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Abstract: Betaine (BET) supplementation decreases homocysteine concentration in plasma, but it may
also have an adverse effect on health by increasing blood lipid concentrations, at least in overweight
and obese individuals. The aim of this study was to evaluate the effect of BET supplementation on
the lipid profile and concentrations of homocysteine, inflammatory cytokines, and liver enzymes in
physically active, healthy males. This was a randomized, placebo (PL)-controlled, double-blinded,
crossover trial. BET (2.5 or 5.0 g/d) was administered for 21 days. Before and after supplementation
with BET or PL, anthropometric measurements and blood were collected in a fasted state. Our
results show that BET supplementation significantly decreased homocysteine concentration (from
17.1 ± 4.0 µmol/L before BET to 15.6 ± 3.5 µmol/L after BET, p = 0.009, η2 = 0.164). However, the
intervention had no effect on total cholesterol, low-density lipoprotein cholesterol, high-density
lipoprotein cholesterol, triacylglycerol, interleukins 1β and 6, and tumour necrosis factor α concentra-
tions, or alanine and aspartate activities. In addition, there were no interactions between the MTHFR
genotype and BET dose. In conclusion, BET supplementation may be beneficial for homocysteine
concentration in healthy, physically active males, with no detrimental effect on lipid profile.

Keywords: betaine; blood lipids; MTHFR; homocysteine; cardiometabolic health; physical activity

1. Introduction

Betaine (BET) is a natural substance abundant both in plant and animal tissues. BET is
present in food such as grains or vegetables, synthesized endogenously from choline, or
ingested as a food supplement (due to its postulated beneficial properties). BET induces a
reduction of homocysteine concentration in the blood [1], which may be a desirable effect,
as homocysteine is a non-proteogenic amino acid, which has been associated with increased
risk of cardiovascular diseases (CVD) [2,3], cognitive impairment and dementia [4], neu-
rodegenerative diseases [5], bone disease, and neural tube defects in foetuses [6,7]. BET can
also affect liver functioning by a variety of molecular mechanisms, including the inhibition
of inflammatory response, improvement of insulin resistance, reduction of endoplasmic
reticulum stress, alleviation of liver oxidative stress, increase in autophagy, remodelling of
intestinal flora, and regulation of epigenetic modification [8].

Apart from its many health benefits, there are also data on the deleterious effect of BET
on blood lipids. Olthof et al. [9] reported that BET leads to an increase in total cholesterol
(TC) and low-density lipoprotein cholesterol (LDL-C) concentrations in a dose-dependent
way, which could increase the risk for CVD. Our previous meta-analysis showed that BET
had no effect on LDL-C, high-density lipoprotein cholesterol (HDL-C), or triacylglycerol
(TAG) concentrations, but moderately increased TC [10]. However, this effect was especially
seen in people with obesity. The mechanism responsible for the influence of BET on lipid
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profile is not fully understood, but BET may, for example, increase lipid export from the
liver to the blood, thanks to its sparing effect on choline [11]. Since BET is synthesized
endogenously from choline, it is possible that BET supplementation leaves more choline
available for phosphatidylcholine biosynthesis in the liver. Phosphatidylcholine is necessary
for very-low-density lipoprotein (VLDL-C) secretion, and VLDL-C is the precursor for LDL-
C. Hence, BET may indirectly influence lipoprotein concentration in the blood. Another
recent meta-analysis showed that BET increased both TC and LDL-C [12]. It is, however,
unclear whether this effect would be observed in young, healthy, and athletic males with
normal body mass index.

Another of the suggested beneficial effects of BET relates to its anti-inflammatory
action. Inflammation is a natural immune reaction necessary to defend the human organism
against pathogens and injuries. However, prolonged or excessive inflammatory reaction
may lead to various diseases, including CVD. Macrophages are the first line of defence,
identifying infections and then releasing cytokines and chemokines to recruit additional
immune cells [13]. Notably, BET has been shown to be effective against many inflammatory
diseases (e.g., diabetes and non-alcoholic fatty liver disease) [14]. BET inhibits nuclear
factor-κB activity and NLRP3 inflammasome activation, and may hence influence the
concentration of cytokines, such as interleukin 1β (IL-1β), interleukin 6 (IL-6), and tumour
necrosis factor α (TNFα) [15].

Another well-known role for BET in the body is its involvement in one-carbon metabolism,
including homocysteine methylation to methionine. Under normal conditions, methyl groups
necessary for this reaction can derive from either 5,10-methylenetetrahydrofolate or BET. How-
ever, people deficient in folate or with impaired folate metabolism cannot effectively use
both methyl sources and may need more BET for proper functioning [16]. Impaired folate
metabolism may result from a single nucleotide polymorphism (SNP) in the methylenete-
trahydrofolate reductase (MTHFR) gene. MTHFR is an enzyme responsible for the transfor-
mation of 5-methyltetrahydrofolate to 5,10-methylenetetrahydrofolate, which is then used
in the homocysteine-methionine cycle. MTHFR C677T SNP (rs1801133) may influence this
reaction because the T-allele carriers synthesize thermolabile enzymes with lower activ-
ity [17]. Thus, T-allele carriers would, hypothetically, need more BET than CC homozygotes.
However, to the best of our knowledge, there are no studies investigating the differences in
response to BET supplementation related to MTHFR genotype.

The aim of our study was to evaluate the effect of 3-week BET supplementation (2.5
and 5.0 g/d) on the concentrations of homocysteine, blood lipids, glucose, liver enzymes,
and inflammatory cytokines, in a group of young, healthy, and physically active males. We
also investigated the interaction between BET treatment, its dosage (2.5 vs. 5.0 g/d), and
the MTFHR genotype. We hypothesized that T-allele carriers will respond differently to CC
homozygotes, and that 5.0 g/d BET will induce greater changes in outcome measures than
2.5 g/d BET.

2. Materials and Methods
2.1. Study Design

This study was designed in a randomized crossover placebo-controlled double-blinded
fashion. The participants ingested both BET and placebo (PL) for 3 weeks in a random
order. Supplementation periods were separated by a 3-week washout. Before and after
each supplementation period (i.e., before BET (BETpre), after BET (BETpost), before PL
(PLpre), and after PL (PLpost)), blood samples were drawn and body composition was
measured. Participants were instructed not to introduce any changes in their lifestyle and
diet throughout the entire study period. Participants were divided into two groups, one
receiving 2.5 g/d, and the other receiving 5.0 g/d. Participants were also divided post
hoc into groups according to MTHFR genotype (T-allele carriers and CC homozygotes).
The study protocol was registered at https://clinicaltrials.gov/ct2/show/NCT03702205
(accessed on 30 June 2022). All samples were collected from January 2019 to December
2021. The study was conducted at the Department of Human Nutrition and Dietetics,
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Poznan University of Life Sciences, Poland. The randomization was performed using
https://studyrandomizer.com (accessed on 20 August 2021) by an impartial person, and
group prescription was unblinded only after the end of the study. The study was approved
by the local ethical committee (Bioethics Committee at Poznan University of Medical
Sciences, Poznan, Poland. Decision no. 1092/17 of 9 November 2017), and written informed
consent was obtained from all participants before the study began. All procedures were
conducted in accordance with the ethical standards of the 1964 Helsinki Declaration.

2.2. Participants

Inclusion criteria were as follows: males, aged between 18 and 45 years, currently
training CrossFit for at least 1 year, in good health condition. Exclusion criteria included
injury or chronic disease, and supplementation with vitamin B, BET, or choline for at least
3 months before participating in the study. The sample size was determined a priori using
G*Power for repeated measures within/between ANOVA. A total of 36 participants was
necessary to achieve 96% chance of correctly rejecting the null hypothesis with medium
effect size (η2 = 0.06), α = 0.05 and power set to 95%. Out of 55 initially recruited participants,
43 finished the whole study protocol. Reasons for dropping out were as follows: injury
(n = 1), moving to a different city (n = 1), urgent business trip (n = 2), COVID-19 quarantine
or isolation (n = 6), other infections (n = 1), reason unknown (n = 1) (Figure 1). Mean age
was 34.2 ± 6.1 years, mean height 178.7 ± 6.0 cm, mean BM 82.0 ± 9.5 kg, and mean body
fat 17.6 ± 6.7%.
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2.3. Supplementation

BET was supplemented in one of two daily doses: 2.5 or 5.0 g. BET was administered
in white cellulose capsules containing 500 mg BET. PL was cellulose in similarly looking
white capsules. Both BET and PL were packed in white containers with the same aspect.
Supplements were provided by Medicaline Konrad Malitka, Karczew, Poland. Participants
with 2.5 g/d BET ingested 5 capsules per day (3 in the morning and 2 in the evening), and
those with 5.0 g/d BET ingested 10 capsules per day (4 in the morning, 3 in the afternoon,

https://studyrandomizer.com
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and 3 in the evening). The capsules were ingested with at least 250 mL of water. No side
effects were reported. The adherence to supplementation was monitored with patient
surveys. Moreover, at the end of each supplementation period, the participants were asked
to bring back the bottle/s with the remaining capsules. The initial number of capsules
was 105 per bottle. Participants in a 2.5 g/d group received one bottle (5 capsules per day,
21 days) and participants in a 5.0 g/d group received two bottles (10 capsules per day). If
there were any capsules left at the end of the supplementation period, it would indicate not
adhering to the supplementation regimen.

2.4. Body Composition

Body composition was measured upon fasting in the morning, based on air displace-
ment plethysmography, and using the Bod Pod® (Cosmed, Rome, Italy). Once body density
was determined, the FM (FM) and fat-free mass (FFM) were calculated using the Siri
equation. Thoracic lung volume was estimated using the Bod Pod® software. During the
measurement, participants wore only a swimsuit and an acrylic swim cap. Repeatability of
Bod Pod measurements was previously determined as high [18].

2.5. Biochemical Analysis

Blood samples (BETpre, BETpost, PLpre, and PLpost) were collected fasted in the morning
by a qualified person. After collection, serum was obtained by centrifugation of venous
blood clots at 1000 rpm for 10 min. The biological material was stored frozen at −80 ◦C until
analysis. The levels of TC, LDL-C, HDL-C, TG, glucose, ALAT, and ASPAT were determined
using an automated analyser system (Konelab20i biochemical analyser, ThermoElectron
Corporation, Vantaa, Finland).

2.6. Concentrations of Cytokines and Homocysteine

IL-1β, Il-6, and TNFα concentrations were measured in plasma by ELISA using
commercially available kits. The following kits were used: TNF alpha Human ELISA Kit,
Ultrasensitive (Catalog # KHC3014) (Invitrogen, Thermofisher Scientific, Vienna, Austria),
IL-1 beta Human ELISA Kit (Catalog # KHC0012) (Invitrogen, Thermofisher Scientific,
Vienna, Austria), IL-6 Human ELISA Kit (Catalog # KHC0061) (Invitrogen, Thermofisher
Scientific, Vienna, Austria). Total reduced homocysteine concentration was measured using
a fluorometric method with a commercially available kit (Catalog # MAK354-1KT) (Merck
Life Science Sp. z.o.o., St. Louis, MO, USA), whereby the absorbance and fluorescence were
measured with a microplate reader (Infinite Pro 200, Tecan, Austria).

2.7. MTHFR Genotyping

Blood samples for MTFHR (rs180113) genotyping were collected on the first study
meeting in the morning. DNA was isolated from blood lymphocytes using a standard
kit (NucleoSpin® Blood, Mercherey-Nagel, Germany). Genotyping was performed using
TaqMan probes (single-tube assays; Thermo Scientific, Waltham, MA, USA, assay ID
C_1202883_20) on a LightCycler 480 instrument (Roche Diagnostics, Switzerland).

2.8. Statistical Analysis

The normality of the data was assessed by the Shapiro–Wilk test. Baseline differences
between groups were measured using a Student’s t-test. Participants were divided into two
groups regarding median fat mass (FM). Correlations between outcomes were measured
using the Pearson’s method. A series of within/between-subjects repeated measures
analysis of variance (ANOVA) was used to compare concentrations of blood lipids, glucose,
liver enzymes, and inflammatory cytokines. The within-factors were treatment (BET
and PL) and time (pre- and post-supplementation). The between-factors were MTHFR
genotypes (T-allele and CC homozygotes) and BET dose (2.5 and 5.0 g/d). For all measured
variables, the estimated sphericity was tested with Mauchly’s W, and the Greenhouse–
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Geisser correction was used when necessary. All analyses were completed using SPSS
Version 22 (IBM, Armonk, NY, USA), and an alpha level of <0.05 was set a priori.

3. Results
3.1. Baseline Differences

There were no baseline differences between BET dose groups (Table 1).

Table 1. Baseline characteristics of experimental groups.

BET Dose t-Test
2.5 g/d
(n = 24)

Mean ± SD

5.0 g/d
(n = 19)

Mean ± SD
p-Value

Age (years) 34.1 ± 6.0 34.2 ± 6.4 0.964
Height (cm) 179 ± 7.0 178 ± 4.7 0.587

Body mass (kg) 81.9 ± 10.0 82.7 ± 9.0 0.765
TAG (mg/dL) 109.5 ± 52.3 112.5 ± 49.5 0.851
TC (mg/dL) 197.3 ± 30.7 191.6 ± 29.0 0.546

LDL-C (mg/dL) 117.8 ± 21.9 111.2 ± 25.2 0.369
HDL-C (mg/dL) 54.9 ± 11.8 55.7 ± 14.3 0.845
Glucose (mg/dL) 87.9 ± 8.0 89.2 ± 8.8 0.603

ALAT (U/L) 37.1 ± 37.7 32.4 ± 17.2 0.614
ASPAT (U/L) 33.0 ± 20.2 34.2 ± 16.3 0.844
IL-6 (pg/mL) 2.16 ± 0.28 2.31 ± 0.40 0.159

IL-1β (pg/mL) 2.58 ± 0.34 2.48 ± 0.23 0.289
TNF-α (pg/mL) 3.35 ± 0.82 3.19 ± 0.84 0.531

Homocysteine (µmol/L) 16.5 ± 4.2 16.2 ± 3.8 0.762
ALAT, alanine transferase; ASPAT, aspartate transferase; FM%, percentage of fat mass; HDL-C, high-density
lipoprotein cholesterol; IL, interleukin; LDL-C, low-density lipoprotein cholesterol; TAG, triacylglycerol; TC, total
cholesterol; TNF-α, tumour necrosis factor α.

There were no differences in any outcome at baseline between MTHFR gene CC
homozygotes and T-allele carriers (Table 2). Significant differences were found for fat mass
(FM). Participants with FM > 16.2% had higher TAG, TC, and LDL-C concentrations than
participants with FM < 16.2% (Table 2).

Table 2. Baseline concentrations for blood lipids, glucose, cytokines, homocysteine, and liver enzymes
per MTHFR genotype and fat mass.

MTHFR t-Test %FM t-Test
CC

Homozygotes
(n = 23)

Mean ± SD

T-Allele
Carriers
(n = 20)

Mean ± SD

p-Value
<16.2

(n = 21)
Mean ± SD

>16.2
(n = 22)

Mean ± SD
p-Value

TAG (mg/dL) 102.8 ± 45.8 120.3 ± 55.5 0.135 96.9 ± 36.0 138.4 ± 64.3 0.005
TC (mg/dL) 192.0 ± 30.6 184.8 ± 53.2 0.294 189.4 ± 31.5 205.8 ± 23.0 0.046

LDL-C (mg/dL) 113.6 ± 21.7 116.7 ± 25.6 0.338 110.2 ± 23.8 124.7 ± 19.7 0.028
HDL-C (mg/dL) 54.5 ± 11.5 56.2 ± 14.5 0.332 57.4 ± 13.2 51.0 ± 11.1 0.064
Glucose (mg/dL) 88.8 ± 8.5 83.8 ± 14.4 0.084 87.5 ± 9.2 90.3 ± 5.8 0.157

ALAT (U/L) 37.4 ± 39.9 32.2 ± 12.4 0.289 37.0 ± 35.9 30.9 ± 11.5 0.270
ASPAT (U/L) 33.7 ± 23.7 33.4 ± 10.0 0.475 34.8 ± 21.7 30.9 ± 8.3 0.259
IL-6 (pg/mL) 2.21 ± 0.43 2.25 ± 0.21 0.329 2.20 ± 0.28 2.28 ± 0.45 0.238

IL-1β (pg/mL) 2.55 ± 0.38 2.51 ± 0.17 0.329 2.53 ± 0.34 2.55 ± 0.18 0.401
TNF-α (pg/mL) 3.30 ± 0.82 3.26 ± 0.84 0.446 3.20 ± 0.83 3.46 ± 0.80 0.165

Homocysteine (µmol/L) 15.6 ± 4.7 17.2 ± 2.8 0.094 15.5 ± 3.2 17.3 ± 4.7 0.064

ALAT, alanine transferase; ASPAT, aspartate transferase; FM%, percentage of fat mass; HDL-C, high-density
lipoprotein cholesterol; IL, interleukin; LDL-C, low-density lipoprotein cholesterol; MTHFR, methylene tetrahy-
drofolate reductase; TAG, triacylglycerol; TC, total cholesterol; TNF-α, tumour necrosis factor α.
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3.2. Correlations between Outcomes

TAG was significantly positively correlated with body mass (BM), FM (% and kg),
TC, and LDL-C, but negatively correlated with FFM (%) (Table 3). There was a positive
association between TC and FM (%), glucose, LDL-C, and TNFα, and a negative relationship
between TC and FFM (% and kg). Besides TAG and TC, LDL-C was positively correlated
with FM (% and kg) and negatively correlated with FFM (%). HDL-C was negatively
correlated with TAG, BM, and IL-1β. Homocysteine was significantly positively correlated
with FM (%) and negatively correlated with FFM (%).

Table 3. Correlations between baseline characteristics.

Pearson R2 p-Value

Correlations of TAG with
BM +0.36 0.019

FM (%) +0.38 0.014
FFM (%) −0.38 0.014
FM (kg) +0.42 0.006

TC +0.32 0.038
LDL-C +0.31 0.043

Correlations of TC with
FM (%) +0.37 0.015

FFM (%) −0.37 0.015
FFM (kg) −0.45 0.003
Glucose +0.57 <0.001
LDL-C +0.68 <0.001
TNF-α +0.37 0.016

Correlations of LDL-C with
FM (%) +0.34 0.048

FFM (%) −0.34 0.048
FM (kg) +0.42 0.006

Correlations of HDL-C with
BM −0.32 0.047

TAG −0.35 0.021
IL-1β −0.32 0.045

Correlations of homocysteine with
FM (%) +0.328 0.032

FFM (%) −0.328 0.032
BM, body mass; FFM, fat-free mass; FM, fat mass; HDL-C, high-density lipoprotein cholesterol; IL, interleukin; LDL-C,
low-density lipoprotein cholesterol; TAG, triacylglycerol; TC, total cholesterol; TNF-α, tumour necrosis factor α.

3.3. The Effect of BET Supplementation on the Concentrations Blood Lipids, Glucose,
and Homocysteine

There was a significant interaction between time and treatment for homocysteine
concentration (p = 0.009, η2 = 0.164). Homocysteine concentration was significantly lower
after BET vs. before BET (Figure 2).

BET had no influence on blood lipids, i.e., TC, TAG, LDL-C, HDL-C, and glucose concen-
trations (Table 4, Figure 3). There was no interaction with MTHFR genotype or BET dose.

Table 4. The effect of betaine supplementation on lipid profile, as well as homocysteine and glucose
concentrations in regard to MTHFR genotype and dose of betaine.

MTHFR Dose
CC Homozygotes

(n = 23)
Mean ± SD

T-Allele Carriers
(n = 20)

Mean ± SD

2.5 g/d
(n = 24)

Mean ± SD

5.0 g/d
(n = 19)

Mean ± SD

TAG (mg/dL)

BETpre 93.6 ± 36.5 105.5 ± 36.8 99.4 ± 44.1 98.5 ± 38.6
BETpost 92.9 ± 39.9 121.8 ± 57.2 104.5 ± 57.8 107.9 ± 38.9
PLpre 104.9 ± 53.0 119.7 ± 54.1 114.1 ± 58.2 108.3 ± 47.7
PLpost 100.7 ± 48.6 108.1 ± 58.1 106.8 ± 54.0 100.3 ± 51.9
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Table 4. Cont.

MTHFR Dose
CC Homozygotes

(n = 23)
Mean ± SD

T-Allele Carriers
(n = 20)

Mean ± SD

2.5 g/d
(n = 24)

Mean ± SD

5.0 g/d
(n = 19)

Mean ± SD

Time x
treatment

p = 0.069
η2 = 0.084

Time x treatment x
MTHFR:

p = 0.153
η2 = 0.053

Time x treatment x
dose:

p = 0.729
η2 = 0.003

TC (mg/dL)

BETpre 191.7 ± 31.9 192.5 ± 32.2 194.3 ± 33.1 189.1 ± 30.3
BETpost 193.4 ± 47.1 192.7 ± 30.2 194.9 ± 43.8 190.7 ± 35.2
PLpre 189.8 ± 28.0 195.4 ± 27.9 197.5 ± 31.5 185.5 ± 20.7
PLpost 184.6 ± 25.8 191.3 ± 27.1 191.7 ± 29.5 182.2 ± 21.0

Time x
treatment

p = 0.247
η2 = 0.035

Time x treatment x
MTHFR:

p = 0.764
η2 = 0.002

Time x treatment x
dose:

p = 0.859
η2 = 0.001

LDL-C (mg/dL)

BETpre 113.3 ± 23.6 113.3 ± 27.6 116.4 ± 24.4 109.2 ± 26.4
BETpost 115.4 ± 33.3 112.7 ± 26.3 117.5 ± 30.1 109.7 ± 30.2
PLpre 111.6 ± 18.3 115.5 ± 24.3 118.2 ± 22.4 106.9 ± 17.7
PLpost 109.2 ± 19.5 111.0 ± 22.5 113.7 ± 20.9 105.1 ± 19.9

Time x
treatment

p = 0.295
η2 = 0.029

Time x treatment x
MTHFR:

p = 0.915
η2 = 0.000

Time x treatment x
dose:

p = 0.642
η2 = 0.006

HDL-C (mg/dL)

BETpre 58.1 ± 14.2 56.1 ± 13.1 56.1 ± 13.3 58.7 ± 14.1
BETpost 57.6 ± 15.9 55.3 ± 11.0 55.5 ± 15.5 58.0 ± 11.5
PLpre 55.8 ± 12.1 54.4 ± 12.4 55.6 ± 12.6 54.6 ± 11.7
PLpost 56.7 ± 13.7 58.0 ± 13.9 57.0 ± 13.0 57.7 ± 14.6

Time x
treatment

p = 0.077
η2 = 0.080

Time x treatment x
MTHFR:

p = 0.325
η2 = 0.025

Time x treatment x
dose:

p = 0.552
η2 = 0.009

Glucose (mg/dL)

BETpre 87.2 ± 9.5 89.2 ± 6.7 87.5 ± 6.6 88.8 ± 10.3
BETpost 89.3 ± 8.2 89.2 ± 9.0 89.3 ± 9.3 89.2 ± 7.4
PLpre 89.1 ± 8.5 87.7 ± 8.1 88.0 ± 8.8 89.1 ± 7.7
PLpost 88.8 ± 9.7 90.0 ± 6.0 89.0 ± 6.9 89.4 ± 9.8

Time x
treatment

p = 0.928
η2 = 0.000

Time x treatment x
MTHFR:

p = 0.276
η2 = 0.031

Time x treatment x
dose:

p = 0.816
η2 = 0.001

Homocysteine
(µmol/L)

BETpre 16.6 ± 3.5 17.6 ± 4.6 17.3 ± 4.2 16.8 ± 3.9
BETpost 15.0 ± 3.1 16.2 ± 3.9 15.6 ± 3.8 15.6 ± 3.3
PLpre 15.5 ± 2.4 17.8 ± 5.1 16.6 ± 4.4 16.7 ± 3.7
PLpost 15.5 ± 3.1 17.4 ± 4.9 17.2 ± 4.1 17.7 ± 6.0

Time x
treatment

p = 0.009
η2 = 0.164

Time x treatment x
MTHFR:

p = 0.446
η2 = 0.015

Time x treatment x
dose:

p = 0.888
η2 = 0.001

BETpost, after betaine supplementation; BETpre, before betaine supplementation; HDL-C, high-density lipoprotein
cholesterol; LDL-C, low-density lipoprotein cholesterol; MTHFR, methylene tetrahydrofolate reductase; PLpost,
after placebo supplementation; PLpre, before placebo supplementation; TAG, triacylglycerol; TC, total cholesterol.
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Figure 3. The effect of betaine supplementation on blood lipids concentrations. (A). The effect of
betaine supplementation on triacylglycerol concentration. (B). The effect of betaine supplementation
on total cholesterol concentration. (C). The effect of betaine supplementation on HDL cholesterol
concentration. (D). The effect of betaine supplementation on LDL cholesterol concentration. BETpost,
after betaine supplementation; BETpre, before betaine supplementation; HDL-C, high-density lipopro-
tein cholesterol; LDL-C, low-density lipoprotein cholesterol; PLpost, after placebo supplementation;
PLpre, before placebo supplementation; TAG, triacylglycerol; TC, total cholesterol.

BET had no influence on inflammatory cytokine concentrations (Table 5, Figure 4).
There was no interaction with MTHFR genotype or BET dose.

Table 5. The effect of betaine supplementation on the concentrations of cytokines in relation to
MTHFR genotype and BET dose.

MTHFR Dose
CC Homozygotes

(n = 23)
Mean ± SD

T Allele-Carriers
(n = 20)

Mean ± SD

2.5 g/d
(n = 24)

Mean ± SD

5.0 g/d
(n = 19)

Mean ± SD

IL-6 (pg/mL)

BETpre 2.22 ± 0.88 2.29 ± 0.23 2.31 ± 0.85 2.17 ± 0.25
BETpost 2.10 ± 0.35 2.17 ± 0.29 2.11 ± 0.31 2.17 ± 0.35
PLpre 2.20 ± 0.45 2.23 ± 0.21 2.13 ± 0.29 2.31 ± 0.41
PLpost 2.09 ± 0.26 2.36 ± 0.49 2.20 ± 0.31 2.24 ± 0.50

Time x
treatment

p = 0.400
η2 = 0.018

Time x treatment x
MTHFR:

p = 0.290
η2 = 0.029

Time x treatment x
dose:

p = 0.184
η2 = 0.045

IL-1β (pg/mL)

BETpre 2.51 ± 0.39 2.50 ± 0.16 2.53 ± 0.35 2.47 ± 0.23
BETpost 2.44 ± 0.25 2.56 ± 0.21 2.53 ± 0.21 2.45 ± 0.25
PLpre 2.46 ± 0.22 2.45 ± 0.15 2.47 ± 0.15 2.43 ± 0.23
PLpost 2.53 ± 0.30 2.51 ± 0.22 2.53 ± 0.29 2.51 ± 0.22

Time x
treatment

p = 0.221
η2 = 0.038

Time x treatment x
MTHFR:

p = 0.262
η2 = 0.032

Time x treatment x
dose:

p = 0.768
η2 = 0.002
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Table 5. Cont.

MTHFR Dose
CC Homozygotes

(n = 23)
Mean ± SD

T Allele-Carriers
(n = 20)

Mean ± SD

2.5 g/d
(n = 24)

Mean ± SD

5.0 g/d
(n = 19)

Mean ± SD

TNF-α (pg/mL)

BETpre 3.64 ± 0.93 3.33 ± 0.87 3.44 ± 0.87 3.56 ± 0.96
BETpost 3.73 ± 0.82 3.36 ± 0.87 3.48 ± 0.85 3.65 ± 0.87
PLpre 3.42 ± 0.82 3.31 ± 0.89 3.43 ± 0.85 3.28 ± 0.85
PLpost 3.42 ± 0.78 3.29 ± 0.92 3.45 ± 0.89 3.25 ± 0.79

Time x
treatment

p = 0.407
η2 = 0.019

Time x treatment x
MTHFR:

p = 0.907
η2 = 0.000

Time x treatment x
dose:

p = 0.530
η2 = 0.011

BETpost, after betaine supplementation; BETpre, before betaine supplementation; IL, interleukin; MTHFR, methy-
lene tetrahydrofolate reductase; PLpost, after placebo supplementation; PLpre, before placebo supplementation;
TNF-α, tumour necrosis factor α.
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Figure 4. The effect of betaine supplementation on cytokines concentrations. (A). The effect of
betaine supplementation on interleukin 6 concentration. (B). The effect of betaine supplementation
on interleukin 1β concentration. (C). The effect of betaine supplementation on tumour necrosis factor
α concentration. BETpost, after betaine supplementation; BETpre, before betaine supplementation; IL,
interleukin; PLpost, after placebo supplementation; PLpre, before placebo supplementation; TNF-α,
tumour necrosis factor α.
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There was no effect of BET on liver enzymes (Table 6, Figure 5), and no interaction
with MTHFR genotype or BET dose.

Table 6. The effect of betaine supplementation on liver enzymes and its relation to MTHFR genotype
and BET dose.

MTHFR Dose
CC Homozygotes

(n = 23)
Mean ± SD

T-Allele Carriers
(n = 20)

Mean ± SD

2.5 g/d
(n = 24)

Mean ± SD

5.0 g/d
(n = 19)

Mean ± SD

ALAT (U/L)

BETpre 36.2 ± 36.4 30.5 ± 11.1 34.5 ± 34.4 32.3 ± 16.2
BETpost 30.2 ± 12.6 31.5 ± 12.8 29.6 ± 10.8 32.3 ± 14.7
PLpre 34.7 ± 23.1 32.0 ± 13.7 35.2 ± 20.6 31.4 ± 17.5
PLpost 33.2 ± 20.8 33.8 ± 15.2 33.4 ± 17.1 33.6 ± 20.0

Time x
treatment

p = 0.617
η2 = 0.007

Time x treatment x
MTHFR:

p = 0.746
η2 = 0.003

Time x treatment x
dose:

p = 0.959
η2 = 0.000

ASPAT (U/L)

BETpre 34.9 ± 24.6 31.6 ± 8.7 31.9 ± 19.6 35.2 ± 18.2
BETpost 29.1 ± 7.9 32.1 ± 11.5 28.9 ± 5.5 32.6 ± 13.2
PLpre 33.7 ± 16.6 32.5 ± 9.1 33.0 ± 11.6 33.2 ± 15.9
PLpost 34.1 ± 15.5 36.9 ± 20.8 36.5 ± 21.0 34.0 ± 13.7

Time x
treatment

p = 0.193
η2 = 0.043

Time x treatment x
MTHFR:

p = 0.768
η2 = 0.002

Time x treatment x
dose:

p = 0.661
η2 = 0.005

ALAT, alanine transferase; ASPAT, aspartate transferase; BETpost, after betaine supplementation; BETpre, before
betaine supplementation; MTHFR, methylene tetrahydrofolate reductase; PLpost, after placebo supplementation;
PLpre, before placebo supplementation.
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Figure 5. The effect of betaine supplementation on liver enzymes. (A). The effect of betaine supple-
mentation on alanine transferase. (B). The effect of betaine supplementation on aspartate transferase.
ALAT, alanine transferase; ASPAT, aspartate transferase; BETpost, after betaine supplementation;
BETpre, before betaine supplementation; PLpost, after placebo supplementation; PLpre, before placebo
supplementation.

4. Discussion

Several previous studies have investigated the influence of BET supplementation on
the concentrations of homocysteine, blood lipids, liver enzymes, and pro-inflammatory
cytokines. The present study is, however, the first to evaluate the effect of 21-day BET
supplementation in physically active, healthy males. We observed decreased homocysteine
concentration after BET supplementation, and no effect of the intervention on the concentra-
tions of TC, TAG, HDL-C, LDL-C, and glucose, as well as ALAT and ASPAT. There was also
no influence of BET on IL-1β, IL-6, or TNFα. Moreover, the effect of BET supplementation
was not dependent on MTHFR genotype, and no difference was observed between 2.5
and 5.0 g/d BET doses. However, our results might indicate a slight benefit from BET
supplementation in case of cardiometabolic health connected with lower homocysteine
concentration, with no other side effects in active and healthy males.
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One of the best described benefits of BET is a decrease in homocysteine concentration,
which is associated with lower risk of CVD [19]. Our results confirm this statement. In our
study, homocysteine concentration was not different at baseline in T-allele carriers and CC
homozygotes, which is opposite to previous studies [20]. Interestingly, our participants had
mildly elevated homocysteine concentrations (above 15.0 µmol/L). Blood homocysteine
concentration depends mainly on gene polymorphisms (e.g., MTHFR) and/or availability
of vitamin B12 and folate [21]. Homocysteine can be remethylated to methionine, using a
methyl group from N-5-methyltetrahydrofolate or from BET. Previous studies showed that
BET supplementation lowers homocysteine concentration in blood [18]. We also showed
that 2.5 g/d of BET was enough to cause this effect, with no further benefit from 5.0 g/d
of BET.

A previous study by Olthof et al. [9] suggested that the benefit from BET supplemen-
tation in case of cardiometabolic health may be negated by a concomitant increase in TC
and LDL-C levels. However, our study showed that BET is safe for the lipid profile in
young and healthy males. McGregor et al. [22] found that BET combined with folate and
vitamin B6 raised TC (by 7.2%), HDL-C (by 4.7%), LDL-C (by 10.3%), and TAG (by 10.4%)
compared to folate and B6 alone, after a three-month treatment in patients with renal fail-
ure. Schwab et al. [23] showed that people with obesity had significantly increased TC (by
12.2%) and LDL-C (by 23.3%) concentrations after 16-week BET supplementation combined
with hypo-energetic diet compared to the control group (hypo-energetic diet alone). Olthof
et al. [9] assessed the effect of BET on blood lipids in healthy participants. They showed
an increase in TC (by 8%) and LDL-C (by 11%) after six weeks of BET treatment. Tiihonen
et al. [24] observed an increase in HDL-C concentration after 12-week BET supplementa-
tion, but there were no differences in TC and LDL-C in Asian males with mild fatty liver
disease. Grizales et al. [25] observed increased TC with BET (10-day supplementation)
compared to placebo, with no change in TAG, LDL-C, and HDL-C in people with obesity
and prediabetes. It is important to notice that most of the studies investigating the effect
of BET on blood lipids recruited participants suffering from obesity and other metabolic
diseases. Two meta-analyses also confirmed BET’s deleterious effect on blood lipids [10,12].
However, as shown in our study, this effect was not observed in healthy, physically active
males ingesting 2.5 and 5.0 g/d BET. The effect of BET on blood lipids that was observed in
some patients can be attributed to the increased synthesis of very low-density lipoproteins
in the liver, which are the precursors for LDL-C [26]. This effect could be more pronounced
in people with accumulated lipids in the liver, or decreased phosphatidylethanolamine
N-methyltransferase activity (e.g., due to alcohol abuse).

MTHFR T-allele carriers were associated with higher TC and LDL-C by a recent meta-
analysis, but we did not register any significant differences at baseline in the concentrations
of blood lipids between T-allele carriers and CC homozygotes [27]. There was also no
interaction between MTHFR genotype and BET treatment. Blood lipids were correlated
mostly with body mass and composition. Higher FM was associated with higher TAG, TC,
and LDL-C. Participants with FM > 16.2% had higher TAG, TC, and LDL-C concentrations
than leaner participants. It is well known that FM is related to lipid profile disturbances,
even in subjects with normal weight, and this was in agreement with our results [28].

Our study showed no influence of BET on liver enzymes. In humans, serum ALAT and
ASPAT activities are commonly measured clinically, as biomarkers of liver health. A recent
review showed that BET improves liver function by a variety of molecular mechanisms,
i.e., inhibition of inflammatory response, improvement of insulin resistance, reduction of
endoplasmic reticulum stress, alleviation of liver oxidative stress, increase of autophagy,
remodelling of intestinal microbiota, and regulation of epigenetic modification [8]. Nev-
ertheless, the meta-analysis showed that BET has no impact on ALAT and ASPAT, which
is in agreement with our results. Generally, liver and kidneys are the organs with more
abundant BET (about 4097 µmol/L and 3785 µmol/L, respectively, as shown in rats) [29].
In this respect, BET’s major role in the liver is as a methyl-group donor. Liver biopsies
showed decreased steatosis grade in patients with non-alcoholic liver disease [30]. The
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reason for lack of effect of BET on ALAT and ASPAT may be because they do not reflect the
function of the liver, but rather hepatocellular or muscle injury [31].

BET may also influence CVD risk by lowering the inflammation indices [16]. However,
we did not observe any change in inflammatory cytokines after 3-week BET supplemen-
tation, which is in agreement with the study by Abdelmalek et al. [30] in patients with
non-alcoholic fatty liver disease. However, in contrast with our investigation, Nobari
et al. [32] showed reduced levels of TNFα, IL1β, and IL-6 after 14-week BET supplementa-
tion in young soccer players. The majority of studies on BET’s influence on inflammatory
indices were performed on animals, and the effect in humans is still to be determined.

Our study is not without limitations. The greater one is a lack of blood BET,
trimethylamine-N-oxide, choline, vitamin B12, and folate concentrations measurements.
Vitamin B12 and folate play an important role in homocysteine to methionine metabolism.
Baseline BET concentration could have also influenced the effect of the intervention. Addi-
tionally, the BET doses were not adjusted to body mass.

5. Conclusions

In conclusion, the results of the present study provide evidence that BET supplementa-
tion may have a small positive effect on cardiometabolic health, by decreasing homocysteine
concentration. However, this statement is speculative and further studies are necessary to
establish a causative effect of BET supplementation on CVD risk in different populations.
Moreover, it appears that BET is safe for the lipid profile in a group of healthy, physically
active males. Contrary to our hypothesis, BET action was not dependent on MTHFR geno-
type or supplemented BET dose. It appears that 2.5 g/d was enough to induce a decrease
in homocysteine concentration.
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3. Lehotský, J.; Tothová, B.; Kovalská, M.; Dobrota, D.; Beňová, A.; Kalenská, D.; Kaplán, P. Role of homocysteine in the ischemic
stroke and development of ischemic tolerance. Front. Neurosci. 2016, 10, 538. [CrossRef]

4. Setién-Suero, E.; Suárez-Pinilla, M.; Suárez-Pinilla, P.; Crespo-Facorro, B.; Ayesa-Arriola, R. Homocysteine and cognition: A
systematic review of 111 studies. Neurosci. Biobehav. Rev. 2016, 69, 280–298. [CrossRef] [PubMed]

5. Sharma, M.; Tiwari, M.; Tiwari, R.K. Hyperhomocysteinemia: Impact on neurodegenerative diseases. Basic Clin. Pharmacol.
Toxicol. 2015, 117, 287–296. [CrossRef] [PubMed]

http://doi.org/10.1093/jn/133.12.4135
http://www.ncbi.nlm.nih.gov/pubmed/14652361
http://doi.org/10.1016/j.thromres.2014.05.025
http://www.ncbi.nlm.nih.gov/pubmed/24928335
http://doi.org/10.3389/fnins.2016.00538
http://doi.org/10.1016/j.neubiorev.2016.08.014
http://www.ncbi.nlm.nih.gov/pubmed/27531233
http://doi.org/10.1111/bcpt.12424
http://www.ncbi.nlm.nih.gov/pubmed/26036286


Metabolites 2022, 12, 731 13 of 13

6. Behera, J.; Bala, J.; Nuru, M.; Tyagi, S.C.; Tyagi, N. Homocysteine as a Pathological Biomarker for Bone Disease. J. Cell. Physiol.
2017, 232, 2704–2709. [CrossRef]

7. Nasri, K.; Ben Fradj, M.K.; Touati, A.; Aloui, M.; Ben Jemaa, N.; Masmoudi, A.; Elmay, M.V.; Omar, S.; Feki, M.; Kaabechi, N.; et al.
Association of maternal homocysteine and vitamins status with the risk of neural tube defects in Tunisia: A case-control study.
Birth Defects Res. Part A Clin. Mol. Teratol. 2015, 103, 1011–1020. [CrossRef]

8. Wang, C.; Ma, C.; Gong, L.; Dai, S.; Li, Y. Preventive and therapeutic role of betaine in liver disease: A review on molecular
mechanisms. Eur. J. Pharm. 2021, 912, 174604. [CrossRef]

9. Olthof, M.R.; van Vliet, T.; Verhoef, P.; Zock, P.L.; Katan, M.B. Effect of homocysteine-lowering nutrients on blood lipids: Results
from four randomised, placebo-controlled studies in healthy humans. PLoS Med. 2005, 2, e135. [CrossRef]

10. Zawieja, E.E.; Zawieja, B.; Chmurzynska, A. Betaine Supplementation Moderately Increases Total Cholesterol Levels: A Systematic
Review and Meta-Analysis. J. Diet. Suppl. 2021, 18, 105–117. [CrossRef]

11. Zeisel, S.H. Betaine supplementation and blood lipids: Fact or artifact? Nutr. Rev. 2006, 64, 77–79. [CrossRef] [PubMed]
12. Ashtary-Larky, D.; Bagheri, R.; Ghanavati, M.; Asbaghi, O.; Tinsley, G.M.; Mombaini, D.; Kooti, W.; Kashkooli, S.; Wong, A. Effects

of BET supplementation on cardiovascular markers: A systematic review and Meta-analysis. Crit. Rev. Food Sci. Nutr. 2021, 25,
6516–6533.

13. Soysal, P.; Arik, F.; Smith, L.; Jackson, S.E.; Isik, A.T. Inflammation, Frailty and Cardiovascular Disease. Adv. Exp. Med. Biol. 2020,
1216, 55–64. [PubMed]

14. Xia, Y.; Chen, S.; Zhu, G.; Huang, R.; Yin, Y.; Ren, W. BET Inhibits Interleukin-1β Production and Release: Potential Mechanisms.
Front. Immunol. 2018, 9, 2670. [CrossRef]

15. Kim, D.H.; Kim, S.M.; Lee, B.; Lee, E.K.; Chung, K.W.; Moon, K.M.; An, H.J.; Kim, K.M.; Yu, B.P.; Chung, H.Y. Effect of betaine on
hepatic insulin resistance through FOXO1-induced NLRP3 inflammasome. J. Nutr. Biochem. 2017, 45, 104–114. [CrossRef]

16. Zhao, G.; He, F.; Wu, C.; Li, P.; Li, N.; Deng, J.; Zhu, G.; Ren, W.; Peng, Y. Betaine in Inflammation: Mechanistic Aspects and
Applications. Front. Immunol. 2018, 9, 1070. [CrossRef]

17. Yan, J.; Wang, W.; Gregory, J.F., III; Malysheva, O.; Brenna, J.T.; Stabler, S.P.; Allen, R.H.; Caudill, M.A. MTHFR C677T genotype
influences the isotopic enrichment of one-carbon metabolites in folate-compromised men consuming d9-choline. Am. J. Clin.
Nutr. 2011, 93, 348–355. [CrossRef]

18. Durkalec-Michalski, K.; Zawieja, E.E.; Zawieja, B.E.; Podgórski, T. Evaluation of the repeatability and reliability of the cross-
training specific Fight Gone Bad workout and its relation to aerobic fitness. Sci. Rep. 2021, 11, 7263. [CrossRef]

19. McRae, M.P. Betaine supplementation decreases plasma homocysteine in healthy adult participants: A meta-analysis. J. Chiropr.
Med. 2013, 12, 20–25. [CrossRef]

20. Li, M.N.; Wang, H.J.; Zhang, N.R.; Xuan, L.; Shi, X.J.; Zhou, T.; Chen, B.; Zhang, J.; Li, H. MTHFR C677T gene polymorphism and
the severity of coronary lesions in acute coronary syndrome. Medicine 2017, 96, e9044. [CrossRef]

21. Moretti, R.; Giuffré, M.; Caruso, P.; Gazzin, S.; Tiribelli, C. Homocysteine in Neurology: A Possible Contributing Factor to Small
Vessel Disease. Int. J. Mol. Sci. 2021, 22, 2051. [CrossRef] [PubMed]

22. McGregor, D.O.; Dellow, W.J.; Robson, R.A.; Lever, M.; George, P.M.; Chambers, S.T. Betaine supplementation decreases
post-methionine hyperhomocysteinemia in chronic renal failure. Kidney Int. 2002, 61, 1040–1046. [CrossRef] [PubMed]

23. Schwab, U.; Törrönen, A.; Toppinen, L.; Alfthan, G.; Saarinen, M.; Aro, A.; Uusitupa, M. Betaine supplementation decreases
plasma homocysteine concentrations but does not affect body weight, body composition, or resting energy expenditure in human
subjects. Am. J. Clin. Nutr. 2002, 76, 961–967. [CrossRef]

24. Tiihonen, K.; Saarinen, M.T.; Alhoniemi, E.; Mitsuya, N.; Yamaki, G. Effect of dietary betaine on metabolic syndrome risk factors
in Asian males with mild fatty liver. J. Diabetes Metab. 2016, 7, 692. [CrossRef]

25. Grizales, A.M.; Patti, M.E.; Lin, A.P.; Beckman, J.A.; Sahni, V.A.; Cloutier, E.; Fowler, K.M.; Dreyfuss, J.M.; Pan, H.; Kozuka, C.;
et al. Metabolic Effects of Betaine: A Randomized Clinical Trial of Betaine Supplementation in Prediabetes. J. Clin. Endocrinol.
Metab. 2018, 103, 3038–3049. [CrossRef] [PubMed]

26. Rehman, A.; Mehta, K.J. Betaine in ameliorating alcohol-induced hepatic steatosis. Eur. J. Nutr. 2022, 61, 1167–1176. [CrossRef]
27. Luo, Z.; Lu, Z.; Muhammad, I.; Chen, Y.; Chen, Q.; Zhang, J.; Song, Y. Associations of the MTHFR rs1801133 polymorphism

with coronary artery disease and lipid levels: A systematic review and updated meta-analysis. Lipids Health Dis. 2018, 17, 191.
[CrossRef]

28. Ito, H.; Nakasuga, K.; Ohshima, A.; Sakai, Y.; Maruyama, T.; Kaji, Y.; Harada, M.; Jingu, S.; Sakamoto, M. Excess accumulation of
body fat is related to dyslipidemia in normal-weight subjects. Int. J. Obes. 2004, 28, 242–247. [CrossRef]

29. Slow, S.; Lever, M.; Chambers, S.T.; George, P.M. Plasma dependent and independent accumulation of betaine in male and female
rat tissues. Physiol. Res. 2009, 58, 403–410. [CrossRef]

30. Abdelmalek, M.F.; Sanderson, S.O.; Angulo, P.; Soldevila-Pico, C.; Liu, C.; Peter, J.; Keach, J.; Cave, M.; Chen, T.; McClain, C.J.;
et al. Betaine for nonalcoholic fatty liver disease: Results of a randomized placebo-controlled trial. Hepatology 2009, 50, 1818–1826.
[CrossRef]

31. Lala, V.; Goyal, A.; Minter, D.A. Liver Function Tests; Stat Pearls Publisher: Treasure Island, FL, USA, 2021.
32. Nobari, H.; Cholewa, J.M.; Pérez-Gómez, J.; Castillo-Rodríguez, A. Effects of 14-weeks betaine supplementation on pro-

inflammatory cytokines and hematology status in professional youth soccer players during a competition season: A double blind,
randomized, placebo-controlled trial. J. Int. Soc. Sports Nutr. 2021, 18, 42. [CrossRef] [PubMed]

http://doi.org/10.1002/jcp.25693
http://doi.org/10.1002/bdra.23418
http://doi.org/10.1016/j.ejphar.2021.174604
http://doi.org/10.1371/journal.pmed.0020135
http://doi.org/10.1080/19390211.2019.1699223
http://doi.org/10.1111/j.1753-4887.2006.tb00190.x
http://www.ncbi.nlm.nih.gov/pubmed/16536184
http://www.ncbi.nlm.nih.gov/pubmed/31894547
http://doi.org/10.3389/fimmu.2018.02670
http://doi.org/10.1016/j.jnutbio.2017.04.014
http://doi.org/10.3389/fimmu.2018.01070
http://doi.org/10.3945/ajcn.110.005975
http://doi.org/10.1038/s41598-021-86660-x
http://doi.org/10.1016/j.jcm.2012.11.001
http://doi.org/10.1097/MD.0000000000009044
http://doi.org/10.3390/ijms22042051
http://www.ncbi.nlm.nih.gov/pubmed/33669577
http://doi.org/10.1046/j.1523-1755.2002.00199.x
http://www.ncbi.nlm.nih.gov/pubmed/11849459
http://doi.org/10.1093/ajcn/76.5.961
http://doi.org/10.4172/2155-6156.1000692
http://doi.org/10.1210/jc.2018-00507
http://www.ncbi.nlm.nih.gov/pubmed/29860335
http://doi.org/10.1007/s00394-021-02738-2
http://doi.org/10.1186/s12944-018-0837-y
http://doi.org/10.1038/sj.ijo.0802528
http://doi.org/10.33549/physiolres.931569
http://doi.org/10.1002/hep.23239
http://doi.org/10.1186/s12970-021-00441-5
http://www.ncbi.nlm.nih.gov/pubmed/34090451

	Introduction 
	Materials and Methods 
	Study Design 
	Participants 
	Supplementation 
	Body Composition 
	Biochemical Analysis 
	Concentrations of Cytokines and Homocysteine 
	MTHFR Genotyping 
	Statistical Analysis 

	Results 
	Baseline Differences 
	Correlations between Outcomes 
	The Effect of BET Supplementation on the Concentrations Blood Lipids, Glucose, and Homocysteine 

	Discussion 
	Conclusions 
	References

