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Objective: The cytokine storm presented in the hyperimmune response is related to poor prognosis in people
with COVID-19. Interleukin-6 (IL-6) is one of the most prominent cytokines, especially on mucosal surfaces dur-
ing infection, causing the cytokine storm. Polyunsaturated fatty acids (PUFAs) are the precursors of eicosanoids,
which play critical roles in immune regulation and inflammation. The balance between w-3 and w-6 levels in the
cell membrane has a critical role in regulating the equilibrium between proinflammatory and antiinflammatory

processes and inducing IL-6 production. The present study focused on inflammatory and antiinflammatory mech-
COVID-19 . . . . . . . .
Cytokine storm anisms in COVID-19 over PUI.:A.s and on rela.tlng thelr.levels with disease prognosis and' severity.
L6 Methods: A total of 106 participants were included in the study. They were divided into three groups accord-
PUFAS ing to IL-6 level— 1: <35 pg/mL, 2: between 35 and 300 pg/mL, and 3: >300 pg/mL. Erythrocyte membrane
»-6/w-3 ratio PUFA compositions were analyzed by group.
AA/EPA ratio Results: Levels of y-linolenic acid and w-6/w-3 ratios were significantly increased in all comparison groups
(P < 0.05). Total w-6 and the ratio of arachidonic acid to eicosopentaenoic acid showed a statistically signifi-
cant difference only between groups 1 and 3 (P < 0.05). There was a moderately negative correlation
between total w-3 and IL-6 and procalcitonin. There were positive correlations with w-6/w-3 ratio inflamma-
tory markers, and the total w-6 index also showed a moderately positive correlation with IL-6, procalcitonin,
and D-dimer levels.
Conclusions: The ratio of arachidonic acid to eicosopentaenoic acid, and w-3 PUFAs, can be systemic signs of
poor prognosis, increased lung damage, and high mortality in COVID-19, together with IL-6.

© 2021 Published by Elsevier Inc.

Keywords:

Introduction systems, the cardinal feature of COVID-19, the disease it causes, is

respiratory failure. The inflammatory response plays an important

Coronaviruses are a family of zoonotic viruses that can cause
lower respiratory tract infections and fatal respiratory failure char-
acterized by hyperinflammation [1]. The SARS-CoV-2 virus, which
caused a global pandemic beginning in 2019, triggers a variety of
symptoms including dry cough, dyspnea, tremors, myalgia, head-
ache, loss of taste and smell, and gastrointestinal discomfort. It
causes more severe disease especially in individuals who are obese,
have diabetes, or are immunocompromised, and in older people
with comorbidities [2]. Although the virus affects multiple organ
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role in the prognosis of COVID-19. The aggressive inflammatory
response triggered by the disease and the high amounts of proin-
flammatory cytokines released into the circulation cause a situation
called the cytokine storm. The cytokine storm presented in the
hyperimmune response is related to severe lung damage, multiple
organ failure, and poor prognosis in people with COVID-19 [3,4].
Interleukin-6 (IL-6) is a proinflammatory and multifactorial
cytokine, alongside its functions of triggering antibody production
causing secondary immune response and increasing the synthesis
of acute-phase proteins such as C-reactive protein (CRP) and fibrin-
ogen, making it one of the most prominent cytokines, especially on
mucosal surfaces during infection [5,6]. In addition, a relationship
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between IL-6 and respiratory failure has been detected, especially
in people with severe lung damage. And as indicated recently, the
heavy viral burden triggers IL-6 production in people with severe
COVID-19, which in turn causes the cytokine storm, with high
mortality [7].

Although linoleic acid (LA), y-linolenic acid (GLA), dihomo-
v-linolenic acid (DGLA), arachidonic acid (AA), a-linolenic acid
(ALA), eicosopentaenoic acid (EPA), and docosahexaenoic acid
(DHA) are all polyunsaturated fatty acids (PUFAs), only LA and ALA
are essential fatty acids; the remaining ones are all synthesized
from these two molecules through desaturation and elongation
reactions [8]. The most important role of these PUFAs is as the pre-
cursor of eicosanoids, which are known to play critical roles in
immune regulation and inflammation. They also induce the forma-
tion of proinflammatory molecules that cause the release of
inflammatory mediator cytokines like IL-1(3, IL-6, IL-8, and tumor
necrosis factor-a [9,10]. The w-3 PUFAs (EPA and DHA) are pro-
claimed to be the basis of the antiinflammatory effects, whereas
-6 PUFAs (particularly AA) are potent mediators of inflammation
and cell proliferation [11-13]. These antiinflammatory effects of
-3 PUFAs can be competitive with the effects of w-6 PUFAs,
because w-3 PUFAs are competitive substrates in the metabolism
of w-6 PUFAs [14]. Hence, the balance between w-3 and w-6 levels
in the bloodstream and especially in the cell membrane has a criti-
cal role in regulating the equilibrium between proinflammatory
and inflammatory processes.

In the light of this information, we aimed to evaluate the w-3
and w-6 PUFAs levels, and role of these fatty acids together with
IL-6, in the development of the cytokine storm in people with
COVID-19. By understanding the proinflammatory and antiinflam-
matory mechanisms in COVID-19 over PUFAs, it will be possible to
obtain data at the cellular level to identify possible pathways that
are important in the disease prognosis.

Methods

This study was approved by the local ethics committee of Gulhane School of
Medicine (2021-13) and conducted according to the Helsinki Declaration.

Study population

There were 106 participants included, divided into the following three groups:

1. According to information provided by the Beckman Coulter Access IL-6 Assay
kit, which we used to measure serum IL-6 levels, IL-6 > 35 pg/mL was used to
identify 85.4% of participants who had a ratio of partial pressure arterial oxy-
gen to fraction of inspired oxygen < 150 mm Hg, which is also indicative of the
risk of mechanical ventilation (https://www.beckmancoulter.com/products/
immunoassay/access-il-6-assay). On the other hand, there are publications in
the literature that use IL-6 > 35 pg/mL as the cutoff for risk of mortality and
admission to the intensive care unit (ICU) [15,16]. Therefore, our first partici-
pant group consisted of people with PCR-confirmed COVID-19 and IL-6 <
35 pg/mL (n = 32).

2. A retrospective study that aimed to assess IL-6 levels in critically ill patients
with COVID-19 admitted to the ICU and to evaluate their relationship with the
disease severity and outcome suggests a threshold value of 300 pg/mL [17].
This threshold is also indicated by other studies for use in admission to the ICU
discrimination of critical and severe illness [18,19]. In light of the recent litera-
ture, we chose an IL-6 value of 300 pg/mL to discriminate critical cases from
others (n =45).

3. Our third group of participants consisted of those with PCR-confirmed COVID-
19 and IL-6 > 300 pg/mL (n = 29).

Sample collection and preparation

Venous blood samples were collected in tubes containing dipotassium ethyle-
nediaminetetraacetic acid. Hematocrit levels were determined with the Beckman
Coulter UniCel DxH 800 Coulter Cellular Analysis System (Indianapolis, IN, USA)
for all samples. Afterwards, the erythrocytes were separated from the plasma by
centrifugation (3000 rpm, 1500g, for 10 min) and washed with an equal volume of
saline. After the removal of the saline, the cells were resuspended with saline to a

hematocrit of 45%. These erythrocyte suspensions and plasma were stored at —80°
C in Eppendorf vials freshly treated with butylated hydroxytoluene, as previously
described [20].

Erythrocyte suspensions were thawed before sample preparation, and 200 pL
of erythrocyte suspension and 2 mL of 3N methanolic hydrochloric acid including
internal standard—heptadecanoic acid (C17:0) at 0.1-wM concentration—were
added to the 13 mL screw-cap glass tubes. Transmethylation was performed at 90°
C for 3 h. After the tubes were cooled to room temperature, 2 mL of hexane was
added and the tubes were closed again and vortexed for 10 s. The upper phase
was transferred to a clean glass tube and evaporated in the SpeedVac (scan speed
32,1900 rpm, 25°C). Finally, the residue was resuspended with 100 L of hexane
and the sample was transferred to a gas chromatography injection vial with a
screw cap [9,20].

Analysis of samples

Levels of IL-6 were measured with a Beckman Coulter Access autoanalyzer and
the chemiluminescent immunoassay method. The analytical coefficient of varia-
tion (CV) was < 12% and analytical sensitivity was 0.5 pg/mL. The linearity of the
assay was 2 to 1500 pg/mL, with automatic twofold dilution for samples with IL-6
> 1500 pg/mL. Procalcitonin (PCT) levels were also detected with the Beckman
Coulter Access autoanalyzer and the chemiluminescent immunoassay method.
The limit of quantitation was 0.02 ng/mL and the CV was < 8% at concentrations >
0.150 ng/mL. The analytical measuring range was 0.05 to 100 ng/mL. Levels of CRP
were detected with a Beckman Coulter AU5800 autoanalyzer and the immune-tur-
bidimetric method, with an assay range of 0.2 to 160 mg/L. D-dimer was measured
with a Sysmex CS-2500 autoanalyzer with particle-enhanced immunoturbidimet-
ric assay. The analytical CV was 8.4% with a diagnostic sensitivity of 99.4% at a cut-
off of 0.50 mg/L of fibrinogen equivalent units. Whole-blood analysis was carried
out with a Beckman Coulter DxH 900 analyzer using the volume-conductivity-
scatter principle.

An Agilent gas chromatography/mass spectrometry system was used for anal-
ysis, composed of a 7890B GC System coupled with a 5977E mass spectrometer
(Santa Clara, CA, USA). The sample (1 L) was injected in split mode at 240°C with
a ratio of 1:50. Helium was used as the carrier gas and set at 1 mL/min. Samples
were separated on a capillary gas chromatography column (Zebron ZB-Frame;
60 m, internal diameter = 250 m, film thickness = 0.20 pwm). The oven tempera-
ture was set at 50°C for 1.5 min, ramped to 190°C at 30°C/min and held for 5 min,
then ramped to 230°C at 8°C/min and held for 5 min. (The total analysis time was
approximately 21 min.) The front inlet was set to 240°C and the AUX temperature
to 280°C. Linearity was obtained between 3 and 750 pmol/L, the recovery rate
was 89% to 112%, and the analytical CV was < 5% for all PUFAs.

We evaluated levels of saturated fatty acids (palmitic acid, C16:0; stearic acid,
C18:0), an w-9 monounsaturated fatty acid (oleic acid, C18:1), -3 PUFAs (ALA,
C18:3; EPA, C20:5; DHA, C22:6), and w-6 PUFAs (LA, C18:2; AA, C20:4; DGLA,
C20:3; GLA, C18:3), as well as EPA/AA and w-6/w-3 ratios, in the erythrocyte mem-
brane (EM).

Participant complications

Sepsis is defined as a dysregulated and deleterious host response to infection
leading to organ dysfunction. For COVID-19, in addition to participants with lung
injury, impaired liver and kidney function, and microcirculatory dysfunction, those
who met the criteria from the Sepsis-3 International Consensus were defined as
experiencing sepsis. According to these criteria, organ dysfunction can be identi-
fied as an acute change in total Sequential Organ Failure Assessment score > 2
points consequent to the infection [21,22]. Renal functioning of participants was
also evaluated. Acute kidney injury (AKI) is defined as an abrupt (within hours)
decrease in kidney function which encompasses both injury (structural damage)
and impairment (loss of function). Overall, AKI was defined according to the Kid-
ney Disease Improving Global Outcomes criteria [22].

Statistical analysis

All statistical analyses were done with SPSS 22.0. Tests of normality were car-
ried out with visual (histograms, possibility graphs) and analytical methods (Kol-
mogorov—Smirnov and Shapiro—Wilk tests). The results are expressed as mean +
SD for parametric variables and median (interquartile range) for non-parametric
variables. Comparisons of parametric variables between groups were analyzed
with independent-samples t tests, and comparisons of non-parametric variables
with Mann—Whitney U tests. Correlation analyses for parametric variables were
done with the Pearson test and those for non-parametric variables with the Spear-
man test. A value of P < 0.05 was accepted as the limit of statistical significance.
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Table 1

Distribution and comparison of demographic data and other laboratory parameters of participants by group
Parameter Group P

1(n=32) 2 (n=45) 3(n=29) Group 1to2 Group 1to3 Group 2 to 3 Groups 1, 2, and 3

Age,y 5594923 65.8+15.9 66.7 +13.8 0.007 0.008 0.963 0.003
Gender (M/F) 19/13 30/15 20/9 0.515 0.440 0.838 0.707
Mortality, % 3.13 489 89.7 <0.001 <0.001 <0.001 <0.001
IL-6, pg/mL 5.23(3.31-5.23) 107 £71.5 908 + 536 <0.001 <0.001 <0.001 <0.001
CRP, mg/L 20.7 (8.03-64.3) 86.3 (37.9-143) 166 (86.6—390) <0.001 <0.001 0.001 <0.001
D-dimer, mg/L 0.55 (0.35-0.95) 1.90 (0.63-5.78) 3.80(2.07-10.1) <0.001 <0.001 0.009 <0.001
Procalcitonin, ng/mL 0.08 (0.05-0.15) 0.35(0.10-1.28) 540(1.29-15.2) <0.001 <0.001 <0.001 <0.001
Neutrophils, x 103/puL 7.21(4.63-11.6) 7.90 (5.10-12.2) 12.7(7.30-17.4) 0.522 0.003 0.005 0.005
Lymphocytes, x 10%/uL 0.75 (0.50-1.35) 0.70 (0.40—1.00) 0.50 (0.30-0.90) 0.392 0.018 0.123 0.067
NLR 7.63(3.92-20.6) 11 (5.66-19.8) 26.3(9.95-52.2) 0.301 0.001 0.009 0.002

CRP, C-reactive protein; IL-6, interleukin-6; NLR, neutrophil-to-lymphocyte ratio
Values are expressed as mean =+ SD, n, or median (interquartile range)

Results

A total of 106 participants were divided into three groups
according to IL-6 level. Distribution and comparison results of
demographic data like age and gender, and laboratory parameters
including IL-6, CRP, D-dimer, PCT, neutrophils, lymphocytes, neu-
trophil-to-lymphocyte ratio, with mortality rates, are presented in
Table 1. Mortality rate was the lowest in group 1, increased in
group 2, and was highest in group 3 (P < 0.001 for all).

When the laboratory parameters were evaluated, a statistically
significant difference was seen across all three groups in IL-6, CRP,
PCT, and D-dimer. There was not a statistically significant differ-
ence between groups 1 and 2 on neutrophil count or neutrophil-
to-lymphocyte ratio, but a statistically significant difference was
observed between groups 1 and 3 and between groups 2 and 3.

Two participants from group 1, 25 from group 2, and 27 from
group 3 were treated in the ICU. Although not presented in
Table 1, the mean hospitalization durations for the three groups
were, respectively, 13.6, 17.6, and 19.6 d, and lengths of stay in
the ICU were 13.5, 12.64, and 13.81 d. No statistically significant
difference between groups was found for hospital-stay duration.
The proportion of participants treated in the ICU was 6.25%,
55.6%, and 93.1% for groups 1, 2, and 3, respectively, and the
mortality rates in the ICU were 50%, 80%, and 96.3%. When ICU

participants were evaluated in detail according to group, pneu-
monia was detected in one of the two participants from group 1
and sepsis was detected in the other. Among ICU participants
from group 2, 23 had pneumonia, 11 had sepsis, and 6 had AKI.
And finally, in group 3 all ICU participants had pneumonia, 13
had sepsis, and 14 had AKI. In addition, a total of eight partici-
pants required invasive mechanical ventilation (two from group
1 and six from group 2).

We evaluated 6 different EM PUFAs and one MUFA (OA) in the
present study. Six different index data obtained by summing and
dividing the values of these PUFAs with the current PUFAs values and
the statistical results obtained from their comparison are presented
in Table 2. It is noteworthy here that the GLA values and the w-6/w-3
ratio were significantly different among all three groups, compared
individually and together. Four of these seven PUFAs—oleic acid, EPA,
ALA, and DHA—as well as the w-3 index, total w-3, total -6, LA/ALA
ratio, and AA/EPA ratio also showed statistically significant differen-
ces in the overall comparison of all groups (Fig. 1).

In the correlation analysis between inflammatory markers and
-3 PUFA levels, weak to moderate negative correlations were
found for ALA with IL-6, PCT, D-dimer, and CRP. The most signifi-
cant correlation was observed between ALA and IL-6 (r = —0.407, P
< 0.001). Among other PUFAs, EPA and DHA also showed weakly
negative correlations with IL-6 (Fig. 2a).

Table 2
Distribution and comparison of polyunsaturated fatty-acid results in erythrocyte membranes by group
Fatty acid, mol/L Group P
1(n=32) 2 (n=45) 3(n=29) Group 1to 2 Group 1to 3 Group 2 to 3 Groups 1, 2, and 3

0A(C18:1, w-9) 632 (549-856) 797 (685-1002) 833(599-1160) 0.005 0.024 0.943 0.013
®-3 acids

ALA (C18:3) 21.4(10.1-43.0) 8.17(5.11-12.5) 7.22(2.07-13.0) <0.001 <0.001 0.261 <0.001
EPA (C20:5) 442 (2.32-7.70) 2.54(1.14-4.57) 2.02 (0.75-3.73) 0.016 0.002 0.283 0.006
DHA (C22:6) 171 (131-210) 136 (113-179) 134(76.9-188) 0.047 0.030 0.406 0.046
-3 index* 186 (150—-224) 142 (117-178) 137 (77.4-194) 0.005 0.007 0.372 0.006
Total w-3 215 (177-299) 152 (124-187) 126 (78.4-198) <0.001 0.001 0.196 <0.001
-6 acids

LA (C18:2) 504 (441-655) 569 (461-643) 613 (449-911) 0.168 0.100 0.450 0.188
GLA (C18:3) 10.9 (9.67-61.8) 98.9(10.8-163) 132 (45.2-233) 0.034 <0.001 0.016 <0.001
DGLA (C20:3) 74.8 (60.3-92.5) 69.3 (49.8-86.2) 78.9 (52.6—117) 0.122 0.830 0.139 0.193
AA (C20:4) 329 (287-397) 337 (268-427) 366 (234-511) 0.984 0.337 0.506 0.654
Total w-6 964 (861-1276) 1110 (931-1277) 1217 (956-1829) 0.181 0.016 0.111 0.038
0-6/w-3 5(4-6) 6(6-7) 8(7-9) 0.001 <0.001 0.030 <0.001
LA/ALA 25 (12-59) 74 (47-115) 118 (51-276) <0.001 <0.001 0.064 <0.001
AA/EPA 78 (50-135) 117 (62-265) 173 (89-683) 0.137 0.005 0.133 0.020

AA, arachidonic acid; ALA, a-linolenic acid; DGLA, dihomo-vy-linolenic acid; DHA, docosahexaenoic acid; EPA, eicosopentaenoic acid; GLA, y-linolenic acid;; LA, linoleic acid

OA, oleic acid

All values are expressed as median (interquartile range)

*EPA+DHA.
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Fig. 1. Chromatogram samples of participants in (a) group 1, (b) group 2, and (c) group 3.

When the correlations between w-6 PUFAs and inflammatory
markers were analyzed weakly positive correlations were
observed for LA with D-dimer, PCT, and IL-6, as well as for GLA
with PCT and D-dimer (Fig. 2b).

For the correlation between PUFA indices and inflammatory
markers, the total w-6 index showed moderately positive correla-
tions with IL-6, PCT, and D-dimer levels. On the other hand, the
-3 index showed a moderately negative correlation with IL-6.
There were also moderately negative correlations for total w-3
with IL-6 and PCT (Fig. 2c).

Finally, for the correlations between PUFA ratios and inflam-
matory markers, there were moderately positive correlations
for the w-6/w-3 ratio with IL-6, CRP, PCT, and D-dimer. Simi-
larly, we observed moderately positive correlations for the LA/
ALA ratio with IL-6, CRP, PCT, and D-dimer, and the AA/EPA
ratio showed a moderately positive correlation with IL-6
(Fig. 2d).

Discussion

It has been discovered that IL-6 production is triggered by viral
load, especially in severe COVID-19 [23]. During this infection,
CD4* T lymphocytes transform into pathogenic Th1 cells, which
are known to stimulate the release of granulocyte-macrophage col-
ony-stimulating factor and proinflammatory cytokines, and to acti-
vate monocytes with high IL-6 levels [24]. We designed our study
by dividing participants into three different groups by predeter-
mined IL-6 cutoff values.

The presence and ratios of w-6 (AA, DGLA, GLA) and w-3 (EPA and
DHA) PUFAs in the cell membrane are known to depend on their con-
version from nutrients and their precursors LA and ALA, which are
essential [7]. The conversion of LA to AA is much more effective than
the conversion of ALA to EPA or DHA. In addition to their competition
for cyclooxygenase and lysyl oxidase enzymes, w-6 and w-3 fatty
acids compete for elongation and desaturation enzymes and
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Fig. 2. Continued

phospholipids. Therefore, in addition to the presence or absence of
dietary intake of these fatty acids, inflammation may also affect their
concentrations among cell membrane phospholipids. Consequently,
the balance between the proinflammatory and antiinflammatory pro-
cesses can be modulated [25]. In light of this information, and consid-
ering the superiority of membrane fatty acids over plasma fatty acids,
thanks to their not being affected by short-term dietary intake, we
evaluated EM fatty acids of people with COVID-19 [26]. Significant
differences were observed between groups in four of the seven

PUFAs. A significant decrease was observed from group 1 to group 3
in w-3 PUFAs—ALA, EPA, and DHA—whereas GLA levels and w-6/w-3
ratios were significantly increased in all groups compared. All these
changes are in line with changes in the severity of COVID-19, as
expected. In addition, the LA/ALA ratio was significantly lower in
group 1 than the other two groups, and the AA/EPA ratio was signifi-
cantly lower only in group 1 compared to group 3.

The prominent finding of the study, which should be especially
emphasized here, is the AA/EPA ratio. Taking into account the
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PUFAs, indices, and ratios with IL-6, CRP, D-dimer, and PCT levels,
the AA/EPA ratio showed a significant positive correlation only
with IL-6 (Fig. 2d). In addition, the AA/EPA ratio was significant
only in the comparison of groups 1 and 3. This also means that this
parameter comes to the forefront in the group with a mortality
rate around 90%, and it is related to IL-6 levels independent of
other parameters. Another point worth considering in calculating
this ratio is that AA levels did not show a significant difference
between groups. As is known, AA plays a crucial role in inflamma-
tion and cytokine production [27]. Spangelo et al. showed that the
AA-induced increase in IL-6 release from macrophages was attenu-
ated in the presence of a cyclooxygenase inhibitor [28]. On the
other hand, there are also studies showing that alveolar macro-
phages release AA and other bioactive lipids (lipoxin A4, etc.) to
inactivate pathogens and suppress microbial infections [29-32].
This means there are conflicting results regarding AA levels in dif-
ferent clinical studies evaluating inflammatory processes. This
reveals that the proinflammatory/antiinflammatory balance is not
based on a single parameter, but is also affected by the intermedi-
ate PUFAs synthesized from LA and ALA and even their ratios dur-
ing the process. Considering that AA and EPA are both synthesized
by the same enzyme steps (A-5 desaturase and elongase/A-6 desa-
turase reactions, respectively) from LA and ALA, the AA/EPA ratio
seems more important in the balance between proinflammatory
and antiinflammatory pathways than AA and EPA individually.
These results suggest that the AA/EPA ratio can be a marker of sys-
temic inflammation like IL-6, and also an indicator of mortality,
and it has a possible negative association with lung function [33].

The levels of LA (an w-3 FA) did not differ between groups,
whereas ALA (an w-6 FA) was found to be low especially in partici-
pants considered to be at high risk for mechanical ventilation and
intubation during their hospital stay (groups 2 and 3). An increas-
ing trend in LA/ALA ratios was observed from group 1 to group 3
(Table 2). Moreover, although significant negative correlations
were observed between ALA and evaluated inflammatory parame-
ters (IL-6, CRP, D-dimer, and PCT), no correlation was observed
between LA and any of these parameters. Also, the correlation val-
ues (P values) of the LA/ALA ratio with the other four parameters
were lower than those for ALA individually. We think this finding
is substantial because it shows that starting from the essential fatty
acids LA and ALA, which are considered precursors for PUFAs, the
ratios of fatty acids in the same step may be more valuable [8].

In the literature, there are studies showing that EPA and DHA
can inhibit IL-6 production by venous endothelial cells [34]. More-
over, supplementation of >2 g EPA-DHA/d in the diet of healthy
individuals has been shown to reduce IL-6 production by mononu-
clear cells [35,36]. The EPA, DHA, and w-3 index values, which
showed significant decreases from group 1 to group 3 in our study,
and the total w-3 values obtained by adding ALA to these, are com-
patible with these findings. Although our study did not aim to
directly evaluate the effect of nutritional status or nutritional sup-
plements on the development of pneumonia in COVID-19, it high-
lights the importance of revealing long-term data on w-6/w-3
ratios by evaluating EM fatty-acid levels and the subgroups of
these PUFAs. As a matter of fact, an w-6/w-3 imbalance allows us
to have an idea about the need for necessary reinforcement, espe-
cially in those at high risk. By the simplest definition, w-3 PUFAs
inhibit the conversion of LA to ALA, the precursor of prostaglandin
E,, decreased production of which consequently leads to dimin-
ished production of inflammatory cytokines [26]. This is supported
by our study in terms of the w-3 index; the significant negative
correlation between total w-3 and IL-6; and the significant positive
correlations between total w-6 and IL-6, as well as between the
w-6/w-3 ratio and all other parameters, including IL-6 (Fig. 2c, d).

Also important are the changes in the w-6/w-3 ratio and LA/ALA
levels among groups, and the relation of these data with the
increase in the incidence of mortality (Table 1).

One of the other important findings of our study is that among
w-6 PUFAs, only GLA differed significantly in EM levels between
groups. In addition, positive correlations were observed for GLA
with PCT and IL-6. Levels of LA also showed positive correlations
with D-dimer, PCT, and IL-6. Unfortunately, the literature evaluat-
ing plasma or EM PUFAs with systemic inflammation markers in
people with COVID-19 is limited, although there are studies inves-
tigating the significance of these markers. In the study conducted
by Liu et al. to evaluate the predictive values of IL-6, CRP, and PCT
as to the severity of COVID-19 cases, it was shown that levels of
these inflammatory markers were significantly elevated in the vast
majority of severe cases compared to mild cases [37]. That study
also indicated that these findings are consistent with the concept
of the cytokine storm, as Cox proportional-hazard analysis sup-
ported the use of these factors as independent factors in predicting
the severity of COVID-19. However, these findings still need to be
studied further using a larger sample.

Our study is the first report in the literature showing significant
positive correlations of w-6 PUFAs, especially GLA and LA, with PCT,
and negative correlations of ALA and w-3 PUFAs. The difference
between PCT levels among groups, and the correlations with GLA and
total w-3 fatty acids, can point to the fact that PCT can be assumed as
an indicator of systemic response caused by infection rather than
other causes, or to support activity of the proinflammatory process.
The rate-limiting enzyme A-6 desaturase, which catalyzes the meta-
bolic pathway from LA to GLA, is very slow. After synthesis, GLA is
rapidly extended to DGLA by elongase, and DGLA is acetylated and
incorporated into cell membrane phospholipids. A small amount is
also converted to AA [38]. The reason that only GLA levels were found
to be significantly different between groups may be that the level of
A-6 desaturase is affected at different levels in different people.
Although there are no current studies that directly evaluate A-6 desa-
turase in diseases like COVID-19 or other inflammatory diseases caus-
ing pneumonia, a number of cancer studies have shown knocked-
down or inhibited A-6 desaturase to reduce expression of IL-6 and
tumor necrosis factor-a and thereby cause a decrease in overall
inflammation [39]. Of course, it should be kept in mind that this
enzyme is also the enzyme that catalyzes the first step in the synthe-
sis of EPA and DHA from ALA. This situation reveals that the activation
of related enzymes may differ between the groups in our study
depending on IL-6 level. This also suggests that our findings are new
and valuable in this sense. The present study does have some limita-
tions, as follows: The number of participants was relatively limited,
levels of prostaglandins and leukotrienes were not assessed, and
other possible mediators that could take part in the formation of the
cytokine storm, such as lipoxin A4 and resolvin, were not evaluated.
But as this is the first study in the literature to evaluate EM PUFAs in
COVID-19, it can form a basis for more detailed studies in the future
evaluating the membrane fatty-acid composition and their metabo-
lism related to the cytokine storm in a larger perspective.

Conclusion

Detailed analysis of PUFAs can provide valuable information in
the management of dietary intake or supplementation of PUFAs
which are believed to be deficient in COVID-19 and considered
responsible for its severity. In addition to individual measurements
of PUFAs, evaluation of ratios like w-6/w-3, LA/ALA, and AA/EPA
rises to prominence in the management of inflammation-related
diseases. The w-3 PUFAs and the AAJEPA ratio, like IL-6, are
markers of systemic inflammation and indicators of mortality,
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suggesting that they may have a possible negative association with
lung function in COVID-19.
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