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Background-—Glycine is an amino acid involved in antioxidative reactions, purine synthesis, and collagen formation. Several
studies demonstrate inverse associations of glycine with obesity, hypertension, and diabetes mellitus. Recently, glycine-dependent
reactions have also been linked to lipid metabolism and cholesterol transport. However, little evidence is available on the
association between glycine and coronary heart disease. Therefore, we assessed the association between plasma glycine and
acute myocardial infarction (AMI).

Methods and Results-—A total of 4109 participants undergoing coronary angiography for suspected stable angina pectoris were
studied. Cox regression was used to estimate the association between plasma glycine and AMI, obtained via linkage to the
CVDNOR project. During a median follow-up of 7.4 years, 616 patients (15.0%) experienced an AMI. Plasma glycine was higher in
women than in men and was associated with a more favorable baseline lipid profile and lower prevalence of obesity, hypertension,
and diabetes mellitus (all P<0.001). After multivariate adjustment for traditional coronary heart disease risk factors, plasma glycine
was inversely associated with risk of AMI (hazard ratio per SD: 0.89; 95% CI, 0.82–0.98; P=0.017). The inverse association was
generally stronger in those with apolipoprotein B, low-density lipoprotein cholesterol, or apolipoprotein A-1 above the median
(all Pinteraction≤0.037).

Conclusions-—Plasma glycine was inversely associated with risk of AMI in patients with suspected stable angina pectoris. The
associations were stronger in patients with apolipoprotein B, low-density lipoprotein cholesterol, or apolipoprotein A-1 levels above
the median. These results motivate further studies to elucidate the relationship between glycine and lipid metabolism, in particular
in relation to cholesterol transport and atherosclerosis.

Clinical Trial Registration-—URL: https://www.clinicaltrials.gov. Unique identifier: NCT00354081. ( J Am Heart Assoc. 2016;5:
e002621 doi: 10.1161/JAHA.115.002621)
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G lycine is a nonessential amino acid that can be obtained
either via the diet, or synthesized endogenously from

serine, threonine, choline, or glyoxylate in the liver and
kidney.1 It is a predominant constituent of collagen and is
utilized in the synthesis of several biologically important

compounds, including glutathione, creatine, purines, and
glucose.2,3 Glycine exerts anti-inflammatory and antioxidative
effects4,5 and has been inversely associated with several
traditional cardiovascular risk factors, including obesity,6

hypertension,7,8 and diabetes mellitus.9

Increasing evidence suggests that glycine-dependent reac-
tions are associated with lipid homeostasis and cholesterol
transport. More specifically, glycine is utilized to catabolize
excess S-adenosylmethionine by its remethylation into sar-
cosine via the enzyme glycine-N-methyltransferase (GNMT),10

and excess hepatic S-adenosylmethionine concentrations
have been linked to the regulation of apolipoprotein (apo) B
mRNA expression and very low-density lipoprotein forma-
tion.11–13 Disturbances in these reactions have been associ-
ated with lipid accumulation both in the liver and in
macrophages, which further promotes oxidized low-density
lipoprotein (LDL)-induced foam cell formation in the artery
wall.12 Therefore, glycine availability may affect lipid metabo-
lism and thereby further modulate the risk of coronary artery
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disease (CAD). However, data on glycine and the risk of
atherosclerotic cardiovascular disease in observational stud-
ies are sparse.

We investigated the associations between plasma glycine
and incident acute myocardial infarction (AMI) in a large
cohort of patients with suspected stable angina pectoris, with
a particular focus on potential effect modifications by lipid
parameters. The results are reported according to
the STrengthening the Reporting of OBservational studies
in Epidemiology—Molecular Epidemiology (STROBE-ME)
guidelines.14

Materials and Methods

Study Population
The study population has been described previously.15 In
brief, a total of 4164 subjects underwent elective coronary
angiography for suspected stable angina pectoris during
2000–2004 at Haukeland (n=3413) or Stavanger (n=751)
University Hospitals in Western Norway. Among these
patients, 85 were taking folic acid supplementation while
583 were taking multivitamins before the study. In addition,
2573 (61.8%) were enrolled in the Western Norway B Vitamin
Intervention Trial (WENBIT; ClinicalTrials.gov Identifier:
NCT00354081). Patients with missing baseline data on
plasma glycine (n=9), lipid parameters (n=1), or glycated
hemoglobin (n=45) were excluded, leaving a total of 4109
patients eligible for the current analyses.

The study protocol was in accordance with the Declara-
tion of Helsinki, and was approved by the Regional
Committee for Medical and Health Research Ethics, Western
Norway, the Norwegian Medicines Agency, and the Norwe-
gian Data Inspectorate. All patients provided written
informed consent.

Baseline Data
Clinical information and blood samples were obtained at
baseline before coronary angiography. Smoking status was
defined according to self-reports and serum cotinine levels
(≥85 nmol/L) as previously described.16 Obesity was
defined as body mass index (BMI) ≥30 kg/m2. Diabetes
mellitus was classified by self-reports, glucose measure-
ments (fasting plasma glucose ≥7.0 mmol/L or nonfasting
plasma glucose ≥11.1 mmol/L), or by single measurement
of glycated hemoglobin ≥6.5% according to the American
Diabetes Association guidelines.17 The extent of CAD at
angiography was scored 0 to 3 according to the number of
significantly stenotic coronary arteries. Left ventricular
ejection fraction was determined by echocardiography or
ventriculography.

Clinical End Points
Study subjects were followed from enrollment until the onset
of AMI, or until the end of 2009. Information on clinical events
was collected from the Cardiovascular Disease in Norway
(CVDNOR; https://cvdnor.b.uib.no/) project, reporting on
patients being discharged with a cardiovascular disease
diagnosis from any of 42 Norwegian public hospitals from
1994 and throughout 2009.18,19 AMI (including fatal and
nonfatal AMI) as the primary end point was classified
according to the International Statistical Classification of
Disease Tenth Revision (ICD-10) codes I21 and I22,
respectively.

Biochemical Analyses
Earlier reports have described the collection and storage of
blood samples and the biochemical analyses for relevant
clinical indices.15,16 In addition, plasma glycine was analyzed
by gas chromatography–tandem mass spectrometry20 at
Bevital A/S, Norway (www.bevital.no).

Statistical Analyses
Baseline categorical variables are reported as frequencies and
percentages, while continuous variables are presented as
medians with interquartile ranges. Plasma or serum metabo-
lite concentrations were log-transformed before statistical
analysis due to their right-skewed distributions. Baseline
variables across quartiles of plasma glycine of the whole
population were assessed by unadjusted median linear or
logistic regression for continuous and categorical variables,
respectively.

Cox regression analysis was used to estimate the associ-
ation between plasma glycine and risk of AMI. The risk
estimates were reported as fifth versus first plasma glycine
quintiles, trends across quintiles, and per 1 SD increment in
log-transformed plasma glycine. A simple survival model
(model I) was adjusted for age (continuous) and sex (male/
female). Covariates in the multivariate model (model II)
included age (continuous), sex (male/female), smoking
(yes/no), obesity (yes/no), hypertension (yes/no), diabetes
mellitus (yes/no), extent of CAD at angiography (ordinal),
statin treatment (yes/no), and estimated glomerular filtration
rate, apolipoprotein A1 (apoA-1) and apoB (all continuous).
Since results from experimental studies suggest that glycine
may regulate pro-inflammatory cytokines,21,22 we additionally
included C-reactive protein (CRP) in an extended model.
Fasting status and baseline revascularization procedures had
negligible impact on the risk estimates and were excluded in
the final model (data not shown). The assumption of
proportionality was examined by the Schoenfeld and scaled
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Schoenfeld residuals. Potential nonlinear dose–response
relationships between plasma glycine and risk of incident
AMI were visualized by generalized additive model plots for
both simple and multivariate models.

Potential effect modifications by prespecified lipid param-
eters (including serum apoB, LDL cholesterol, apoA1, and
high-density lipoprotein-cholesterol) were explored according

to their median values and tested by including an interaction
product term in Cox models adjusted for age, sex, and the use
of statins.

The statistical analyses were performed in R (R Core Team,
Vienna, Austria; version 3.1.1 & 3.1.2; packages “coin,”
“Hmisc,” “survival,” “MASS,” and “mgcv”). All reported P
values were 2-sided, and P<0.05 was considered significant.

Table 1. Baseline Characteristics According to Quartiles of Plasma Glycine

Plasma Glycine Quartiles (lmol/L)

P for Trend1st (<178) 2nd (178–205) 3rd (205–243) 4th (>243)

Age, y 61 (14) 62 (14) 61 (15) 63 (16) 0.037

Male sex, n (%) 817 (79.5) 818 (79.7) 804 (78.2) 521 (50.7) <0.001

Current smoking, n (%) 299 (29.1) 292 (28.5) 375 (36.5) 337 (32.8) 0.003

Obesity, n (%) 321 (31.2) 183 (17.8) 135 (13.1) 113 (11.0) <0.001

Hypertension, n (%) 561 (54.6) 483 (47.1) 451 (43.9) 434 (42.3) <0.001

Diabetes mellitus, n (%) 513 (49.9) 413 (40.2) 393 (38.2) 393 (38.3) <0.001

HbA1c (%) 6.23 (1.77) 6.02 (1.56) 6.05 (1.33) 6.08 (1.42) <0.001

Serum

Apolipoprotein A1, mg/dL 1.24 (0.32) 1.28 (0.34) 1.31 (0.34) 1.37 (0.37) <0.001

Apolipoprotein B, mg/dL 0.90 (0.31) 0.88 (0.30) 0.85 (0.30) 0.85 (0.33) <0.001

HDL cholesterol, mmol/L 1.10 (0.30) 1.20 (0.40) 1.30 (0.42) 1.40 (0.50) <0.001

LDL cholesterol, mmol/L 3.00 (1.30) 2.99 (1.30) 2.90 (1.33) 2.90 (1.40) 0.064

eGFR, mL/min per 1.73 m2 94 (18) 92 (19) 91 (20) 86 (24) <0.001

Serum CRP, mg/L 2.48 (3.73) 1.84 (2.80) 1.58 (2.36) 1.35 (2.09) <0.001

Troponin T, ng/L 5 (8) 4 (6) 5 (7) 4 (6) 0.088

Prior MI, n (%) 438 (42.6) 436 (42.5) 437 (42.5) 347 (33.8) <0.001

LVEF (%) 65 (10) 65 (10) 65 (10) 65 (10) 0.092

Angiographic evidence of CAD, n (%)

No significant stenosis 189 (18.4) 214 (20.8) 260 (25.3) 374 (36.4) <0.001

Single-vessel disease 255 (24.8) 240 (23.4) 245 (23.8) 210 (20.4) 0.032

Double-vessel disease 250 (24.3) 249 (24.2) 228 (22.2) 188 (18.3) <0.001

Triple-vessel disease 334 (32.5) 323 (31.6) 295 (28.7) 255 (24.9) <0.001

Treatment following baseline coronary angiography, n (%)

No or medications only 413 (40.2) 424 (41.3) 468 (45.5) 565 (55.0) <0.001

PCI 374 (36.4) 357 (34.8) 337 (32.8) 283 (27.6) <0.001

CABG 229 (22.3) 230 (22.4) 209 (20.3) 157 (15.3) <0.001

Medications at discharge, n (%)

Aspirin 854 (83.1) 871 (84.9) 849 (82.6) 781 (76.0) <0.001

Statins 850 (82.7) 855 (83.3) 824 (80.2) 763 (74.3) <0.001

Beta blockers 774 (75.3) 764 (74.5) 749 (72.9) 694 (67.6) <0.001

ACEIs 237 (23.1) 233 (21.7) 202 (19.6) 178 (17.3) <0.001

Loop diuretics 141 (13.7) 102 (10.0) 88 (8.4) 119 (11.5) 0.075

Variables are given in medians (interquartile ranges) or counts (percentages). ACEIs, angiotensin-converting-enzyme inhibitors; CABG, coronary artery bypass graft surgery; CAD, coronary
artery disease; CRP, C-reactive protein; eGFR, estimated glomerular filtration rate; HbA1c, glycated hemoglobin; HDL, high-density lipoprotein; low-density lipoprotein; LVEF, left ventricular
ejection fraction; MI, myocardial infarction; PCI, percutaneous coronary intervention.
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Results

Patient Characteristics and Plasma Glycine
Levels at Baseline
The median (interquartile range) age for the 4109 patients at
baseline was 62 (15) years and 72.0% were males. As outlined
in Table 1, persons in the upper glycine quartiles were more
likely to be older, females, and smokers as compared to
persons in the lower quartiles. However, the association
between plasma glycine and smoking status was not signif-
icant after the adjustment for BMI (P=0.11). In addition,
persons in upper quartiles of plasma glycine also had higher
apoA-1 (P<0.001) and high-density lipoprotein-cholesterol
levels (P<0.001) and lower serum apoB (P<0.001) and glycine
tended to be associated with LDL cholesterol (P=0.064).
Notably, after adjusting for statin treatment, plasma glycine
was inversely associated with LDL cholesterol (P<0.001).

Plasma glycine was negatively associated with obesity,
hypertension, diabetes mellitus, serum CRP, and prior AMI.
We observed no association of plasma glycine with left
ventricular ejection fraction and cardiac high-sensitive tro-
ponin T, but a strong inverse association with the extent of
angiographic CAD, the latter also reflected by more use of
coronary heart disease medications among patients in the
lower plasma glycine quartiles.

Plasma Glycine and Risk of AMI
During a median (interquartile range) follow-up of 7.4 (2.4)
years, 616 patients (15.0%) experienced an AMI. After
adjusting for age and sex, higher plasma glycine was
associated with a decreased risk of AMI (hazard ratio per
SD: 0.88; 95% CI, 0.80–0.95; P=0.003). The association was
essentially similar after the multivariate adjustment (hazard
ratio per SD: 0.89; 95% CI, 0.82–0.98; P=0.017) (Table 2,
Figure 1). However, additional adjustment for plasma CRP
slightly attenuated the association between plasma glycine
and incident AMI (hazard ratio per SD: 0.92; 95% CI, 0.84–
1.01; P=0.085). Hazard ratios for AMI across all quintiles of
plasma glycine gave similar results and are given in Table 3.

Notably, nearly 62% of the patients were enrolled in the
WENBIT and randomly received treatments with folic acid plus
vitamin B12, vitamin B6, or placebo. The risk estimates of
plasma glycine in WENBIT were not modified by any
intervention treatments (all Pinteraction≥0.16, Table 4).

Subgroup Analyses
Figure 2 demonstrates the risk estimates between plasma
glycine and AMI occurrence according to several lipid param-
eters. We observed a stronger negative association between

plasma glycine and incident AMI among patients with high as
compared to low serum apoB and LDL cholesterol levels
(Pinteraction=0.037 and 0.012, respectively). Additionally, we
observed a stronger risk estimate of plasma glycine in patients
with high as compared to low apoA-1 levels (Pinteraction=0.027)
and a similar trend was also seen for high-density lipoprotein
cholesterol (Pinteraction=0.16). The estimates were essentially
similar after multivariate adjustment (Table 5).

Discussion

Principal Findings
In a large cohort of patients undergoing elective coronary
angiography for suspected stable angina pectoris, higher
plasma glycine was associated with a generally more
favorable cardiovascular disease risk factor profile and with
a decreased risk of AMI during follow-up, independent of
traditional CAD risk factors. Furthermore, the inverse asso-
ciations between glycine and AMI were stronger among
patients with serum apoB, LDL cholesterol, or apoA-1 levels
above the median.

Plasma Glycine and Cardiovascular Disease
Consistent with our study, glycine has previously been
inversely associated with several coronary heart disease risk
factors, and in particular those related to insulin sensitivity,
glucose homeostasis, and the metabolic syndrome. Popula-
tion-based studies have demonstrated a positive association
of plasma glycine with estimated glucose disposal rate23 and a
negative association with glycated hemoglobin.24 Accordingly,
plasma glycine has been inversely associated with obesity,6,25

hypertension,8 and diabetes mellitus.9,26 Glycine intake has
also been associated with low plasma free fatty acids,
cholesterol and triglycerides levels in animal models.7,27

Table 2. Association Between Plasma Glycine and Acute
Myocardial Infarction

Hazard Ratio 95% CI P Value

Model I*

Per SD increment 0.88 0.80 to 0.95 0.003

Q5 vs Q1 0.68 0.52 to 0.88 0.004

Model II†

Per SD increment 0.89 0.82 to 0.98 0.017

Q5 vs Q1 0.71 0.54 to 0.94 0.016

*Adjusted for age and sex.
†Adjusted for age, sex, smoking, obesity, hypertension, diabetes mellitus angiographic
extent of coronary artery disease, estimated glomerular filtration rate, apolipoprotein A-
1, apolipoprotein B, and statin treatment.
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Although high plasma glycinewas related to an overall favorable
coronary heart disease risk profile, we somewhat unexpectedly
observed a positive association between plasma glycine and

smoking status. However, this relationshipmay be explained by
the negative correlation between BMI and smoking behavior,28

as adjusting for BMI rendered the association nonsignificant.
The relationships between glycine status and clinical cardio-
vascular end points have, to the best of our knowledge, not been
evaluated previously in large-scale observational studies; hence
the current study extends previous knowledge on cardiovascu-
lar prognosis according to glycine status.

Possible Mechanisms
The negative association between plasma glycine and LDL
cholesterol in the current study was probably veiled by the
intake of statins, since a greater proportion of patients in
lower plasma glycine quartiles were prescribed statins.
Accordingly, we observed a significant inverse trend between
plasma glycine and LDL cholesterol after adjusting for statins,
in line with the inverse association with apoB, but positive
relationships with apoA-1and high-density lipoprotein choles-
terol. This suggests an important role of glycine in lipid
metabolism.

Figure 1. Dose–response associations between (log-transformed) plasma glycine and risk of acute
myocardial infarction. Generalized additive regressions are used with the adjustment for age and sex in the
simple model (A), and additional adjustment for smoking, obesity, hypertension, diabetes mellitus,
angiographic extent of coronary artery disease (ordinal), estimated glomerular filtration rate, apolipoprotein
A-1, apolipoprotein B, and statin treatment in the multivariate model (B). The solid lines and the shaded
areas represent hazard ratios of plasma glycine and their 95% CI, respectively. The areas under the curve
along the X-axes represent the distributions of the plasma glycine concentrations (lmol/L) in the total
population. The vertical white lines denote the 25th, 50th, and 75th percentiles of plasma glycine,
respectively.

Table 3. Hazard Ratios (HR) of AMI According to Quintiles of
Plasma Glycine Levels

Model I* Model II†

HR (95% CI) P Value HR (95% CI) P Value

Quintiles

First Reference Reference

Second 0.89 (0.71–1.13) 0.34 0.93 (0.73–1.18) 0.54

Third 0.76 (0.59–0.97) 0.025 0.81 (0.63–1.04) 0.10

Fourth 0.80 (0.63–1.01) 0.062 0.83 (0.64–1.06) 0.13

Fifth 0.68 (0.52–0.88) 0.004 0.71 (0.54–0.94) 0.016

Trend 0.92 (0.87–0.97) 0.004 0.92 (0.87–0.98) 0.012

*Adjusted for age and sex.
†Adjusted for age, sex, smoking, obesity, hypertension, diabetes mellitus angiographic
extent of coronary artery disease, estimated glomerular filtration rate, apolipoprotein
A-1, apolipoprotein B, and statin treatment.
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Indeed, considerable evidence suggests that glycine avail-
ability may be important in lipid metabolism and atheroscle-
rosis. First, glycine can be methylated into sarcosine via
GNMT, which is mainly confined to the liver and kidney29,30;
however, rodent studies have shown that the GNMT is also
localized to aortic endothelial cells.12 Impaired GNMT flux was
shown to exacerbate lipid accumulation in both the liver and
in macrophages, which can further promote oxidized LDL-
induced foam cell formation in the artery wall.12 Furthermore,
GNMT flux has also been shown to affect composition of
atherosclerotic plaques and regulate inflammation response
within atherosclerotic lesions.12 We observed stronger asso-
ciations of glycine with AMI among those with higher apoB
and LDL cholesterol levels in subgroup analyses. This finding
may support the hypothesis that GNMT flux plays a role in
plaques formation and the progression of atherosclerosis.

In addition, impaired GNMT flux was suggested to interrupt
reverse cholesterol transport by downregulating the expres-
sion of scavenger receptors class B member 1 and ATP-binding
cassette transporters-A1 and G1.12 GNMT deficiency has also
been associated with hepatic cholesterol accumulation and
overt dyslipidemia by downregulation of Niemann-Pick type C2
protein,31 a regulator of intracellular cholesterol trafficking and
homeostasis. In the same study, enhanced GNMT flux was
shown to promote cholesterol export from the cells by
upregulating Niemann-Pick type C2, a process requiring the
involvement of lipid-poor apolipoproteins (apoA-1 and apoE),
which may explain the stronger beneficial effect of plasma
glycine among patients with higher apoA-1 levels.

Moreover, reduced flux over the GNMT pathway may cause
the accumulation of excess S-adenosylmethionine,10 which is
shown to interrupt hepatic apoB mRNA expression and very
low-density lipoprotein assembly.12,13 Accordingly, glycine
infusion normalized hepatic triglyceride-rich very low-density
lipoprotein secretion in rats fed a high-fat diet,32 suggesting
the necessity of adequate glycine status in avoiding hepatic
lipid accumulation, which is considered an independent
coronary heart disease risk factor.33

Plasma and tissue glycine concentrations are regulated by
the B6-dependent glycine cleavage system. Therefore, glycine
elevation may reflect B6 deficiency.34 Interestingly, low B6
status is suggested as a risk marker for CAD.35,36 However, in
part of our population who received B vitamin treatments, we
did not observe any significant interaction between plasma
glycine and vitamin B6 on AMI occurrence. This finding may
indicate that the glycine-related atherogenesis may not be
solely dependent on pathways requiring vitamin B6.

Nevertheless, glycine has wide metabolic ramifications,
which therefore makes it difficult to make conclusions on any
particular pathomechanism involved in the current study. For
instance, the negative correlation between plasma glycine and
CRP is in line with other studies,37,38 implying a role of glycineTa
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in inflammation. Indeed, glycine has been shown to directly
regulate the production of pro-inflammatory cytokines22,39

and has been suggested as a modulator of the pro-
inflammatory state.21 These findings may indicate the
involvement of glycine-related inflammation in atherogenesis

and can at least partly explain the attenuation of the risk
estimate of glycine when including serum CRP in the extended
Cox model.

Strengths and Limitations
The strengths of the study include the large sample size,
detailed baseline clinical characteristics, and its long-term
prospective design. Notably, a prior study from a subsample
of the current cohort showed that plasma glycine has an
excellent within-person reproducibility over time (intraclass
correlation coefficient: 0.77 [95% CI: 0.74–0.79]),40 allowing
1-exposure assessment of biomarker status, as well as low
risk of regression-dilution bias.41

Several metabolic pathways contribute to glycine forma-
tion, and their relative quantitative contributions are not fully
elucidated. Glycine concentrations among individuals may
therefore be influenced by genetic and metabolic traits, as
well as dietary habits, which were not evaluated in the current
study. Hence, the possibility of residual confounding cannot
be excluded.

Conclusions
Plasma glycine was associated with decreased risk of AMI in
patients with suspected stable angina pectoris. This associ-
ation was particularly strong in those with apoB, LDL
cholesterol, or apoA-1 levels above the median. Our findings

Figure 2. Risk associations between plasma glycine and AMI according to the median values of
prespecified lipid parameters. The black squares represent the hazard ratios and their areas are
proportional to the subgroup sizes. Horizontal lines represent the 95% CI. AMI indicates acute myocardial
infarction; ApoA-1, apolipoprotein A-1; ApoB, apolipoprotein B; HDL, high-density lipoprotein; LDL, low-
density lipoprotein.

Table 5. Risk Associations Between Plasma Glycine and AMI
According to the Median Values of Prespecified Lipid
Parameters

HR (95% CI)* P Value Pint

HDL

Above median 0.86 (0.76–0.97) 0.017 0.22

Below median 0.96 (0.84–1.10) 0.58

ApoA-1

Above median 0.81 (0.71–0.93) 0.003 0.039

Below median 0.99 (0.87–1.12) 0.84

LDL

Above median 0.80 (0.70–0.91) <0.001 0.013

Below median 0.99 (0.87–1.13) 0.92

ApoB

Above median 0.81 (0.71–0.92) 0.002 0.032

Below median 0.99 (0.87–1.12) 0.84

AMI indicates acute myocardial infarction; HDL, high-density lipoprotein; HR, hazard
ratio; LDL, low-density lipoprotein.
*Adjusted for age, sex, smoking, obesity, hypertension, diabetes mellitus angiographic
extent of coronary artery disease, estimated glomerular filtration rate, apolipoprotein
A-1, apolipoprotein B, and statin treatment.

DOI: 10.1161/JAHA.115.002621 Journal of the American Heart Association 7

Plasma Glycine and Risk of AMI Ding et al
O
R
IG

IN
A
L
R
E
S
E
A
R
C
H

 by guest on March 10, 2016http://jaha.ahajournals.org/Downloaded from 

http://jaha.ahajournals.org/


motivate further studies to elucidate the role of glycine in
regulating lipid metabolism and cholesterol transport in
patients with atherosclerosis.
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