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Abstract: Background: Emerging evidence suggests that patients with metabolic (dysfunction) asso-
ciated fatty liver disease (MAFLD) are prone to severe forms of coronavirus disease (COVID-19),
especially those with underlying liver fibrosis. The aim of our study is to assess the association of an
increased FIB-4 score with COVID-19 disease prognosis. Methods: We performed a prospective study
on hospitalized patients with known type II diabetes mellitus (T2DM) and confirmed COVID-19,
with imaging evidence of liver steatosis within the last year or known diagnosis of MAFLD. All
individuals were screened for liver fibrosis with a FIB-4 index. We evaluated the link between FIB-4
and disease prognosis. Results: Of 138 participants, 91.3% had MAFLD and 21.5% patients had a high
risk of fibrosis. In the latter group of patients, the number of severe forms of disease, the hospital
stay length, the rate of ICU admissions and the number of deaths reported registered a statistically
significant increase. The independent predictors for developing severe forms of COVID-19 were obe-
sity (odds ratio (OR), 3.24; 95% confidence interval (CI), p = 0.003), higher values of ferritin (OR-1.9;
95% CI, 1.17–8.29, p = 0.031) and of FIB-4 ≥ 3.25 (OR-4.89; 95% CI, 1.34–12.3, p = 0.02). Conclusions:
Patients with high scores of FIB-4 have poor clinical outcomes and liver fibrosis may have a relevant
prognostic role. Although the link between liver fibrosis and the prognosis of COVD-19 needs to be
evaluated in further studies, screening for liver fibrosis with FIB-4 index, particularly in patients at
risk, such as those with T2DM, will make a huge contribution to patient risk stratification.

Keywords: liver; T2DM; COVID-19; FIB-4

1. Introduction

Coronavirus disease (COVID-19) is an infectious condition caused by a newly identi-
fied member of the coronavirus family, the severe acute respiratory syndrome coronavirus
2 (SARS-CoV-2), which causes predominant pulmonary damage and may lead to acute
respiratory distress syndrome (ARDS) and death [1]. Due to its rapidly expanding and
sustained risk of global spread, The World Health Organization (WHO) declared COVID-19
a pandemic on 11 March 2020 [2]. Since then, scientific efforts around the world have been
made to establish risk factors for the development of a severe form of disease and death.

According to The Center for Disease Control and Prevention (CDC) that described and
updated the comorbidities linked to a poor prognosis in COVID-19, metabolic disorders,
such as type II diabetes mellitus (T2DM) and obesity ((BMI) > 30 kg/m2), increase the risk
for severe illness and death [3]. Moreover, this constellation of metabolic derangements is
considered to be a risk factor for the development of metabolic (dysfunction) associated
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fatty liver disease (MAFLD), a consensus-driven acronym for non-alcoholic fatty liver
disease (NAFLD) [4,5]. MAFLD, which is the hepatic consequence of metabolic syndrome,
includes a wide clinical spectrum, from simple steatosis (SS), non-alcoholic steatohepatitis
(NASH), to cirrhosis and MAFLD-related hepatocellular carcinoma (HCC) [6]. With a
global prevalence of 25%, MAFLD is regarded as the leading cause of advanced liver
disease, especially among those with T2DM [7].

Globally, there is growing evidence that patients with MAFLD are prone to severe
forms of COVID-19, as they feature a combination of metabolic comorbidities, such as
T2DM and obesity [8,9]. MAFLD regularly coexists with T2DM: the presence of MAFLD
increases the incidence of T2DM, while T2DM accelerates the development of NASH,
cirrhosis and even NAFLD-related HCC [10]. In a recently published systematic review
carried out by our team, we described the inter-relationship between MAFLD, T2DM
and COVID-19. Patients with MAFLD presented severe forms of SARS-CoV-2 infection,
had longer viral shredding time and a higher probability for developing abnormal liver
function tests (LFT) from admission to discharge [11]. Numerous interconnected metabolic
and inflammatory pathophysiologic consequences link T2DM and MAFLD to COVID-
19 severity; MAFLD causes insulin resistance with dysfunctional fatty acid metabolism,
generating a state of low-grade inflammation that seems to impair immune responses that
contribute to a greater chance of COVID-19 “cytokine storm” [12]. Furthermore, underlying
T2DM is associated with immunological dysregulation with abnormal cytokine response
that may exacerbate the hyperinflammatory response in individuals with SARS-CoV-2
infection [13].

Early studies report elevations in liver biochemistry in up to 85% of patients with
MAFLD and confirmed COVID-19, with higher prevalence in those with underlying liver
fibrosis [14,15]. An extensive meta-analytic systematic review of seven studies carried out
between 2004 and 2017 including 439 liver biopsies of patients with T2DM showed that the
mean prevalence of reported severe fibrosis was 22.01% (range: 3.39% to 50.00%) [16]. A
common pathway in the pathophysiology of metabolic conditions, including T2DM and
MAFLD, is the presence of a low-grade chronic inflammatory status that contributes to
the development of liver fibrosis, and, further on, can exacerbate the COVID-19-induced
“cytokine storm” [17]. Moreover, the respiratory infection rate is higher in cirrhotic patients,
with respiratory viruses being detected in up to 22.2% of these patients as compared to
non-cirrhotic ones [18].

Overall, there still is insufficient information as to how liver fibrosis in diabetic pop-
ulations impacts the progression of SARS-CoV-2 infection. Given that liver biopsy is not
frequently accepted and it has no benefit in diabetic patients with COVID-19 for MAFLD
screening, non-invasive tests using serum biomarkers are more appropriate for this subset
of patients. Therefore, the aim of this study is to evaluate the association of high FIB-4
index in patients with T2DM, with COVID-19 disease prognosis [19].

2. Materials and Methods
2.1. Study Population

We performed a prospective, descriptive study in Bucharest Emergency University
Hospital, Romania, according to the guidelines of the Declaration of Helsinki, and ap-
proved by the Ethics Committee of Emergency University Hospital of Bucharest (no.
9195/17.02.2021). Inclusion criteria were adult patients (>18 years of age) with known
T2DM, diagnosed with COVID-19 between October 2020–February 2021. All patients
were evaluated for liver steatosis by checking the previous year’s medical history (ab-
dominal ultrasound/biochemical enzymes) or by computer tomography scans of the
thorax performed upon admission for lung damage evaluation which included images
at the level of the upper pole of the liver and spleen. T2DM was defined based on the
criteria of the American Diabetes Association (ADA) “Standards of Medical Care in Di-
abetes” [20]. SARS-CoV-2 infection was detected in nasopharyngeal swabs using a time
reverse transcriptase-polymerase chain reaction (RT-PCR). Patients with other etiologies
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of liver diseases including autoimmune hepatitis, drug-related hepatitis, chronic hepati-
tis C, chronic hepatitis B, Wilson’s disease, haemochromatosis and conditions such as
myopathies and platelet disorders were excluded. Similarly, patients with alcohol con-
sumption >20 g/day for females and >30 g/day for males were excluded from the analysis.
We enrolled a total of 138 diabetic patients with confirmed SARS-CoV-2 infection. Informed
consent was obtained from all subjects involved in the study.

2.2. Clinical Examination and Laboratory Tests

At the time of presentation, the demographic data, clinical and laboratory parameters
were collected for each subject. The body mass index (BMI) was defined as body weight
(kilograms) divided by the square of body height (m2). All patients were interrogated for
comorbidities, alcohol consumption and drug history.

COVID-19 was diagnosed according to hospital protocols and recent WHO guide-
lines [21]. Clinical parameters such as arterial blood pressure, heart rate (HR), respira-
tory rate (RR), temperature, saturation and a history of pre-admission symptoms were
recorded. Lung damage was assessed by chest radiographs or computer tomography
scans. SARS-CoV-2 infection severity was classified according to the “Diagnosis and Treat-
ment Protocol for Novel Coronavirus Pneumonia” as severe and non-severe [22]. Severe
cases were defined by the presence of any of the following criteria: (1) respiratory distress
(≥30 breaths/min); (2) oxygen saturation ≤ 93% at rest; (3) arterial partial pressure of
oxygen (PaO2)/fraction of inspired oxygen (FiO2) ≤ 300 mmHg. Mild and moderate
cases were pooled into a non-severe group. Blood tests were performed for all patients,
including complete blood count (CBC), liver function tests (Aspartate Aminotransferase
(AST), Alanine Aminotransferase (ALT), Gamma-glutamyltransferase (GGT), Alkaline
Phosphatase (ALP), Lactate dehydrogenase (LDH), total bilirubin, direct bilirubin and
albumin), total cholesterol, triglycerides, C-reactive protein (CRP), ferritin, fasting glucose
and glycosylated hemoglobin (HbA1C).

2.3. Liver Steatosis and Fibrosis Assessment

NAFLD was diagnosed by checking all patients’ history for imaging evidence (ul-
trasound or computer tomography) and/or biochemical enzymes (LFT) within the past
12 months. Patients with no history of liver steatosis were screened for NAFLD via non-
contrast chest CT which included images from the liver at the level of right portal branch
and the upper pole of the spleen. A single radiologist with high expertise analyzed the CT
scans for the presence of liver steatosis using the relative hypoattenuation and absolute
low attenuation criteria [23]. Out of the 138 patients enrolled in this study, 126 (91.3%)
had NAFLD. All individuals with NAFLD were screened for liver fibrosis by FIB-4 index,
which was calculated with the formula: (Age*AST (IU/L))/(Platelets (×109/L) * sqrt(ALT
(IU/L))). [24] We distinguished three groups of patients according to prior validated cut
points: patients with low risk of fibrosis (FIB-4 < 1.30), patients with intermediate risk of
fibrosis (FIB-4: 1.30–3.25), patients with high risk of fibrosis (FIB-4 > 3.25) [24].

2.4. Statistical Analysis

All data were stored in Microsoft Office Excel, 2019 version. The statistical analysis
was performed using Epi Info version 7.2.4.2020. Continuous variables were presented
as means ± standard deviation (SD) and the non-continuous ones were expressed in
percentages or frequencies. The distribution of variables was evaluated by the Kolmogorov–
Smirnov test. Analysis of Variance (ANOVA) was used to determine whether there is
a statistically significant difference between data sets. Multivariate logistic regression
analysis was used to create a regression model which has been modified to take into
account other predictor variables. The results were reported as adjusted odds ratios (AOR).
A value of p < 0.005 was considered significant.
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3. Results
3.1. Baseline Characteristics of Enrolled Patients

In our study population of 138 diabetic patients with COVID-19, 91.3% (n = 126) had
NAFLD, while 8.7% (12) had no evidence of liver disease. The baseline characteristics of
our cohort are shown in Table 1. The mean age was 66.32 ± 13.72 with a higher proportion
of men (57.2% (n = 79)). The mean BMI was 29.91 ± 5.28. Overall, the most frequent
comorbidity was obesity (48.5%), followed by hypertension (46.2%) and dyslipidemia
(10.2%). No active malignancy was registered. Patients had a median of 5 (3–9) days
between the onset of symptoms and the hospital presentation. Symptoms included cough
(69.3%), dyspnea (58.2%) and headache (37.2%). The most frequent gastrointestinal (GI)
symptom reported was diarrhea (34.9%), followed by nausea (13.1%) and abdominal pain
(10.2%). Regarding COVID-19 severity, 36.3% (n = 50) patients were classified as non-severe
and 63.7% (88) patients as severe. The median in-hospital stay was 16 (11–22) days. A
44.9% (n = 62) rate of ICU admission and 18.1% (n = 25) deaths were reported. Among
laboratory tests, the median lymphocytes were 9.7% (6.3–11.2), platelets 186.2 cell × 103 U/L
(123.4–224.5), leukocytes 8.2 cell × 103 U/L (6.3–11.11), while CRP was 37.1 mg/dL ± 2.33,
ferritin 677.4 ng/mL ± 221.3, serum glucose 179.35 mg/dL ± 85.2 and HbA1C 6.76% ± 1.12.
The prevalence of MAFLD was 91.3% (n = 126), while 8.7% (n = 12) had no evidence of
liver steatosis. Regarding the FIB-4 values, patients with MAFLD were stratified into three
groups: 62.7% (n = 79) patients with low risk of fibrosis (FIB-4 < 1.30), 15.8% (n = 20) patients
with intermediate risk of fibrosis (FIB-4: 1.30–3.25) and 21.5% (27) patients with high-risk
fibrosis (FIB-4 > 3.25).

Table 1. Clinical and biochemical characteristics of the study population (n-138).

Male gender (%) 57.2% (79)
Age 66.32 ± 13.72
BMI 29.91 ± 5.28

COMORBIDITIES

Cardiovascular diseases 5.80%
Hypertension 46.20%
Obesity 48.50%
Dyslipidemia 10.20%
Pulmonary disease 3.80%
Neurologic Disease 4.10%
Kidney Diseases 1.40%
Smoking 32.30%

SYMPTOMS AT PRESENTATIONS

Symptoms before presentation (days) 5 (3–9)
Headache 37.2%
Dyspnea 58.2%
Fever 31.2%
Cough 69.3%
Chest pain 22.4%
Abdominal pain 10.2%
Diarrhea 34.9%
Nausea 13.1%
Vomiting 5.2%
Anosmia 6.8%
Dysgeusia 4.7%

CLINICAL EXAMINATION AT
PRESENTATION

Systolic BP (mmHg) 126 (111–149)
Heart Rate (bpm) 94 (84–108)
Saturation (%) 88 (82–91)
Respiratory Rate (rpm) 24 (22–28)
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Table 1. Cont.

HOSPITAL EVOLUTION

Non-severe form of COVID-19 (%) 36.3% (50)
Severe form of COVID-19 (%) 63.7% (88)
Hospital stay (days) 16 (11–22)
ICU admission (%) 44.9% (62)
Deaths (%) 18.1% (25)

LABORATORY TESTS

Leukocytes (cell × 103 U/L) 8.2 (6.3–11.11)
Lymphocytes (%) 9.7 (6.3–11.2)
Platelets (cell × 103 U/L) 186.2 (123.4–224.5)
C-reactive protein (mg/dl) 37.1 ± 2.33
Ferritin (ng/mL) 677.4 ± 221.3
Total cholesterol (mg/dL) 144.55 ± 49.29
Serum glucose (mg/dL) 179.35 ± 85.2

HbA1C (%) 6.76 ± 1.12

LIVER STEATOSIS AND FIBROSIS
ASSESSMENT
Liver steatosis (NAFLD) 91.3% (126)
FIB-4 < 1.30 62.7% (79)
FIB-4 1.30–3.25 15.8% (20)
FIB-4 > 3.25 21.5% (27)

BMI—Body mass index; BP—blood pressure; ICU—intensive care unit; HbA1C—glycosylated hemoglobin.

LFT showed that 73.9% (n = 102) patients had at least one abnormal parameter upon
hospital admission, and lactate dehydrogenase (LDH) was the most frequent (81.5%,
n = 106). The injury pattern was mostly hepatocellular (64.6%, n = 84), while cholestatic
liver enzymes were increased in the later stages of the disease. The median values of LFT
are shown in Table 2.

Table 2. Liver function tests of the study population (n-138).

AST (U/L) 68.47 (49.2–80.7)

ALT(U/L) 58.7 (42.4–73.6)

GGT (U/L) 87.2 (39.7–109.3)

ALP (U/L) 77.9 (53.4–93.4)

LDH (U/L) 325 (248–384)

Total bilirubin (mg/dL) 1.2 (0.84–1.3)

Direct bilirubin (mg/dL) 0.4 (0.26–0.53)

Albumin (g/dL) 3.2 (2.9–3.7)
AST—aspartate amino transferase; ALT—alanine amino transferase; GGT—gamma-glutamyltransferase; ALP—
alkaline phosphatase; LDH—lactate dehydrogenase.

3.2. Differences between Patients Stratified by Fibrosis Status

The comparison between the clinical and biochemical parameters of the three groups
stratified by FIB-4 values is shown in Table 3. Patients with NAFLD and intermedi-
ate and high-risk of fibrosis were older (68.5 ± 12.2 vs. 64.25 ± 11.21 vs. 61.3 ± 10.5,
p < 0.001) and had higher BMI (31.3 ± 5.6 vs. 27.9 ± 5.2 vs. 27.2 ± 4.5, p < 0.001).
Moreover, patients in the high-risk fibrosis group had fewer days between the onset
of symptoms and the hospital presentation (4 (2–6) vs. 6 (3–9) vs. 6 (3–9), p = 0.034).
As compared to other groups of patients, patients with NAFLD and high FIB-4 index
scores were more likely to have higher values of ferritin (690.57 ng/mL ± 197.85 vs.
625.87 ng/mL ± 201.24 vs. 623.45 ng/mL ± 198.56, p = 0.013), serum glucose (198.25 mg/dL
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± 87.68 vs. 164.54 mg/dL ± 64.23 vs. 156.78 mg/dL ± 65.24, p < 0.001), HbA1C (7.8%
(6.7–9.1) vs. 7.2% (6.6–8.4) vs. 7.1% (6.4–8.3), p = 0.037) and higher LFT. Regarding the fea-
tures of systemic inflammatory response, lymphocytes (8.3% vs. 8.70% vs. 9.5%, p = 0.095)
were lower in the high-risk fibrosis group and C-reactive protein (38.45 mg/dL ± 3.45 vs.
37.23 mg/dL ± 4.89 vs. 37.76 mg/dL ± 4.56, p = 0.243) was slightly increased, but this was
not statically significant.

Table 3. Difference between patients with NAFLD stratified by fibrosis status (FIB-4) (n-126).

FIB-4 < 1.3 (79) FIB-4 1.3–3.25 (20) FIB-4 > 3.25 (27) p Value *

Age (years) 61.3 ± 10.5 64.25 ± 11.21 68.5 ± 12.2 <0.001
BMI 27.2 ± 4.5 27.9 ± 5.2 31.3 ± 5.6 <0.001
Symptoms before presentation 6 (3–9) 6 (3–9) 4 (2–6) 0.034
Lymphocytes (%) 9.5% 8.70% 8.3% 0.095
C-reactive protein (mg/dL) 37.76 ± 4.56 37.23 ± 4.89 38.45 ± 3.45 0.243
Ferritin (ng/dL) 623.45 ± 198.56 625.87 ± 201.24 690.57 ± 197.85 0.013
Serum glucose (mg/dL) 156.78 ± 65.24 164.54 ± 64.23 198.25 ± 87.68 <0.001
HbA1C (%) 7.1 (6.4–8.3) 7.2 (6.6–8.4) 7.8 (6.7–9.1) 0.037
AST (U/L) 44 (29–85) 49 (36–75) 57 (37–88) <0.001
ALT (U/L) 35 (26–58) 37 (21–62) 47 (29–76) <0.001
GGT (U/L) 69 (41–102) 72 (45–99) 94 (45–123) <0.001
ALP (U/L) 53 (31–81) 62 (42–91) 79 (49–98) <0.001
LDH (U/L) 317 (198–349) 345 (215–357) 391 (315–434) 0.002
Total bilirubin (mg/dL) 0.9 (0.6–1.1) 0.8 (0.5–1.2) 1.1 (0.7–1.5) 0.067
Albumin (g/dL) 3.8 (2.8–4.2) 3.9 (3.0–4.5) 3.7 (2.5–4.3) 0.214
Total cholesterol (mmol/L) 142.45 ± 47.25 140.57 ± 49.58 143.37 ± 48.56 0.458
Hospital stay (days) 11 (7–15) 13 (9–17) 17 (12–21) 0.014
ICU admission (%) 8.7% (11) 17.4% (22) 23% (29) 0.021
Severe form of COVID-19 (%) 9.5% (12) 21.4% (27) 38.8% (49) <0.001
Deaths (%) 3.1% (4) 6.3% (8) 10.3% (13) <0.001

BMI—Body mass index; HbA1C—glycosylated hemoglobin; AST—aspartate amino transferase; ALT—alanine amino transferase; GGT—
gamma-glutamyltransferase; ALP—alkaline phosphatase; LDH—lactate dehydrogenase; ICU—intensive care unit. * Values are statistically
significant at p < 0.05.

In the group of patients with high-risk of fibrosis the hospital stay was statistically
significantly longer (17 days vs. 13 days vs. 11 days, p < 0.014), as well as the rate of ICU
admission (23% vs. 17.4% vs. 8.7%, p = 0.021) and number of deaths reported (10.3% vs.
6.3% vs. 3.1%, p < 0.001). The severity of SARS-CoV-2 infection increased among patients
with intermediate and high risk of fibrosis (38.8% vs. 21.4% vs. 9.5%, p < 0.001).

3.3. Factors Associated with Poor Prognosis in NAFLD Population

Multivariate logistic regression identified the risk factors associated with developing
a severe form of COVID-19 (Table 4). The independent predictors were obesity (OR-3.24;
95% CI, 1.46–5.32, p = 0.003), higher values of ferritin (OR-1.9; 95% CI 1.78-8.29, p = 0.031)
and FIB-4 index scores (OR-4.89; 95% CI, 1.34-12.3, p = 0.02).

Table 4. Risk factors associated with severe form of COVID-19.

Adjusted OR * (95% CI) p Value **

Male gender (male vs. female) 1.28 (0.92–3.53) 0.587
Obesity (yes/no) 3.24 (1.46–5.32) 0.003

Dyspnea (yes/no) 2.19 (1.56–6.29) 0.042
C-reactive protein (every 10mg/L increment) 0.56 (1.021–1.045) 0.654

Ferritin (every 100 ng/mL increment) 1.9 (1.78–8.29) 0.031
AST (every 10 U/L increment) 1.67 (0.94–1.03) 0.087
ALT (every 10U/L increment) 0.87 (0.99–1.09) 0.354

FIB-4 < 1.3 1.25 (0.40–2.45) 0.847
FIB-4 1.3–3.25 2.47 (1.01–7.63) 0.057
FIB-4 > 3.25 4.89 (1.34–12.3) 0.002

AST—aspartate amino transferase; ALT—alanine amino transferase. Obesity was diagnosed as BMI > 25 kg/m2.
* the OR was adjusted for sex, BMI, the presence of dyspnea and the levels of ferritin, CRP, AST, ALT and FIB-4
score. We did not additionally adjust for age, because this variable in already incorporated in the FIB-4 score.
** Values are statistically significant at p < 0.05.
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4. Discussion

Advanced chronic liver disease in patients with T2DM mostly occurs due to NAFLD
and is expected to become the first cause of hepatic transplantation [25]. While the global
pandemic of COVID-19 evolves, emerging research highlights the crucial role of liver
fibrosis in SARS-CoV-2 infection severity [26]. In the NAFLD clinical spectrum, the recog-
nition of patients at high-risk for liver fibrosis should be the primary goal, because several
large studies have found that liver fibrosis is a strong independent predictor for mortality,
liver transplantation and NAFLD-associated hepatocellular carcinoma (HCC) [27]. As the
evidence on the link between these comorbidities and the prognosis of COVID-19 is still
scarce, our study aimed at evaluating the association between a non-invasive liver fibrosis
score and the risk of progression to severe forms of the disease. Given that liver biopsy
is not frequently accepted and generates no benefits in diabetic patients with COVID-19
for NAFLD screening, we selected FIB-4 index, a non-invasive test to assess liver fibrosis.
Sterling et al. initially created the FIB-4 index for evaluating severe liver fibrosis in patients
with hepatitis C virus (HCV) and human immunodeficiency virus (HIV) [28,29]. According
to the American Association of Liver Disease, who recently published a guideline for
NAFLD management, FIB-4 score was the most clinically effective index for assessing liver
fibrosis in patients with NAFLD. In this guideline, FIB-4 was compared to other scores
like AST to Platelet Ratio Index (APRI), NAFLD fibrosis score (NFS), AST/ALT ratio and
BARD [19]. Moreover, its performance was validated in a large study in Japan, where FIB-4
index was superior to other non-invasive tests, with a high negative predictive value for
excluding advanced hepatic fibrosis [30].

In our study population of 138 patients with T2DM, admitted for COVID-19, males
outnumbered females by 1.3:1. The prevalence of NAFLD was 91.3% (n = 126), from which
21.5% (n = 27) patients were at high-risk for liver fibrosis according to the FIB-4 index. A
metanalysis by Lonardo et al., which consisted of 28 longitudinal studies, showed that
the prevalence rate of NAFLD in diabetic populations varied from 50% to 78%, according
to ethnicity [31]. Rocío Aller de la Fuente et al. found in a study that analyzed 217 liver
biopsies from a Western population with known T2DM that 80.6% had steatosis [32]. There
is a high variation in research regarding the prevalence of NAFLD in diabetic populations
depending on the diagnostic test that was used [33]. We want to emphasize that the reason
that we found a high rate of NAFLD in our study cohort is because obesity was the most
prevalent comorbidity. As studies all over the world showed, there is a dose-response
effect between obesity and severe forms of COVID-19, with obese patients frequently
requiring hospitalization [34,35]. The prevalence of advanced liver fibrosis in our cohort, as
stratified by FIB-4 index, was consistent with a multicenter study in Spain, which included
160 patients and reported a 28.1% rate of advanced liver fibrosis [36]. Previous studies that
used liver biopsy as gold standard have found that the prevalence of severe fibrosis among
T2DM patients ranges from 16.2–43.1%, which is similar to our report [32,37].

The pathogenesis of liver involvement in COVID-19 is likely multifactorial, including
direct cytopathic effect of the virus, liver hypoxia and ischemia, sepsis or uncontrolled
immune reaction. Additionally, several reports showed that SARS-CoV-2 receptor, the
angiotensin-converting enzyme 2 (ACE2), has an increased expression on cholangiocytes
and a lower expression in hepatocytes, explaining why the virus only causes mild and tran-
sient hepatic damage [38,39]. We found a 73.9% abnormal LFT at hospital presentation in
our patients. The injury pattern was mostly hepatocellular (64.6%, n = 84), while cholestatic
liver enzymes were increased in the later stages of the disease, which is consistent with
other studies that evaluated liver involvement in NAFLD patients due to COVID-19 [26,40].
While higher values of ALP and GGT are considered rather rare at hospital admission [41],
a recent metanalysis describes elevations of ALP and GGT during hospitalization in 6.1%
and 21.1% of COVID-19 patients, respectively [42]. This dual response with initial AST and
ALT elevation followed by ALP and GGT has been first reported in Chinese cohorts, which
could suggest bile duct damage induced by Systemic Inflammatory Response Syndrome
(SIRS) in the later stage of disease [39,43]. Another study on 202 patients with NAFLD and
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confirmed COVID-19 found that almost all liver involvement was mild with hepatocellular
pattern, a result similar to ours [26].

The most important discovery in our report was the link between the high-risk fibrosis
scores and severe forms of COVID-19. In the group of patients with high FIB-4 scores
the hospital stay was statistically significant increased (17 days vs.13 days vs. 11 days,
p = 0.014), as well as the rate of ICU admission (23% vs. 17.4% vs. 8.7%, p = 0.021) and
number of deaths reported (10.3% vs. 6.3% vs. 3.1%%, p < 0.001). Also, the severity of SARS-
CoV-2 infection increased among patients with intermediate and high risk of fibrosis (38.8%
vs. 21.4% vs.9.5%, p < 0.001). Similar results have been reported by Ibáñez-Samaniego
et al. who showed, in a multicenter, retrospective study, that patients with high scores
of FIB-4 have poor clinical outcomes and liver fibrosis may have a relevant prognostic
role [36]. In this context, we can hypothesize that advanced liver fibrosis may promote a
dysfunctional inflammatory response that characterizes SARS-CoV-2 infection. Severe liver
fibrosis associates an immune dysfunction that is the consequence of two interlinked mech-
anisms, systemic inflammation and damage of the immune system response. This immune
dysfunction is characterized by a persistent immune cells activation by damage-associated
molecular patterns (DAMPs) from damaged tissues, especially necrotic hepatocytes. More-
over, pathogen-associated molecular patterns (PAMPs) released from the leaky gut further
upregulate the immune system and the production of proinflammatory cytokines which
recruit additional inflammatory cells, creating a state of low-grade systemic inflamma-
tion [44,45]. This process is exacerbated by the presence of other metabolic derangements,
such as obesity, NAFLD, insulin-resistance or T2DM, comorbidities with a high prevalence
in our study population [46]. Therefore, we found in our cohort that inflammatory response
is stronger in patients with higher scores of FIB-4, as suggested by elevation of acute-phase
response proteins, such as CRP and ferritin.

Furthermore, when looking at the independent effect of the researched variables
on the clinical outcome of the disease, multivariate logistic regression found that the
presence of obesity (OR-3.24, p = 0.003), and the higher values of ferritin (OR-1.9, p = 0.031)
and FIB-4 index (OR-4.89, p = 0.002) increase the chances of developing a severe form of
COVID-19. Similar results have been found by Targher G. et al. in one of the few existing
studies in scientific research that evaluates the role of liver fibrosis in COVID-19 clinical
outcomes [47]. A high number of reports have showed obesity as a risk factor for severe
SARS-COV2 infection. The OpenSafely study which included over 17 million participants
and analyzed mortality in hospitals among people with confirmed SARS-CoV-2 infection,
showed increasing risk of death with obesity stage: from a risk of 27% in the first class
of obesity (BMI 30–34.9; hazard ratio 1.27, 1.18 to 1.36) to more than double in the third
class (BMI > 40; 2.27, 1.99 to 2.58) [34]. Regarding the symptoms at presentation, a systemic
literature review which included thirteen studies with a total number of 3027 patients with
confirmed COVID-19 and analyzed risk factors of critical/non-critical form of disease,
found that shortness of breath was associated with the progression of disease [48]. Our
results are consistent, dyspnea being the only predictive symptom for developing a severe
form of COVID-19 (OR-2.19, p = 0.042).

This study has some limitations. Our cohort included a diabetic population of Cau-
casians which showed a high prevalence of obesity and advanced liver fibrosis. In addition,
the cohort is a small one, and larger studies need to be validated on different ethnicities.
Another limitation concerns FIB-4 score. First, constituents of the FIB-4 index (AST, ALT
and platelets) may be influenced by disorders other than hepatic diseases. For this, my-
opathies and platelet disorders were exclusion criteria for our study population. Secondly,
given that elevation of liver enzymes is widely reported in SARS-CoV-2 infection, [42,49]
FIB-4 may by falsely raised and not necessarily a precise test for evaluating liver fibrosis.
Therefore, we tried to raise the efficacy of the index by retrieving available blood tests
from last year for each patient. A small number of patients (8%) from whom we did
not find information about liver enzymes from previous tests showed elevated AST and
ALT at the time of hospitalization for COVID-19, but their thrombocytes remained the



Medicina 2021, 57, 434 9 of 11

same compared with previous values. Yet, there were no notable changes in their FIB-4
index stratification. Several studies that used the FIB-4 index to assess liver fibrosis in
patients with COVID-19 have overcome this limitation using a data analysis similar to
ours [36]. Thirdly, FIB-4 score may perform poorly for diagnosing low and intermediate
risk of fibrosis in patients at the extremes of age (<35 years and >65 years). However, the
cutoff for advanced fibrosis remains the same in all age groups [50]. Another limitation is
that liver fibrosis was diagnosed by a non-invasive score which is not the gold standard
method. However, given the specific risk for SARS-CoV-2 transmission among healthcare
workers, the use of a non-invasive score like FIB-4 index was safer in order to prevent
exposure. Finally, we want to highlight that assessing the presence of liver fibrosis using
a method different from biochemical markers is very difficult to perform and it involves
epidemiological risks during the COVID-19 pandemic. Despite these limitations, based on
our literature research, our study is one of the few reports which evaluates the impact of
liver fibrosis in a population at risk, such as those with T2DM, on SARS-CoV-2 infection
clinical outcomes.

5. Conclusions

To conclude, our study analyzed and reported the impact of high FIB-4 index in a
diabetic population on COVID-19 disease prognosis. In the group of patients with high
FIB-4 scores, the hospital stay was statistically significant increased, as well as the number
of severe forms of disease, the rate of ICU admission and number of death reports. Even if
non-invasive tests using biochemical markers may be affected by the SARS-CoV-2 infection
and the link between liver fibrosis and COVID-19 clinical outcome needs to be clarified
in further studies, we promote screening with FIB-4 score, particularly in patients at risk,
such as those with T2DM. We believe that this will make a huge contribution to patient
risk stratification and will be a great help to healthcare workers to decrease the associated
health care cost, especially in regions where metabolic disorders have a high prevalence.

Author Contributions: Conceptualization and methodology, O.P.C.; Review and editing, A.M.M.;
Formal Analysis and Visualization, L.C.T. and M.O.; Supervision and Validation, C.F.-B. and C.S.P.
All authors have read and agreed to the published version of the manuscript.

Funding: This research received no external funding.

Institutional Review Board Statement: This study was conducted according to the guidelines of the
Declaration of Helsinki, and approved by the Ethics Committee of Emergency University Hospital of
Bucharest (9195/17.02.2021).

Informed Consent Statement: Informed consent was obtained from all subjects involved in the study.

Data Availability Statement: Additional data that support the findings of this study are available
from the corresponding author [L.C.T.] and [M.O.], upon reasonable request.

Conflicts of Interest: The authors declare that there is no conflict of interests regarding the publication
of this paper.

References
1. Zhu, N.; Zhang, D.; Wang, W.; Li, X.; Yang, B.; Song, J.; Zhao, X.; Huang, B.; Shi, W.; Lu, R.; et al. A Novel Coronavirus from

Patients with Pneumonia in China, 2019. N. Engl. J. Med. 2020, 382, 727–733. [CrossRef] [PubMed]
2. Cucinotta, D.; Vanelli, M. WHO Declares COVID-19 a Pandemic. Acta Biomed. 2020, 91, 157–160. [PubMed]
3. Huang, C.; Wang, Y.; Li, X.; Ren, L.; Zhao, J.; Hu, Y.; Zhang, L.; Fan, G.; Xu, J.; Gu, X.; et al. Clinical features of patients infected

with 2019 novel coronavirus in Wuhan, China. Lancet 2020, 395, 497–506. [CrossRef]
4. Blond, E.; Disse, E.; Cuerq, C.; Drai, J.; Valette, P.J.; Laville, M.; Thivolet, C.; Simon, C.; Caussy, C. EASL-EASD-EASO clinical

practice guidelines for the management of non-alcoholic fatty liver disease in severely obese people: Do they lead to over-referral?
Diabetologia 2017, 60, 1218–1222. [CrossRef]

5. Eslam, M.; Sanyal, A.J.; George, J.; Sanyal, A.; Neuschwander-Tetri, B.; Tiribelli, C.; Kleiner, D.E.; Brunt, E.; Bugianesi, E.;
Yki-Järvinen, H.; et al. MAFLD: A Consensus-Driven Proposed Nomenclature for Metabolic Associated Fatty Liver Disease.
Gastroenterology 2020, 158, 1999–2014. [CrossRef]

http://doi.org/10.1056/NEJMoa2001017
http://www.ncbi.nlm.nih.gov/pubmed/31978945
http://www.ncbi.nlm.nih.gov/pubmed/32191675
http://doi.org/10.1016/S0140-6736(20)30183-5
http://doi.org/10.1007/s00125-017-4264-9
http://doi.org/10.1053/j.gastro.2019.11.312


Medicina 2021, 57, 434 10 of 11

6. Anstee, Q.M.; Reeves, H.L.; Kotsiliti, E.; Govaere, O.; Heikenwalder, M. From NASH to HCC: Current concepts and future
challenges. Nat. Rev. Gastroenterol. Hepatol. 2019, 16, 411–428. [CrossRef]

7. Younossi, Z.; Anstee, Q.M.; Marietti, M.; Hardy, T.; Henry, L.; Eslam, M.; George, J.; Bugianesi, E. Global burden of NAFLD and
NASH: Trends, predictions, risk factors and prevention. Nat. Rev. Gastroenterol. Hepatol. 2018, 15, 11–20. [CrossRef] [PubMed]

8. Portincasa, P.; Krawczyk, M.; Smyk, W.; Lammert, F.; di Ciaula, A. COVID-19 and non-alcoholic fatty liver disease: Two
intersecting pandemics. Eur. J. Clin. Investig. 2020, 50, e13338. [CrossRef]

9. Forlano, R.; Mullish, B.H.; Mukherjee, S.K.; Nathwani, R.; Harlow, C.; Crook, P.; Judge, R.; Soubieres, A.; Middleton, P.; Daunt, A.;
et al. In-hospital mortality is associated with inflammatory response in NAFLD patients admitted for COVID-19. PLoS ONE 2020,
15, e0240400. [CrossRef] [PubMed]

10. Stols-Gonçalves, D.; Hovingh, G.K.; Nieuwdorp, M.; Holleboom, A.G. NAFLD and Atherosclerosis: Two Sides of the Same
Dysmetabolic Coin? Trends Endocrinol. Metab. 2019, 30, 891–902. [CrossRef]

11. Calapod, O.P.; Marin, A.M.; Tribus, L.C.; Fierbinjeanu-Braticevici, C. Non-alcoholic fatty liver disease in diabetic patients as
risk factor for poor prognosis of covid-19: An update of potential mechanisms and treatment considerations. Farmacia 2020, 68,
785–789. [CrossRef]

12. Luzi, L.; Radaelli, M.G. Influenza and obesity: Its odd relationship and the lessons for COVID-19 pandemic. Acta Diabetol. 2020,
57, 759–764. [CrossRef] [PubMed]

13. Erener, S. Diabetes, infection risk and COVID-19. Mol. Metab. 2020, 39, 101044. [CrossRef]
14. Sharma, P.; Kumar, A. Metabolic dysfunction associated fatty liver disease increases risk of severe Covid-19, Diabetes and

Metabolic Syndrome. Clin. Res. Rev. 2020, 14, 825–827.
15. Ji, D.; Zhang, D.; Yang, T.; Mu, J.; Zhao, P.; Xu, J.; Li, C.; Cheng, G.; Wang, Y.; Chen, Z.; et al. Effect of COVID-19 on patients with

compensated chronic liver diseases. Hepatol. Int. 2020, 14, 701–710. [CrossRef] [PubMed]
16. Younossi, Z.M.; Koenig, A.B.; Abdelatif, D.; Fazel, Y.; Henry, L.; Wymer, M. Global epidemiology of nonalcoholic fatty liver

disease—Meta-analytic assessment of prevalence, incidence, and outcomes. Hepatology 2016, 64, 73–84. [CrossRef]
17. Dongiovanni, P.; Meroni, M.; Longo, M.; Fracanzani, A.L. MAFLD in COVID-19 patients: An insidious enemy. Expert Rev.

Gastroenterol. Hepatol. 2020, 14, 867–872. [CrossRef]
18. Bajpai, V.; Gupta, E.; Mitra, L.G.; Kumar, H.; Maiwall, R.; Soni, K.D.; Gupta, A. Spectrum of respiratory viral infections in liver

disease patients with cirrhosis admitted in critical care unit. J. Lab. Physicians 2019, 11, 356–360.
19. Chalasani, N.; Younossi, Z.; Lavine, J.E.; Charlton, M.; Cusi, K.; Rinella, M.; Harrison, S.A.; Brunt, E.M.; Sanyal, A.J. The diagnosis

and management of nonalcoholic fatty liver disease: Practice guidance from the American Association for the Study of Liver
Diseases. Hepatology 2018, 67, 328–357. [CrossRef] [PubMed]

20. American Diabetes Association. 2. Classification and Diagnosis of Diabetes: Standards of Medical Care in Diabetes-2020. Diabetes
Care 2020, 43(Suppl. S1), 14–31. [CrossRef]

21. WHO. Clinical Management of Severe Acute Respiratory Infection when Novel Coronavirus (2019-nCoV) Infection is Suspected. Interim
Guidance; WHO: Geneva, Switzerland, 2020.

22. Diagnosis and Treatment Protocol for Novel Coronavirus Pneumonia (Trial Version 7). Chin. Med. J. 2020, 133, 1087–1095.
[CrossRef]

23. Kodama, Y.; Ng, C.S.; Wu, T.T.; Ayers, G.D.; Curley, S.A.; Abdalla, E.K.; Vauthey, J.N.; Charnsangavej, C. Comparison of CT
methods for determining the fat content of the liver. Am. J. Roentgenol. 2007, 188, 1307–1312. [CrossRef]

24. Vilar-Gomez, E.; Chalasani, N. Non-invasive assessment of non-alcoholic fatty liver disease: Clinical prediction rules and
blood-based biomarkers. J. Hepatol. 2018, 68, 305–315. [CrossRef]

25. Tilg, H.; Moschen, A.R.; Roden, M. NAFLD and diabetes mellitus. Nature Rev. Gastroenterol. Hepatol. 2017, 4, 32–42. [CrossRef]
26. Ji, D.; Qin, E.; Xu, J.; Zhang, D.; Cheng, G.; Wang, Y.; Lau, G. Non-alcoholic fatty liver diseases in patients with COVID-19: A

retrospective study. J. Hepatol. 2020, 73, 451–453. [CrossRef] [PubMed]
27. Pocha, C.; Kolly, P.; Dufour, J.F. Nonalcoholic Fatty Liver Disease-Related Hepatocellular Carcinoma: A Problem of Growing

Magnitude. Semin. Liver Dis. 2015, 35, 304–317. [CrossRef]
28. Sterling, R.K.; Lissen, E.; Clumeck, N.; Sola, R.; Correa, M.C.; Montaner, J.; Sulkowski, S.M.; Torriani, F.J.; Dieterich, D.T.; Thomas,

D.L.; et al. Development of a simple noninvasive index to predict significant fibrosis in patients with HIV/HCV coinfection.
Hepatology 2006, 43, 1317–1325. [CrossRef]

29. Lopes, H.; Baptista-Leite, R.; Franco, D.; Eclemea, I.; Bratu, E.C.; Furtunescu, F.L.; Pop, C.S.; Pana, B.C. Modeling the Puzzle of
Hepatitis C Epidemiology in Romania: A Pathway to Control. J. Gastrointestin. Liver Dis. 2020, 29, 377–384. [CrossRef]

30. Sumida, Y.; Yoneda, M.; Hyogo, H.; Itoh, Y.; Ono, M.; Fujii, H.; Eguchi, Y.; Suzuki, Y.; Aoki, N.; Kanemasa, K.; et al. Japan Study
Group of Nonalcoholic Fatty Liver Disease (JSG-NAFLD). Validation of the FIB4 index in a Japanese nonalcoholic fatty liver
disease population. BMC Gastroenterol. 2012, 12, 1–9. [CrossRef]

31. Lonardo, A.; Ballestri, S.; Marchesini, G.; Angulo, P.; Loria, P. Nonalcoholic fatty liver disease: A precursor of the metabolic
syndrome. Dig. Liver Disease. 2015, 47, 181–190. [CrossRef] [PubMed]

32. De la Fuente, R.A.; Cuadrado, N.M.; Tafur, C.; Gómez, J.J.L.; de la Cuesta, S.G.; Sánchez, M.C.G.; Melero, B.A.; de Luis Román, D.A.
Histopathological differences in patients with biopsy-proven non-alcoholic fatty liver disease with and without type 2 diabetes.
Endocrinol. Diabetes Nutr. 2018, 65, 354–360, (In English and Spanish). [CrossRef] [PubMed]

http://doi.org/10.1038/s41575-019-0145-7
http://doi.org/10.1038/nrgastro.2017.109
http://www.ncbi.nlm.nih.gov/pubmed/28930295
http://doi.org/10.1111/eci.13338
http://doi.org/10.1371/journal.pone.0240400
http://www.ncbi.nlm.nih.gov/pubmed/33031439
http://doi.org/10.1016/j.tem.2019.08.008
http://doi.org/10.31925/farmacia.2020.5.2
http://doi.org/10.1007/s00592-020-01522-8
http://www.ncbi.nlm.nih.gov/pubmed/32249357
http://doi.org/10.1016/j.molmet.2020.101044
http://doi.org/10.1007/s12072-020-10058-6
http://www.ncbi.nlm.nih.gov/pubmed/32734407
http://doi.org/10.1002/hep.28431
http://doi.org/10.1080/17474124.2020.1801417
http://doi.org/10.1002/hep.29367
http://www.ncbi.nlm.nih.gov/pubmed/28714183
http://doi.org/10.2337/dc20-S002
http://doi.org/10.1097/CM9.0000000000000819
http://doi.org/10.2214/AJR.06.0992
http://doi.org/10.1016/j.jhep.2017.11.013
http://doi.org/10.1038/nrgastro.2016.147
http://doi.org/10.1016/j.jhep.2020.03.044
http://www.ncbi.nlm.nih.gov/pubmed/32278005
http://doi.org/10.1055/s-0035-1562949
http://doi.org/10.1002/hep.21178
http://doi.org/10.15403/jgld-643
http://doi.org/10.1186/1471-230X-12-2
http://doi.org/10.1016/j.dld.2014.09.020
http://www.ncbi.nlm.nih.gov/pubmed/25739820
http://doi.org/10.1016/j.endinu.2017.12.011
http://www.ncbi.nlm.nih.gov/pubmed/29477355


Medicina 2021, 57, 434 11 of 11

33. Portillo-Sanchez, P.; Bril, F.; Maximos, M.; Lomonaco, R.; Biernacki, D.; Orsak, B.; Subbarayan, S.; Webb, A.; Hecht, J.; Cusi, K. High
Prevalence of Nonalcoholic Fatty Liver Disease in Patients with Type 2 Diabetes Mellitus and Normal Plasma Aminotransferase
Levels. J. Clin. Endocrinol. Metab. 2015, 100, 2231–2238. [CrossRef]

34. Williamson, E.J.; Walker, A.J.; Bhaskaran, K.; Bacon, S.; Bates, C.; Morton, C.E.; Curtis, H.J.; Mehrkar, A.; Evans, D.; Inglesby, P.;
et al. Factors associated with COVID-19-related death using OpenSAFELY. Nature 2020, 584, 430–436. [CrossRef]

35. Zang, J.; Zheng, Y.; Gou, X.; Pu, K.; Chen, Z.; Guo, Q.; Ji, R.; Wang, H.; Wang, Y.; Zhou, Y. Prevalence of comorbidities and its
effects in patients infected with SARS-CoV-2: A systematic review and meta-analysis. Int. J. Infect. Dis. 2020, 94, 91–95.

36. Ibáñez-Samaniego, L.; Bighelli, F.; Usón, C.; Caravaca, C.; Carrillo, C.F.; Romero, M.; Barreales, M.; Perelló, C.; Madejón, A.;
Marcos, A.C.; et al. Elevation of Liver Fibrosis Index FIB-4 Is Associated With Poor Clinical Outcomes in Patients With COVID-19.
J. Infect. Dis. 2020, 222, 726–733. [CrossRef]

37. Puchakayala, B.K.; Verma, S.; Kanwar, P.; Hart, J.; Sanivarapu, R.R.; Mohanty, S.R. Histopathological differences utilizing
the nonalcoholic fatty liver disease activity score criteria in diabetic (type 2 diabetes mellitus) and non-diabetic patients with
nonalcoholic fatty liver disease. World J. Hepatol. 2015, 7, 2610–2618. [CrossRef]

38. Chai, X. Specific ACE2 Expression in Cholangiocytes May Cause Liver Damage After 2019-nCoV Infection. bioRxiv 2020.
bioRxiv:2020.02.03.931766.

39. Cai, Q.; Huang, D.; Yu, H.; Zhu, Z.; Xia, Z.; Su, Y.; Li, Z.; Zhou, G.; Gou, J.; Qu, J.; et al. COVID-19: Abnormal liver function tests.
J. Hepatol. 2020, 73, 566–574. [CrossRef]

40. Lopez-Mendez, I.; Aquino-Matus, J.; Gall, S.M.; Prieto-Nava, J.D.; Juarez-Hernandez, E.; Uribe, M.; Castro-Narro, G. Association
of liver steatosis and fibrosis with clinical outcomes in patients with SARS-CoV-2 infection (COVID-19). Ann. Hepatol. 2021, 20,
100271. [CrossRef]

41. Xu, L.; Liu, J.; Lu, M.; Yang, D.; Zheng, X. Liver injury during highly pathogenic human coronavirus infections. Liver Int. 2020, 40,
998–1004. [CrossRef]

42. Kulkarni, A.V.; Kumar, P.; Tevethia, H.V.; Premkumar, M.; Arab, J.P.; Candia, R.; Talukdar, R.; Sharma, M.; Qi, X.; Rao, P.N.; et al.
Systematic review with meta-analysis: Liver manifestations and outcomes in COVID-19. Aliment. Pharm. Ther. 2020, 52, 584–599.
[CrossRef] [PubMed]

43. Zhang, C.; Shi, L.; Wang, F.S. Liver injury in COVID-19: Management and challenges. Lancet Gastroenterol. Hepatol. 2020, 5,
428–430. [CrossRef]

44. Albillos, A.; Lario, M.; Álvarez-Mon, M. Cirrhosis-associated immune dysfunction: Distinctive features and clinical relevance.
J. Hepatol. 2014, 61, 1385–1396. [CrossRef] [PubMed]

45. Noor, M.T.; Manoria, P. Immune dysfunction in cirrhosis. J. Clin. Transl. Hepatol. 2017, 5, 50–58. [CrossRef]
46. Ouchi, N.; Parker, J.L.; Lugus, J.J.; Walsh, K. Adipokines in inflammation and metabolic disease. Nat. Rev. Immunol. 2011, 11,

85–97. [CrossRef]
47. Targher, G.; Mantovani, A.; Byrne, C.D.; Wang, X.B.; Yan, H.D.; Sun, Q.F.; Pan, K.H.; Zheng, K.I.; Chen, Y.P.; Eslam, M.; et al.

Risk of severe illness from COVID-19 in patients with metabolic dysfunction-associated fatty liver disease and increased fibrosis
scores. Gut 2020, 69, 1545–1547. [CrossRef]

48. Zheng, Z.; Peng, F.; Xu, B.; Zhao, J.; Liu, H.; Peng, J.; Li, Q.; Jiang, C.; Zhou, Y.; Liu, S.; et al. Risk factors of critical & mortal
COVID-19 cases: A systematic literature review and meta-analysis. J. Infect. 2020, 81, e16–e25.

49. Li, J.; Fan, J.G. Characteristics and mechanism of liver injury in 2019 coronavirus disease. J. Clin. Transl. Hepatol. 2020, 8, 13–17.
[CrossRef] [PubMed]

50. McPherson, S.; Hardy, T.; Dufour, J.F.; Petta, S.; Romero-Gomez, M.; Allison, M.; Oliveira, C.P.; Francque, S.; Van Gaal, L.;
Schattenberg, J.M.; et al. Age as a Confounding Factor for the Accurate Non-Invasive Diagnosis of Advanced NAFLD Fibrosis.
Am. J. Gastroenterol. 2017, 112, 740–751. [CrossRef]

http://doi.org/10.1210/jc.2015-1966
http://doi.org/10.1038/s41586-020-2521-4
http://doi.org/10.1093/infdis/jiaa355
http://doi.org/10.4254/wjh.v7.i25.2610
http://doi.org/10.1016/j.jhep.2020.04.006
http://doi.org/10.1016/j.aohep.2020.09.015
http://doi.org/10.1111/liv.14435
http://doi.org/10.1111/apt.15916
http://www.ncbi.nlm.nih.gov/pubmed/32638436
http://doi.org/10.1016/S2468-1253(20)30057-1
http://doi.org/10.1016/j.jhep.2014.08.010
http://www.ncbi.nlm.nih.gov/pubmed/25135860
http://doi.org/10.14218/JCTH.2016.00056
http://doi.org/10.1038/nri2921
http://doi.org/10.1136/gutjnl-2020-321611
http://doi.org/10.14218/JCTH.2020.00019
http://www.ncbi.nlm.nih.gov/pubmed/32274341
http://doi.org/10.1038/ajg.2016.453

	Introduction 
	Materials and Methods 
	Study Population 
	Clinical Examination and Laboratory Tests 
	Liver Steatosis and Fibrosis Assessment 
	Statistical Analysis 

	Results 
	Baseline Characteristics of Enrolled Patients 
	Differences between Patients Stratified by Fibrosis Status 
	Factors Associated with Poor Prognosis in NAFLD Population 

	Discussion 
	Conclusions 
	References

