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� Liver injury in patients with COVID-19 is associated with
elevated IL-6 and coagulopathy.

� Patients with COVID-19 exhibit hepatic endotheliopathy which
is associated with liver injury.

� IL-6 trans-signaling causes endotheliopathy in liver sinusoidal
endothelial cells.
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Background and Aims: COVID-19 is associated with liver injury
and elevated interleukin-6 (IL-6). We hypothesized that IL-6
trans-signaling in liver sinusoidal endothelial cells (LSECs)
leads to endotheliopathy (a proinflammatory and procoagulant
state) and liver injury in COVID-19.
Methods: Coagulopathy, endotheliopathy, and alanine amino-
transferase (ALT) were retrospectively analyzed in a subset (n =
68), followed by a larger cohort (n = 3,780) of patients with
COVID-19. Liver histology from 43 patients with COVID-19 was
analyzed for endotheliopathy and its relationship to liver injury.
Primary human LSECs were used to establish the IL-6 trans-
signaling mechanism.
Results: Factor VIII, fibrinogen, D-dimer, von Willebrand factor
(vWF) activity/antigen (biomarkers of coagulopathy/endotheli-
opathy) were significantly elevated in patients with COVID-19
and liver injury (elevated ALT). IL-6 positively correlated with
vWF antigen (p = 0.02), factor VIII activity (p = 0.02), and D-dimer
(p <0.0001). On liver histology, patients with COVID-19 and
elevated ALT had significantly increased vWF and platelet
staining, supporting a link between liver injury, coagulopathy,
and endotheliopathy. Intralobular neutrophils positively corre-
lated with platelet (p <0.0001) and vWF (p <0.01) staining, and
IL-6 levels positively correlated with vWF staining (p <0.01). IL-6
trans-signaling leads to increased expression of procoagulant
(factor VIII, vWF) and proinflammatory factors, increased cell

surface vWF (p <0.01), and increased platelet attachment in
LSECs. These effects were blocked by soluble glycoprotein 130
(IL-6 trans-signaling inhibitor), the JAK inhibitor ruxolitinib, and
STAT1/3 small-interfering RNA knockdown. Hepatocyte fibrin-
ogen expression was increased by the supernatant of LSECs
subjected to IL-6 trans-signaling.
Conclusion: IL-6 trans-signaling drives the coagulopathy and
hepatic endotheliopathy associated with COVID-19 and could be
a possible mechanism behind liver injury in these patients.
Lay summary: Patients with SARS-CoV-2 (severe acute respira-
tory syndrome coronavirus 2) infection often have liver injury,
but why this occurs remains unknown. High levels of
interleukin-6 (IL-6) and its circulating receptor, which form a
complex to induce inflammatory signals, have been observed in
patients with COVID-19. This paper demonstrates that the IL-6
signaling complex causes harmful changes to liver sinusoidal
endothelial cells and may promote blood clotting and contribute
to liver injury.
© 2021 European Association for the Study of the Liver. Published by
Elsevier B.V. All rights reserved.

Introduction
COVID-19 has led to a global pandemic and has become the
leading cause of death in the United States.1 Liver injury
(elevated values of liver biochemical tests) is a common feature
of COVID-192 associated with adverse outcomes such as inten-
sive care unit admission/mechanical ventilation and death.3,4

Liver injury in COVID-19 has been associated with elevated
interleukin 6 (IL-6)3,5 and some hypercoagulable parameters,
with evidence of microthrombi on liver histopathology.3,6,7

These findings suggest a role for vascular pathology in liver
injury in COVID-19, but mechanistic details are lacking.

Patients with COVID-19 exhibit coagulopathy8,9 and endo-
theliopathy, characterized by elevated levels of von Willebrand
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factor (vWF) and soluble thrombomodulin, which has been
associated with disease severity and mortality.10 The same
study also revealed significantly elevated activity of factor VIII,
which is produced primarily by liver sinusoidal endothelial cells
(LSECs),11 in critically ill patients with COVID-19, supporting a
role for hypercoagulable LSECs in COVID-19-related liver injury.

IL-6 is a hallmark cytokine of severe COVID-1912,13 and is
associated with liver injury in the disease.14 IL-6 induces
downstream signaling via Janus kinase (JAK)/signal transducer
and activator of transcription (STAT) activation through 2
pathways. Classical IL-6 signaling is via IL-6 binding to the
ligand-binding alpha subunit of its receptor (gp80/IL-6Ra) and
subsequently recruiting the signaling beta subunit (glycopro-
tein 130 [gp130]) to induce downstream signaling.15,16 Trans-
signaling occurs with IL-6 binding to a soluble form of the re-
ceptor alpha subunit (sIL-6R), which is typically increased in
inflammatory conditions,17 to form an IL-6/sIL-6R complex,
which then interacts with the beta subunit (gp130) on target
cells that may not express IL-6Ra.18,19 IL-6 trans-signaling is
thought to be the major route of IL-6 signaling to LSECs,20 and
has been implicated in endotheliopathy in COVID-19.21 Basal
levels of sIL-6R are relatively high22 and have been shown to
increase in COVID-19,23 with a likely result of increased trans-
signaling. Thus, IL-6 is an attractive potential mediator of
endotheliopathy in the liver.

We now report a link between IL-6, endotheliopathy, coa-
gulopathy, and liver injury in patients with COVID-19. This link
was confirmed using histological analysis of post-mortem liver
specimens and in vitro experiments. We implicate IL-6 trans-
signaling in LSECs as a driver of this procoagulant endotheliop-
athy and liver injury. These results have important implications
for treatment and prognosis of liver injury and endotheliopathy
in COVID-19.

Materials and methods
COVID-19 patient data
Data from a previous cross-sectional study10 of 68 patients at
Yale-New Haven Hospital with PCR-confirmed severe acute res-
piratory syndrome coronavirus 2 (SARS-CoV-2) infection was
reanalyzed with respect to alanine aminotransferase (ALT)
checked within 5 days before and 5 days after coagulation pa-
rameters were assessed (peak value recorded). If no ALT was
checked in this range, the ALT from the closest possible date was
used, and patients with no ALT values were excluded (n = 1). The
upper limit of normal for ALT was defined as 33 IU/L for males
and 25 IU/L for females.24 Within this sample, thromboelastog-
raphy (TEG) was performed for the 48 patients in the intensive
care unit. A hypercoagulable TEG profile was defined as 2 pa-
rameters indicating hypercoagulability. Clinical data from the 6
delivery networks of the Yale-New Haven Health System were
subsequently obtained via the Yale DOM-CovX database, a re-
pository of clinical data for all admitted patients with first lab-
oratory confirmed SARS-CoV-2 infection between 14 days
preceding admission and the date of discharge, from 3/10/2020
to 12/1/2020. Of 3,780 total adult (>−18 years old) patients with
available data, 140 patients did not have data for ALT and were
excluded from liver injury assessment. For this analysis, the
maximum ALT value during hospitalization was compared to the
maximum value for a given coagulation parameter. For IL-6
analysis, the initial IL-6 value was used to alleviate confound-
ing from tocilizumab administration. Patients were only included

in each analysis if they had a value for both variables being
compared.

Patients for clinicopathological study
Post-mortem liver biopsy samples from patients with COVID-19
were obtained in collaboration with Drs. Aurelio Sonzogni and
Lisa Licini from Papa Giovanni XXIII Hospital – Bergamo as re-
ported previously.6 No patient had a previous history of liver
disease or portal hypertension nor developed clinical signs or
symptoms of liver failure during their hospital stay. The highest
serum ALT and IL-6 reached during the hospital stay were
recorded. One patient with COVID-19 disease received tocilizu-
mab and was excluded from analysis of IL-6 levels. HCV anti-
bodies were negative in all patients; 1 patient was HBsAg
positive/HBV DNA negative. The liver tissues from 12 healthy
adults (6 cases from Johns Hopkins University Hospital [immu-
nohistochemistry experiments] and 6 cases from Yale University
[immunofluorescence experiments]) were used as controls.

Statistical analysis
Data are shown as the mean ± SEM or median ± IQR with
box plot whiskers showing minimum to maximum. Statistical
significance was determined by performing Tukey’s test, Stu-
dent’s t-test, Welch’s t-test, Mann-Whitney U test, or ANOVA as
appropriate based on normality and variance. Normality was
assessed as appropriate utilizing the D’Agostino-Pearson
omnibus normality test. For categorical variables, statistical sig-
nificance was determined utilizing the Chi-squared test or
Fisher’s exact test. Correlation was assessed using the Pearson
correlation with the exception of IL-6/vWF correlation for which
Spearman correlation was used. p values <0.05 were considered
to indicate statistical significance. Analysis was performed using
GraphPad Prism7 (GraphPad, La Jolla, California, USA) or JMP15
(SAS Institute., NC, USA).

Supplementary materials and methods
For further details regarding the materials and methods used,
please refer to the CTAT table and supplementary information,
which provide further information on: histological examinations,
immunofluorescence, human primary LSECs, primary mouse
hepatocytes, platelets, chemicals and reagents, western blot
analysis, quantitative reverse transcription PCR, flow cytometry,
and small-interfering (si)RNA gene knockdown in human LSECs.

Results
Liver injury is associated with coagulopathy and elevated IL-6
in patients with COVID-19
We initially interrogated coagulation data in patients (n = 68)
with PCR-confirmed SARS-CoV-2 infection (previously
collected10), and found that patients with elevated ALT had
significantly higher levels of fibrinogen (506.3 ± 36.34 mg/dl vs.
413.6 ± 22.98 mg/dl, p <0.05), factor VIII activity (399.9 ± 24.86%
vs. 325.1 ± 18.81%, p <0.05), factor II activity (103.3 ± 4.71% vs.
88.75 ± 3.53%, p <0.05), and a trend toward a hypercoagulable
TEG profile (p = 0.07) compared to those with lower ALT (Fig. 1A,
Table S4).

To validate these findings, data for adult (>−18 years old) pa-
tients with laboratory confirmed SARS-CoV-2 infection in the
Yale DOM-CovX database from 3/10/2020 to 12/1/2020 (n =
3,780) were retrospectively analyzed. Demographics and
selected covariates are shown in Table S5. Consistent with the

648 Journal of Hepatology 2021 vol. 75 j 647–658

Research Article Experimental and Translational Hepatology



smaller cohort, significantly higher levels of fibrinogen (median
660 vs. 551.5 mg/dl, p <0.0001), D-dimer (median 0.98 vs. 0.67, p
<0.0001), vWF activity (median 380% vs. 322%, p = 0.006), and
vWF antigen (median 408% vs. 346%, p = 0.01) were present in
patients with elevated ALT (Fig. 1B). High-sensitivity C-reactive
protein, a possible procoagulant factor,25 was also significantly
elevated in patients with elevated ALT (median 155.8 vs.
101.1 mg/L, p <0.0001). Because vWF and factor VIII are both
released from LSECs, these data suggest that procoagulant and
inflamed LSECs are central to liver injury in COVID-19.

We also found elevated IL-6 (n = 1,591, median 1.04 vs. 0.87, p
<0.0001) (Fig. 1C) in patients with liver injury, consistent with

prior reports.3 IL-6 additionally exhibited significant positive
correlations with levels of vWF antigen (p = 0.02), factor VIII
activity (p = 0.02), and D-dimer (p <0.0001) (Fig. 1D), generating
the hypothesis that IL-6 may play a role in LSEC inflammation,
activation of coagulation, and liver injury in COVID-19.

Endotheliopathy in the liver is associated with liver
inflammation and injury in COVID-19
To explore the possible mechanisms of coagulopathy-related
liver injury, we analyzed post-mortem liver tissue from pa-
tients with COVID-19. For general characterization, we compared
the histology of patients with COVID-19 to normal controls
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Fig. 1. Procoagulant factors and IL-6 are significantly increased in COVID-19 patients with liver injury. (A) Serum levels of fibrinogen (n = 57), factor VIII
activity (n = 65), and factor II activity (n = 65) in patients with liver injury in an initial sample of patients with COVID-19 (n = 68). (B,C) Retrospective analysis using
a large database of COVID-19 inpatients from 3/10/2020 to 12/1/2020 (n = 3,780). (B) Serum levels of fibrinogen (n = 3,344), D-dimer (n = 3,478), vWF activity (n =
129), vWF Ag (n = 131), and hsCRP (n = 2,828) in patients with COVID-19. (C) Initial IL-6 levels in patients with COVID-19. ALT <3x (n = 1,110) and >−3x (n = 481). (D)
Correlation between serum IL-6 and vWF antigen (n = 119), factor VIII activity (n = 126), and D-dimer (n = 1,600). Means compared with 2-tailed Student’s t test
for (A) and medians compared with 2-tailed Mann-Whitney U test for (B), (C). Correlation in (D) assessed with Pearson correlation. Patients excluded in each
analysis if necessary data not available. ALT, alanine aminotransferase; hsCRP, high-sensitivity C-reactive protein; IL-6, interleukin-6; vWF, von Willebrand factor;
vWF Ag, VWF antigen.
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Fig. 2. Expression of vWF in the liver is associated with increased platelet adhesion and liver injury in COVID-19. (A) Representative liver histological
features in patients with COVID-19 and controls. Scale bars:100 lm. (B) Summary of histological features (H&E staining) of the livers from patients with COVID-19
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650 Journal of Hepatology 2021 vol. 75 j 647–658

Research Article Experimental and Translational Hepatology



(demographic and treatment information in Tables S6 [COVID-19
cohort] & S7 [Yale cohort]), no data available for de-identified
Johns Hopkins cohort (n = 6, donor livers for transplantation).
Dilated sinusoids with liver congestion, neutrophil infiltration in
the hepatic parenchyma and accumulation in the sinusoids,
steatosis, and sinusoidal erythrocyte aggregation – meaning
erythrocyte aggregation and adherence to sinusoids predomi-
nantly in Zone 2 and atypical of congestion – were observed
more frequently in the livers of patients with COVID-19
(Fig. 2A,B). Because these findings may be related to severe
inflammation in general, we characterized histological findings
specifically related to liver injury in COVID-19 by defining pa-
tients with and without liver injury based on the same ALT cut-
offs used previously and comparing histology between these
groups. Neutrophil infiltration to the hepatic parenchyma
(intralobular neutrophils) was significantly increased in patients
with elevated ALT (Fig. 2C) and hepatic steatosis (Fig. S1), and
neutrophil accumulation in the sinusoids (intrasinusoidal neu-
trophils) exhibited a strong trend toward an increase in patients
with elevated ALT (Fig. 2C).

Patients with COVID-19 (n = 43) had significantly increased
staining for vWF (4.2-fold, p <0.01) comparedwith controls (n = 5),
and patients with COVID-19 and elevated ALT (n = 12) had
significantly increased vWF (Mean = 1.87+0.39 vs. 0.53+0.13, p
<0.01) compared to thosewithout (n = 29) (Fig. 2D). Because of the
role of vWF in platelet adhesion and evidence suggesting
thrombocytopathy in COVID-19,26 immunostaining was per-
formed for CD61 (platelet marker). Patients with COVID-19
exhibited significantly increased CD61 staining (Mean =
0.44+0.09 vs. -0.02+0.06, p <0.001), and those with elevated ALT
had a significant increase in CD61 compared to those without
(mean = 0.72+0.20 vs. 0.25+0.06, p <0.05) (Fig. 2D). Additionally, in
patientswith COVID-19 (n = 43), vWF-positive areawas correlated
with platelet (CD61)-positive area (p = 0.001) (Fig. 2E). Further,
neutrophil infiltration to the hepatic parenchyma is also positively
correlated with CD61 (p <0.0001) and vWF (p = 0.004) (Fig. 2F),
suggesting a link between the procoagulant state and liver
inflammation. To further assess the relationship of vWF and
platelets in the liver endothelium, immunofluorescence staining
of vWF and an alternative platelet marker (CD41)27 was per-
formed. Immunostaining for vWF was positive on the LSECs of
dilated sinusoids and platelets attached to these LSECs (Fig. 2G)
(though LSECs appear to be themain cell type expressing vWF). In
concordance with our serological data, there was a significant
correlation between IL-6 levels and vWF-positive areas in the
livers of patientswith COVID-19 (p = 0.003) (Fig. 2H). These results
indicate that a procoagulant endotheliopathy is present in the
livers of patients with COVID-19 and is likely mediating liver
inflammation and injury.We then explored possiblemechanisms.

IL-6 trans-signaling in LSECs mediates endotheliopathy, cell
surface expression of vWF, and platelet attachment
We hypothesized that the coagulopathy and endotheliopathy
leading to liver injury inCOVID-19 could be causedby IL-6 signaling
to LSECsdue to the elevated IL-6 levels seen inpatientswithCOVID-
19 (Fig. 1C,D, Fig. 2D-H). Classical IL-6 signaling occurs via an olig-
omeric receptor consisting of an 80 kDa ligand-binding alpha sub-
unit (gp80/IL-6Ra) and a 130 kDa signal-transducing beta subunit
(gp130).15,16 Because endothelial cells including LSECs do not ex-
press IL-6Ra, the primary mechanism of IL-6 signaling to LSECs is
thought to be trans-signaling, inwhich IL-6 binds to a soluble form
of the receptor alpha subunit (sIL-6R) and forms a complex which
subsequently recruits the beta subunit (gp130, which is expressed
by LSECs).20 Elevation of sIL-6R in COVID-19 has been previously
reported,23 which would facilitate such trans-signaling. Addition-
ally, basal levels of sIL-6R are relatively high22 andhavebeen shown
to increase in influenza infection28 and other inflammatory condi-
tions,29 so the inflammation linked to COVID-19 is likely to increase
trans-signaling as well. To test this hypothesis in vitro, we treated
primary human LSECs with culture medium alone, IL-6 alone, sIL-
6R alone, and the IL-6/sIL-6R complex, and found a significant in-
crease in expression of procoagulant factors, such as factor VIII
(1.52-fold, p <0.05) and vWF (1.50-fold, p <0.05), in LSECs treated
with IL-6/sIL-6R complex (trans-signaling; Fig. 3A,B). IL-6/sIL-6R
complex treatment also significantly increased expression of
proinflammatory mediators, such as IL-6 (5.80-fold, p <0.001),
CXCL1/2 (1.50/2.62-folds, p <0.05), ICAM1 (1.8-fold, p <0.01), P-
selectin (1.43-fold, p <0.05), and E-selectin (3.0-fold, p <0.001)
(Fig. 3C). Human umbilical vein endothelial cells (HUVECs) treated
in the same way exhibited similar results (Fig. S2). We next exam-
inedcell surfacevWFonLSECs in response to complex treatment by
flow cytometry and found a significant increase (2.15-fold, p <0.01)
(Fig. 3D) and platelet attachment to LSECs was also significantly
enhanced by complex treatment (1.83-fold, p <0.05) (Fig. 3E). Taken
together, these results indicate that IL-6 trans-signaling promotes a
procoagulant and proinflammatory phenotype in LSECs, which in
turn may promote neutrophil recruitment and liver injury.

Soluble gp130 (sgp130) blocks JAK1 and STAT3
phosphorylation induced by IL-6 trans-signaling in LSECs
Treatment of human primary LSECs with IL-6 alone (classical
signaling) or the IL-6/sIL-6R complex (trans-signaling; Fig. 3A)
was used to define downstream signaling. We found that the
proportion of phosphorylated STAT1/3 is higher and persists for a
longer duration with complex treatment compared to IL-6 alone
(Fig. S3A,B). We observed similar results in HUVECs (Fig. S3C). To
further confirm the causative role of IL-6 trans-signaling in
LSECs, we used soluble gp130 protein (Fc) that can bind to the IL-
6/sIL-6R complex and specifically block IL-6 trans-signaling

=
positive areas in the liver from patients with COVID-19 (n = 43) and controls (n = 5) (Upper and lower left graphs), as well as those from patients with liver injury
(n = 12) and those without (n = 29) (upper and lower right graphs). (E) Correlation between vWF and CD61 positive areas in the livers of patients with COVID-19
(n = 43). (F) Correlation between intralobular neutrophils and CD61-positive area (n = 43) and vWF-positive area (n = 43) in the livers of patients with COVID-19.
(G) Immunofluorescence of vWF and CD41 (a platelet marker) in the livers from patients with COVID-19 and controls. Scale bars: 25 lm. In patients with COVID-
19, vWF is expressed mainly on LSECs, and CD41-positive platelets attach to these LSECs (arrow head). A lower level of vWF is expressed on CD41-positive
platelets (arrow). (a) and (b) are different fields from the same patient. (H) Correlation between IL-6 and vWF-positive area in COVID-19 patients. Compari-
sons between 2 groups were obtained using Welch’s t test for continuous variables, Chi-squared test was used for categorical variables. Pearson’s correlation co-
efficients were calculated to examine the correlation among vWF area, CD61 area, and intralobular neutrophils. Spearman correlation was used to examine the
correlation between serum IL-6 level and vWF area. Biochemical liver injury in 2 patients with COVID-19 could not be classified (no available ALT value). Data are
mean ± SEM. *p <0.05, **p <0.01, ***p <0.001. ALT, alanine aminotransferase; DIC, differential interference contrast; IL-6, interleukin-6; LSECs, liver sinusoidal
endothelial cells; vWF, von Willebrand factor.
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signaling and blocking by soluble gp130 or ruxolitinib. (B,C) qPCR of markers for (B) procoagulant and (C) proinflammatory endotheliopathy. Human primary
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without blocking classical signaling. The concentration of sgp130
Fc was optimized using HUVECs (Fig. S4). As shown in Fig. 4A,B,
IL-6/sIL-6R complex treatment significantly increased the phos-
phorylation of JAK1 and STAT1/3, which was blocked by sgp130
Fc. Of note, sgp130 Fc did not affect JAK2, suggesting that STAT1/
3 is phosphorylated downstream of JAK1. Importantly, increased
mRNA expression of factor VIII, vWF (Fig. 4C), IL-6, CXCL1/2,
ICAM1, P-selectin, and E-selectin (Fig. 4D) induced by the IL-6/
sIL-6R complex, were blocked by sgp130 treatment. These re-
sults support IL-6 trans-signaling as the mechanism for LSEC
endotheliopathy in SARS-CoV-2 infection.

JAK inhibitor ruxolitinib efficiently blocks JAK/STAT induction
by IL-6 trans-signaling and procoagulant endotheliopathy in
LSECs
We examined the efficacy of JAK inhibitors ruxolitinib and filgo-
tinib in blocking IL-6 trans-signaling in LSECs and HUVECs.

Ruxolitinib blocked phosphorylation of JAK1 and STAT1/3 at 2 lM
more effectively than filgotinib (Fig. S5). As shown in Fig. 5A,B,
ruxolitinib blocked JAK1 and STAT1/3 activation by IL-6/sIL-6R
complex treatment in LSECs. Of note, ruxolitinib did not affect
JAK2, again suggesting that STAT1/3 is downstream of JAK1 in IL-6
trans-signaling. Importantly, increased mRNA expression of factor
VIII and vWF induced by complex treatment were both blocked by
ruxolitinib. Similarly, increased mRNA expression of proin-
flammatory factors, such as IL-6, CXCL1/2, ICAM1, P-selectin and E-
selectin, induced by IL-6/sIL-6R complex treatment, were signifi-
cantly inhibited by ruxolitinib (Fig. 5D). We next investigated
whether knockdown of STAT1/3 affects the protein expression of
factor VIII.30 In LSECs treated with complex, protein expression of
factor VIII (0.57-fold, p <0.05) was inhibited by siR-STAT1/3
(Fig. 5E). These results indicate that JAK1-STAT1/3 signaling is
essential for inducing a procoagulant (Fig. 5C) and proin-
flammatory (Fig. 5D) LSEC phenotype due to IL-6 trans-signaling.
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LSEC-hepatocyte crosstalk amplifies hyperfibrinogenemia in
COVID-19
Because fibrinogen is elevated in COVID-19 liver injury (Fig. 1)
and may play a role in platelet adhesion31 and neutrophil

activation,32 we performed immunostaining for fibrinogen in the
livers of patients with COVID-19. Fibrinogen positive areas were
significantly increased in patients with COVID-19 (n = 43)
compared with controls (n = 6) (%, 9.292±3.392 vs. 32.47±3.08, p
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<0.01) (Fig. 6A). Additionally, we found a positive correlation
between fibrinogen positive area and serum ALT level (p <0.05)
as well as fibrinogen positive area and neutrophil infiltration (p
<0.01) (Fig. 6B). Fibrinogen positive areas also significantly
correlated with CD61 (platelet) positive area (p <0.001) (Fig. 6B),
linking hyperfibrinoginemia and procoagulant endotheliopathy
in COVID-19 livers.

We then investigated JAK/STAT signaling downstream of IL-6
in primary mouse hepatocytes. IL-6 alone produced the same
levels of JAK1 and STAT3 phosphorylation as complex treatment,
suggesting hepatocytes respond primarily to classical IL-6
signaling, in contrast to LSECs (Fig. 6C). Ruxolitinib blocked this
effect (Fig. 6D). We next investigated LSEC-hepatocyte crosstalk
after IL-6 trans-signaling in LSECs. Primary hepatocytes were
treated with control medium, complex alone, supernatant from
LSECs treated with control medium for 24 hours, or supernatant
from LSECs treated with complex for 24 hours (Fig. 6E). The
mRNA expression of fibrinogenwas significantly increased by the
supernatant from complex-treated LSECs compared with com-
plex alone (1.3-fold, 6.25±0.67 vs. 8.06±0.54, p <0.05) (Fig. 6F),
and this increase was mitigated by ruxolitinib (Fig. 6G). There-
fore, LSEC-hepatocyte crosstalk, most likely mediated by IL-6
(Fig. 3C), results in hepatocyte JAK/STAT activation and fibrin-
ogen production, which may further worsen liver inflammation
and injury.

Discussion
Endotheliopathy and a procoagulant state are highly prevalent in
COVID-19, and thrombotic complications are a key cause of
morbidity and mortality.26 Our study demonstrates an associa-
tion between liver injury in COVID-19 and endotheliopathy, and
defines a potential thromboinflammatory mechanism likely
driven by IL-6 trans-signaling in LSECs.

Our study advances the understanding of the liver injury
associated with COVID-19 on several fronts. First, our patient
data defines a coagulopathy (higher levels of fibrinogen, factor II,
factor VIII, vWF, and D-dimer) in patients with COVID-19 and
liver injury. As described previously,10 these findings are
discordant from a consumptive coagulopathy and suggest a
procoagulant endotheliopathy. Second, our data linking elevated
IL-6 levels to elevations of vWF, factor VIII, and D-dimer gener-
ated the hypothesis that an IL-6-mediated procoagulant endo-
theliopathy is driving liver injury in COVID-19. Third, our
demonstration of elevated factor VIII and vWF in patients with
liver injury suggests LSEC endotheliopathy in particular, because
LSECs are the major producer of factor VIII in the body and vWF
upregulation is a well-established phenomenon in liver
pathology.33

On liver histology, steatosis and mild inflammatory infiltra-
tion in the hepatic lobule and portal tract have been previously
observed in patients with COVID-19,6,34 and several papers have
shown sinusoidal thrombosis.6,35 Our data defines the presence
of a procoagulant endotheliopathy in the liver, linking increased
hepatic vWF expression and platelet accumulation with both
liver injury and liver inflammation (elevated ALT, neutrophil
infiltration), suggesting that endotheliopathy and platelet
attachment mediating neutrophil recruitment is a key mecha-
nism of liver injury in COVID-19. We also demonstrated a sig-
nificant correlation between maximal IL-6 levels and vWF levels
in the sinusoidal endothelium, bolstering the potential causative
role for IL-6 in intrahepatic endothelial dysfunction and

inflammation. This causative role was supported by experiments
in primary human LSECs demonstrating an IL-6-mediated pro-
coagulant endotheliopathy occurring via JAK/STAT activation.

In addition to endothelial factors, elevated fibrinogen levels
were associated with liver injury, and fibrinogen production
from hepatocytes was amplified by crosstalk with LSECs
following IL-6 trans-signaling. It remains to be fully explored
whether this is playing a direct role in liver injury, perhaps via
neutrophil activation,36 or is a parallel phenomenon worsening
hyperfibrinoginemia in COVID-19.

Our study has implications for the global coagulopathy and
endotheliopathy of COVID-19. Endotheliopathy has been
observed not only in the liver but also in the lung,37 and markers
of systemic endotheliopathy, such as plasminogen activator in-
hibitor 1 and soluble thrombomodulin, are elevated in COVID-
19.10,21 LSECs have been previously shown to react to IL-6 trans-
signaling with increased angiogenesis,38 but our data also show
that they can adopt a proinflammatory, procoagulant phenotype
similar to that of other endothelial cells in response to IL-6 trans-
signaling.18,39 Because the global endotheliopathy of COVID-19
has shown a response to IL-6 inhibition,21 the mechanism of
endotheliopathy we identify in LSECs is likely applicable to other
vascular beds in the body. Clinical trials of JAK and IL-6 inhibitors
have shown promising results in COVID-19,40–42 and the mech-
anism we have defined of IL-6/JAK/STAT-driven endotheliopathy
in LSECs may be driving thromboinflammation in other vascular
beds and may provide a framework for identifying those patients
who will benefit from therapy.

Our study has several limitations. Future studies are needed
to define the specificity of our findings to COVID-19 vs. other
inflammatory conditions. Additionally, because of a lack of well-
defined experimental models, completely definitive mechanistic
studies of endotheliopathy as the key cause of liver injury in
COVID-19 could not be performed. Data from the Yale DOM-CovX
database and all histologic data were obtained via a retrospective
cross-sectional study design, and access to our variables of in-
terest was not available for all patients. Changes in therapeutic
recommendations for COVID-19 over the course of the study
resulted in variation of treatment across our patient sample.
Further, given the nature of our tissue samples, we cannot
definitively determine the role of LSECs vs. other cell types in
producing IL-6 in vivo. The strengths of our study include data
from multiple centers, histologic analysis of a relatively large
sample of patients with COVID-19, and the fact that most
mechanistic experiments were conducted in primary human
cells for a high degree of translational relevance.

In conclusion, our study establishes a mechanism by which
liver injury may occur in COVID-19 due to an IL-6-mediated
procoagulant endotheliopathy. Our findings provide a new
level of mechanistic detail to aid in the clinical assessment of
liver injury in these patients, and a context in which to under-
stand any long-term consequences of COVID-19 on the liver,
which remain unknown. In addition, the mechanistic insights
into the coagulopathy and endotheliopathy of COVID-19 pro-
vided by this study suggest that the IL-6/JAK/STAT pathway may
be a novel target for mitigating the thrombotic complications of
COVID-19.
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