, and a random effect
model when heterogeneity was significant.34 The cutpoint of P
value 0.05 was used for assessing significance of hetero-
geneity. We assessed publication bias by using Begg’s and
Egger’s tests and visual inspection of the funnel plot if 10 or
more studies were available.35

For the dose-response analysis of TMAO concentrations
and risk of MACE, we used RRs and 95% CIs per 1 lmol/L or
per 1 SD log-transformed TMAO for the outcome. We also
estimated dose-response associations based on data for
categories of TMAO levels on median dose, number of cases
and participants, and effect estimates with corresponding SEs
using the generalized least-squares for trend estimation
method of Greenland and Longnecker.36 If medians for
categories of TMAO levels were not reported, approximate
medians were estimated using the midpoint of the lower and
upper bounds. For categories without upper limit, median
values were defined as 1.5 times the lower limit of the
category. An original study reported data separately for whitesTa
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and blacks; a nonlinear association of TMAO and cardiovas-
cular events was shown in blacks.22 Therefore, we only
included data in whites in our dose-response analysis.
Stratified analysis was performed using meta-regression. All
analyses were conducted with Stata software (version 14;
StataCorp LP, College Station, TX).

Results

Literature Flow
We identified 24 potentially eligible articles, including 2
cross-sectional studies and 22 prospective studies (Fig-
ure 1). We also reviewed details of the cross-sectional
studies (Tables S1 and S2), whereas these were not
included in the meta-analysis. The 22 publications were
enrolled from the United States (14 publications), Canada (1
publication), New Zealand, (1 publication), UK (1 publica-
tion), Switzerland (1 publication), Sweden (1 publication),
Austria (1 publication), and Norway (2 publications). The
mean or median value of TMAO ranged from 1.74 to
103.8 lmol/L across the 22 prospective studies listed in
Table 1. One study14 introduced a newly developed method
for the measurement of TMAO showing the lowest value of
TMAO. Of the 22 studies, 2 only investigated combinations
of TMAO and choline, betaine,9 or L-carnitine4; thus we did
not include the 2 studies4,9 in the analysis for TMAO,
although these studies were eligible for the analysis of
TMAO precursors and risk of MACE. For publications from
the same study group, we treated as different data if the
number of study participants and outcome measurements
were not completely the same. An exclusion of publications
from the same group did not alter our results. Two
studies3,15 included the same number of total study
participants from the same cohort so that we only used
data from the first publication.3 We observed fundamentally
similar results when we used data from the other study.15

Subsequently, the remaining 19 articles published from
2013 to 2017 assessed the RRs of TMAO (either as a
categorical or continuous variable) and risk of MACE. All of
the studies included clinical cohorts, including patients at
higher cardiovascular risk, that is, enriched for baseline
heart disease,3,8,12–17,21 kidney disease,10,11,18–20,22,23

peripheral artery disease,25 or diabetes mellitus.7,26 Of the
19 publications, a total of 16 publications, including 19 data
points, were eligible for our main analysis to calculate a
pooled RR of elevated TMAO levels as compared with low
levels3,7,8,10,11,13,16,18–26 (Table 1 and Figure 1).

The RRs for MACE according to TMAO levels in their
original studies are summarized in Table 2. Among the
prospective studies, 5 studies10,13,19,20,23 did not find a

significantly elevated RR in the highest category of TMAO
levels as compared with the lowest category, in either
unadjusted or multivariate-adjusted models among total
participants. One study showed a significant association of
high TMAO levels and elevated risk of outcomes in whites but
not in blacks.22 Also, another 3 studies did not show a
significantly elevated RR when TMAO was analyzed as a
continuous variable in model.10,14,17 In most original studies,
RRs were carefully adjusted with various traditional cardio-
vascular risk factors as shown in Table 2. Of the total 22
publications, multivariate-adjusted RRs were available for 21
(95%) publications; of the 19 data points used for the main
analysis, 79% (n=15) were multivariate-adjusted data.

TMAO Levels With the Risk of MACE and All-
Cause Mortality
Our meta-analysis of elevated TMAO levels and the risk of
MACE enrolled 19 256 participants and 3315 incident cases
from the 19 data points. The pooled RR of elevated TMAO
levels for the development of MACE as compared to low
TMAO levels using the fixed-effect model was 1.62 (95% CI,
1.45, 1.80; P<0.001; Pheterogeneity=0.2; I

2=23.5%; Figure 2A).
The pooled RR using the random-effect model was 1.62 (95%
CI, 1.43 1.85). The Begg and Egger regression tests showed
no substantial publication bias (P>0.1 for both tests). Of the
19 data points, the study in blacks by Shafi et al22 affected
the heterogeneity; removal of the data in blacks22 resulted in
a pooled RR of 1.70 (95% CI, 1.52, 1.91; P<0.001;
Pheterogeneity=0.9; I

2=0%; fixed-effect model; Figure S1A). In
results of a sensitivity analysis omitting 1 study at a time and
calculating the pooled RRs for the remainder of 18 studies
(the data in blacks were not included), the pooled RRs ranged
from 1.65 (95% CI, 1.47, 1.86) to 1.75 (95% CI, 1.55, 1.98),
and no other study was identified as an influential outlier
across the 18 studies (Pheterogeneity ranged 0.8–0.9; I2 was
consistently 0%). When we performed an analysis further
omitting data from the same group, the pooled RR of high
TMAO levels for the development of MACE was 1.73 (95% CI,
1.50, 2.00; Pheterogeneity=0.3; I

2=15.4%). Of the 18 data points,
4 were unadjusted and 14 were multivariate adjusted in the
original studies; when we only included multivariate-adjusted
data, the pooled RR was 1.68 (95% CI, 1.49, 1.89; P<0.001;
Pheterogeneity=0.7; I

2=0%). Because we primarily used RRs for
the cardiovascular outcomes when there were multiple
outcomes presented,7,10,22,26 we also performed a sensitivity
analysis for the 18 data when we replaced RRs for all-cause
mortality in these publications7,10,22,26; the pooled RR was
1.69 (95% CI, 1.52, 1.89; P<0.001; Pheterogeneity=0.6; I

2=0%).
In results of further sensitivity analysis removing 12 studies
that included RRs for any death or all-cause mortality, a

DOI: 10.1161/JAHA.116.004947 Journal of the American Heart Association 12

TMAO and Major Cardiovascular Events Heianza et al
S
Y
S
T
E
M
A
T
IC

R
E
V
IE

W
A
N
D

M
E
T
A
-A

N
A
L
Y
S
IS



pooled RR of elevated levels of TMAO for MACE (MACE: CVD
events, admission for HF, cardiovascular death/hospitaliza-
tion, ischemic cardiovascular events, cardiac death, or MACE)
was 1.66 (95% CI, 1.35, 2.05; Pheterogeneity= 0.6; I2=0%).

For calculating the risk for only all-cause mortality, 15
data from 12 articles7,8,10,11,18,19,21–26 were available,
including 2498 deaths among 11 676 participants. Overall,
elevated concentrations of TMAO were significantly

Figure 1. Selection of studies for meta-analysis. MACE indicates major adverse cardiovascular events; TMAO, trimethylamine N-oxide.
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associated with an increased risk of all-cause mortality
(pooled RR, 1.63; 95% CI, 1.36, 1.95; Pheterogeneity=0.027;
I2=45.9% using random-effect model; Figure 2B). Again, after

removal of the data in blacks, there was no heterogeneity
across the studies (pooled RR, 1.72; 95% CI, 1.50, 1.97;
Pheterogeneity=0.7; I

2=0%; Figure S1B).

Figure 2. Pooled relative risks of high trimethylamine N-oxide (TMAO) levels for the risk of major adverse clinical events/death (A) and
all-cause mortality (B). Dashed lines represent the overall effect, and gray boxes represent weight. ES indicates effect size; RR, relative risk.
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Table 3. RRs of High TMAO for Major Cardiovascular Events According to Study Characteristics

Characteristics
N of Total Studies
[Adjusted data] RR (95% CI)

P for
Interaction

Age, y

<65 9 [8] 1.59 (1.34, 1.90) 0.3

≥65 9 [6] 1.82 (1.53, 2.16)

Body mass index

<27.0 kg/m2 5 [3] 1.91 (1.42, 2.58) 0.2

≥27.0 kg/m2 7 [5] 1.51 (1.22, 1.87)

Smoking habit, yes

<30% 4 [3] 2.12 (1.58, 2.84) 0.1

≥30% 7 [6] 1.61 (1.34, 1.94)

TMAO levels at baseline (average TMAO)

(a) <5.0 lmol/L (4.0 lmol/L) 7 [6] 1.62 (1.37, 1.92) 0.4

≥5.0 lmol/L (25.4 lmol/L) 11 [8] 1.79 (1.51, 2.14)

(b) <8.0 lmol/L (5.3 lmol/L) 13 [9] 1.75 (1.53, 2.00) 0.3

≥8.0 lmol/L (47.7 lmol/L) 5 [5] 1.51 (1.13, 2.02)

Kidney function

High (eGFR ≥60 mL/min per 1.73 m2) 10 [7] 1.67 (1.43, 1.94) 0.6

Low (eGFR <60 mL/min per 1.73 m2) 8 [7] 1.77 (1.45, 2.17)

Controlling for eGFR or other renal function markers, or albuminuria in models

No 5 [1] 1.74 (1.26, 2.38) 0.9

Yes 13 [13] 1.70 (1.49, 1.94)

Controlling for serum cholesterol levels or use of cholesterol lowering medications in models

No 9 [5] 1.92 (1.57, 2.34) 0.1

Yes 9 [9] 1.58 (1.36, 1.85)

Controlling for hs-CRP or CRP in models

No 9 [5] 1.78 (1.49, 2.14) 0.5

Yes 9 [9] 1.64 (1.39, 1.94)

Controlling for blood pressure measurements, hypertension, or use of antihypertensive medications in models

No 8 [4] 1.83 (1.44, 2.32) 0.5

Yes 10 [10] 1.66 (1.44, 1.92)

Prevalence of diabetes mellitus

<40% 8 [6] 1.73 (1.47, 2.04) 0.8

≥40% 10 [8] 1.68 (1.40, 2.01)

Prevalence of individuals with cardiovascular disease histories at baseline

<40% 6 [4] 1.61 (1.22, 2.13) 0.7

≥40% 9 [9] 1.72 (1.48, 1.99)

Follow-up time

<5 years 10 [7] 1.69 (1.44, 1.98) 0.9

≥5 years 8 [7] 1.73 (1.43, 2.09)

CRP indicates C-reactive protein; eGFR, estimated glomerular filtration rate. RR, relative risks; TMAO, trimethylamine N-oxide.
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Stratified Analyses
We then investigated potential sources of heterogeneity in
stratified analyses using the metaregression analysis based on
the 18 data (4 were unadjusted and 14 were multivariate
adjusted) that were used for the main analysis without the data
in blacks (Table 3). In the stratified analysis using a cut-off
value of median/mean TMAO value of 5.0 lmol/L (lower 39%
of the total 18 studies), there was no heterogeneity between
<5.0 or ≥5.0 lmol/L of TMAO concentrations at baseline. In
addition, there were 5 studies with extremely high mean/
median TMAO values (>20 lmol/L). We also performed a
stratified analysis using a cut-off value of 8.0 lmol/L. We
observed similarly increased risks of MACE regardless of
studies with <8.0 (range, 3.0–7.9) or ≥8.0 (range, 20.41–98.4)
lmol/L mean/median TMAO levels. Again, there was no
heterogeneity between low or high TMAO concentrations at
baseline. The association between elevated TMAO levels and
the risk of MACE was consistently observed across strata of
age, BMI at baseline, smoking, degree of kidney function,
prevalence of CVD or diabetes mellitus at a baseline exam-
ination, the follow-up duration, and whether kidney function
markers, lipids, blood pressure, or C-reactive protein (CRP)
levels were controlled for in models. Associations appeared to
be stronger among studies with participants who had generally
lower BMI, or lower prevalence of smoking, although such
differences did not attain statistical significance.

Dose-Response Analysis
We further investigated whether there was a dose-response
relationship between TMAO concentrations and the risk for
MACE (Table 4). The pooled unadjusted RR was 1.05 (95% CI,
1.03, 1.07) per 1-lmol/L increment in TMAO concentrations.
Although the RR was attenuated, it was significantly elevated
with a pooled adjusted RR of 1.02 (1.01, 1.03) using data in
multivariate-adjusted models. One study14 introduced a newly
developed method for the measurement of TMAO, and their
IQRs of TMAO were lower than other studies, so that we

calculated a RR without data from the study. Results of the
analysis showed a similar pooled adjusted RR per 1-lmol/L
increment in TMAO of 1.02 (1.01, 1.04). We also analyzed the
dose-response relationship on log-transformed TMAO levels;
and the pooled RR per 1-SD increment of log-transformed
TMAOwas 1.43 (95% CI, 1.34, 1.52) in the unadjusted model or
1.21 (95% CI, 1.14, 1.29) in the adjusted model, respectively.

Associations of TMAO Precursors With the Risk of
MACE
Finally, we conducted analyses on the associations between
circulating levels of TMAO precursors and the risk and MACE
using data from 6 publications4,7,9,13,18,26 (Figure 3). For the
association between elevated L-carnitine or choline concen-
trations and the risk of MACE, the summary RR was 1.26 (95%
CI, 1.10, 1.44; Pheterogeneity=0.9; I

2=0%; Figure 3A). For the
association of elevated betaine concentrations with the risk of
MACE, the pooled RR was 1.43 (95% CI, 1.19, 1.73;
Pheterogeneity=0.4; I

2=6.4%; Figure 3B).

Discussion
Our meta-analysis of data from prospective studies provides
quantitative pooled estimates of the associations of circulating
TMAO level with the incidence of MACE and all-cause death. As
compared to participants with low TMAO levels, those with high
levels had a 62% increased risk for the development of MACE
and a 63% increased risk for all-cause death. In addition,
elevated concentrations of TMAOwere associated with 1.7-fold
increased risks forMACE and all-causemortality comparedwith
low TMAO levels when we estimated the RRs without using data
in blacks. The associations did not significantly differ according
to the past histories of CVD, prevalence of diabetes mellitus,
kidney dysfunction, follow-up duration, or TMAO levels at
baseline. However, no prospective cohort studies were avail-
able in the population at general risk. In addition, we found that
the association betweenblood TMAO levels and development of
MACE was dose dependent. Moreover, our quantitative

Table 4. Pooled RRs Per 1 lmol/L or 1 SD Log-Transformed Increment of TMAO for Major Adverse Cardiovascular Events

Variables N Study ID (Reference) RR (95% CI) I2
Heterogeneity
P Value

1 lmol/L increment of TMAO, unadjusted 9 11,13,19,20,22,24–26 1.05 (1.03, 1.07) 95.0% <0.001

1 lmol/L increment of TMAO, adjusted 9 11,14,19,20,22,24–26 1.02 (1.01, 1.03) 81.7% <0.001

1 lmol/L increment of TMAO, adjusted* 8 11,19,20,22,24–26 1.02 (1.01, 1.04) 83.9% <0.001

1 SD increment of log-transformed TMAO, unadjusted 5 12,16,17,20,25 1.43 (1.34, 1.52) 22.7% 0.3

1 SD increment of log-transformed TMAO, adjusted 6 8,12,16,17,20,25 1.21 (1.14, 1.29) 0% 0.8

*Without a study of reference.14 RR indicates relative risks; TMAO, trimethylamine N-oxide.
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estimates for the precursors of TMAO and the risk of MACE/
death revealed that individuals with elevated concentrations of
L-carnitine, choline, or betaine had approximately of 1.3 to 1.4
times higher risk for MACE compared to those with low
concentrations. Our results indicated that the relations of
elevated TMAO and its precursors with MACE and all-cause
death were independent of conventional risk factors, such as
kidney dysfunction, diabetes mellitus, and obesity.

Strengths and Limitations
Our study has several strengths. The included original studies
were all prospective and therefore our analysis minimized the
likelihood of reverse causation. We carefully assessed the
influence of several potential confounders and traditional risk

factors for CVDs. In addition, our sensitivity analyses
indicated that the results were not affected by varying
definitions of outcomes or elevated TMAO levels. Several
limitations warrant consideration. First, no data were available
among general populations for our analysis. The included
studies have been conducted in clinical cohorts including
patients with pre-existing cardiovascular risk, and thus we
cannot determine whether results will be similar in lower-risk
populations. Second, the definition of elevated TMAO levels
was difference across individual studies. Third, similar to other
observational studies, we could not exclude the possibility of
residual confounding attributed to unmeasured factors.
Fourth, the gut microbiota are affected by environmental
factors37,38 such as dietary intakes,39–41 which may, in turn,
influence blood levels of TMAO and its precursors.4 However,

Figure 3. Pooled relative risks of elevated concentrations of L-carnitine or choline (A) and betaine (B) for major adverse cardiovascular events/
death. Dashed lines represent the overall effect, and gray boxes represent weight. ES indicates effect size; RR, relative risk.
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detailed assessment of dietary intakes was not available in all
the included studies; this limited our abilities to investigate
the potential roles of dietary factors in the associations of gut
microbiota metabolites and the outcomes. Fifth, most of the
study participants were from Europe and the United States
and included mainly (approximately of 65–90% of total study
participants) whites,10,19,20,23 so that our results might not be
applicable to other race/ethnic groups such as Asians and
Africans. Furthermore, TMAO levels were measured at 1 time
point, which might not capture the long-term levels of gut
microbiota metabolites. Finally, further studies, especially
clinical trials to lower TMAO levels, are warranted to inform
causality.

Association Between Our Results and Other
Studies
The associations of TMAO and the risk of CVDs have been
reviewed previously42–45; however, these studies did not aim
to perform a meta-analysis to quantify the risks of TMAO and
its precursors for MACE. We observed the highly consistent
positive associations between TMAO levels and the outcomes
across studies, even among studies with low (<5.0 lmol/L)
concentrations of TMAO at baseline, particularly after exclud-
ing the data among blacks. As previously reported that the
associations of TMAO and risk of cardiovascular events in
hemodialysis patients differed by race,22 the inclusion of data
in black hemodialysis patients influenced the heterogeneity of
results in our study. It has also been reported that morality
risk may differ between black and white dialysis patients.46

Nonetheless, median values of TMAO concentrations in
healthy individuals were reported as ranges of 3 to 6 lmol/
L,8,17–19 and the study by Shafi et al22 consisted of
hemodialysis patients with the substantially high mean vale
of TMAO (101.9 lmol/L among total participants). It may not
be generalizable to other groups of blacks from the general
population, and further studies are warranted on the ethnic
difference in the associations of TMAO and the risk of MACE.

Several studies10,11,19,28 specifically considered the role of
kidney dysfunction in the associations between TMAO and the
risk of clinical adverse outcomes. The burden of CVD is high
among patients with chronic kidney disease (CKD) or end-
stage renal disease,47 and the circulating TMAO is predom-
inantly excreted by the kidneys.42 Nonetheless, we did not
observe a statistically significant difference in the associa-
tions according to kidney dysfunction. Emerging evidence has
shown associations of gut microbiota with obesity.48–51 We
found a stronger association in the subgroup with lower BMI
and speculated that populations with lower BMI were less
likely to be affected by diseases and might have less
confounding factors, and effects of dietary differences
influencing TMAO levels might be more apparent in the

low-BMI group. However, the difference between low- and
high-BMI groups was not statistically significant. Whether
overweight or obesity accounted for the association of TMAO
with the risk of MACE should be further investigated.

Additionally, we found that the pooled risk of elevated
TMAO was stronger than those of its precursors, including
betaine and choline or L-carnitine, for the risk of MACE or
all-cause mortality. In our analyses, the associations of these
correlated gut microbiota metabolites could not be mutually
adjusted; therefore, we could not determine whether the
TMAO or its precursors were independently associated with
the outcomes. A study4 showed that plasma L-carnitine
concentrations predicted MACE independent of traditional
cardiovascular risk factors, but the significant association
disappeared after adjustment for plasma TMAO concentra-
tion. In addition, it was noted that elevated concentrations
of L-carnitine were only predictive of MACE risk among
individuals with higher TMAO levels.4 In another study, it
was found that only TMAO predicted the risk of MACE when
choline, betaine, and TMAO were simultaneously included in
the multivariate-adjusted model, and choline and betaine
predicted risk of MACE only among participants with an
above median value of TMAO (>3.7 lmol/L) concentra-
tions.9

Potential Mechanisms
In our recent study, we found that high intake of phos-
phatidylcholine, which could lead to a higher production of
TMAO, was significantly associated with an increased risk of
all-cause and CVD-specific mortality.52 Dietary choline and
L-carnitine are metabolized by intestinal bacteria to produce
TMA, which is, in turn, absorbed into the bloodstream and
oxidized to TMAO by enzyme flavin monooxygenase 3 in the
liver.1,4,5 Koeth et al showed that dietary supplementation of
mice with choline or L-carnitine4 increased TMAO levels and
enhanced the development of atherosclerosis.1 Flavin
monooxygenase 3 is reported to be a key integrator of
hepatic cholesterol and lipid metabolism and inflammation.53

TMAO was found to modulate cholesterol and sterol
metabolism that would, at least partly, contribute to the
increasing risk of CVDs.4 Higher TMAO levels were associated
with the presence of increased atherosclerotic burden and
complexity among patients with coronary artery disease
(CAD).54 A recent study has shown that TMAO directly
interacts with platelets altering calcium signaling, fostering
platelet hyper-reactivity and a prothrombotic phenotype
in vivo.15 Similar, TMAO acutely induces aortic endothelial
cell inflammatory gene profile, suggesting another potential
pathway by which TMAO contributes to CVD.55 Betaine is a
metabolite of choline,1,56 and dietary betaine administration
induced production of TMAO in animals.9 L-carnitine in red
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meat can also be transformed to gamma-butyrobetaine by gut
bacteria before being converted to TMA and TMAO.2,5

Whether betaine, choline, or L-carnitine have independent
effects on MACE and all-cause mortality and whether other
mechanisms are involved need further investigation.

Conclusion
Our meta-analysis of published prospective studies indicates
that higher circulating levels of gut microbiota metabolites,
including TMAO and its precursors, are associated with an
increased risk of MACE, regardless of conventional risk
factors. Further studies are needed to investigate these
associations in general-risk populations, as well as the
causality of the associations.
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Table S1: Characteristics of the identified studies of trimethylamine N-oxide (TMAO) levels and the prevalent cardiovascular diseases (cross-sectional 

studies)  

Source   Country   Study Population   
Age, 

mean, y     

TMAO, mean 

or median, 

μM   

Men, 

%  

Total 

N   
Outcomes assessed   Events, N   

Wang Z, et al. (2011)
1
   US GeneBank   63.9   NA   49.3   1020   

Coronary artery 

disease (CAD)   
As%,41.0 

   
                  Peripheral artery 

disease (PAD)   
As%, 24.5   

                     Cardiovascular disease 

(CVD) as indicated by 

either CAD or PAD   

As%, 65.4   

                     Myocardial infarction 

(MI)   
NA   

      BioBank   64.5   NA   48.3   856   CAD   As%, 43.7   

                     PAD   As%, 21.5   

                     CVD as indicated by 

either CAD or PAD   
As%, 65.2   

                     MI    NA   

Mente A, et al. (2015)
2
  Canada 

Study of Health Assessment and 

Risk in Ethnic Groups [SHARE] 

and SHARE and Aboriginal 

Peoples [SHARE-AP]   

52.5   1.998   64.9    271   CVD   99 

 

  



Table S2: Relative risks (RRs) of major cardiovascular events according to trimethylamine N-oxide (TMAO) levels in cross-sectional studies  

Source Outcome Comparison Model Relative risk (95% CI) Adjustment for Covariates 

Wang Z, et al. (2011) 

GeneBank1 

Coronary artery 

disease (CAD)  
Highest quartile vs. lowest Multivariate   2.59 (1.88, 3.55)   

Age, sex, smoking, diabetes, medication use, 

hypertension, lipids, C-reactive protein (CRP), 

and estimated creatinine clearance   

  
Peripheral artery 

disease (PAD)   
Same as the above Multivariate   3.43 (2.26, 5.21)   Same as the above   

  CAD + PAD   Same as the above Multivariate   4.03 (2.54, 6.40)   Same as the above   

  
Cardiovascular 

disease (CVD)   
Same as the above Multivariate   2.54 (1.86, 3.47)   Same as the above   

  
Myocardial 

infarction (MI)    
Same as the above Multivariate   1.47 (0.90, 2.40)   Same as the above   

Wang Z, et al. (2011) 

BioBank1 
CAD   Highest quartile vs. lowest Multivariate   3.08 (1.94, 4.88)   Same as the above   

  PAD   Same as the above Multivariate   3.75 (2.00, 7.03)   Same as the above   

  CAD + PAD   Same as the above Multivariate   4.00 (2.04, 7.82)   Same as the above   

  CVD   Same as the above Multivariate   3.08 (1.96, 4.86)   Same as the above   

  MI   Same as the above Multivariate   2.11 (1.33, 3.34)   Same as the above   

Mente A, et al. (2015)2  CVD   
Highest quintile (≥2.5 μM) 

vs. lowest   
Crude 3.28 (1.37, 7.87)   Crude   

      Multivariate   3.17 (1.05, 9.51)   
Age, sex, body mass index (BMI), smoking 

and energy intake   

      Multivariate   9.33 (1.88, 46.37)   

Age, sex, BMI, smoking, energy intake, 

diabetes, meat intake, fish intake, and dietary 

cholesterol   

 

 



Figure S1: Pooled relative risks of high trimethylamine N-oxide (TMAO) levels for the risk of major adverse clinical 

events/death (A) and all-cause mortality (B) using 18 data points.
3-18

  

 

Dashed lines represent the overall effect, and gray boxes represent weight. SRef, Supplemental references; DM, diabetes; 

CKD, chronic kidney disease; HF, heart failure.  
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