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Pre-operative habitual dietary fibre stratifies 12-week immune–inflammatory recovery after oesophagectomy: a multicentre prospective cohort study
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Objectives: To test whether habitual pre-operative dietary fibre predicts 12-week immune–inflammatory recovery after oesophagectomy.

Methods: We conducted a multicentre prospective cohort across three tertiary hospitals. Adults with resectable oesophageal cancer completed a validated FFQ; total fibre (energy-adjusted) was grouped into sex-specific quartiles. Prespecified week-12 endpoints were: (i) a favourable inflammatory profile (CRP within reference or ≥50% fall plus NLR ≤ 3.0) and (ii) lymphocyte recovery (≥30% rise or ≥1.5 × 10^9·L−1). Robust Poisson models (clustered by site) estimated adjusted relative risks; dose–response was expressed per 10 g·day−1. Longitudinal biomarker trajectories (baseline→post-operative day 7 → week 12) used mixed-effects models.

Results: Among 312 participants, event rates increased monotonically with higher fibre. Versus Q1, adjusted RRs for the favourable inflammatory profile were 2.36 (1.85–3.01) in Q3 and 2.62 (2.20–3.12) in Q4; for lymphocyte recovery, 1.63 (1.39–1.92) and 1.79 (1.65–1.95), respectively. Each +10 g·day−1 of fibre associated with RR 1.56 (1.34–1.82) for the favourable profile and 1.30 (1.17–1.45) for lymphocyte recovery. CRP and NLR declined more steeply and lymphocyte counts rose more in higher-fibre groups (time×quartile p = 1.68 × 10−4; 1.21 × 10−4; 2.26 × 10−10). Early infections and 30-day mortality did not differ convincingly (per-10 g RR 0.84, p = 0.333; overall 1.0%). FFQ–record ICC for fibre was 0.87.

Conclusion: Higher habitual fibre before surgery was associated with materially better week-12 immune–inflammatory recovery after oesophagectomy, with consistent dose–response and longitudinal signals across centres. Routine pre-operative fibre appraisal offers a low-cost, clinic-ready stratifier for counselling and prehabilitation; interventional studies should test whether augmenting habitual fibre improves recovery trajectories.
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1 Introduction

Oesophageal cancer remains a high-burden malignancy in which surgical cure is often achieved at the cost of profound peri-operative physiological stress. Beyond operative technique and enhanced-recovery protocols, the field still lacks low-cost, clinic-ready exposures that are legible to routine workflows yet meaningfully index the immune–inflammatory milieu that shapes convalescence (1–4). Habitual dietary fibre is a compelling candidate: it is measurable in minutes, modifiable in prehabilitation windows, and mechanistically linked to host inflammatory tone through the gut-microbiome’s short-chain-fatty-acid (SCFA) circuitry (5–8). In settings where oesophagectomy is common and nutrition counselling variably implemented, a fibre-centred, microbiome-informed lens offers a practical “pre-op phenotype” that can be elicited before admission and carried forward to outpatient recovery.

Multiple mechanistic and epidemiologic threads converge on a biologically coherent fibre → SCFA immunometabolic axis relevant to surgical recovery and tumour-adjacent inflammation. Fermentation of complex polysaccharides increases colonic pools of acetate, propionate and butyrate, metabolites that signal via nutrient-sensing G-protein–coupled receptors and histone-deacetylase inhibition to recalibrate innate immune tone, temper neutrophil-dominant responses, support epithelial-barrier integrity, and shape cytokine programs that favour resolution. Within a peri-operative context, such shifts plausibly steepen CRP/NLR recovery trajectories and facilitate lymphocyte reconstitution after major surgery (9–12).

A strength of focusing on habitual fibre is its standardisation and transportability across care settings. A validated, semi-quantitative food-frequency questionnaire (FFQ) can capture three-month intake with energy adjustment and allow categorisation into sex-specific quartiles (with ≥30 g·day−1 explored in sensitivity analyses), yielding a parsimonious exposure aligned with routine counselling (13–16). On the outcome side, routinely available venous markers—C-reactive protein (CRP), neutrophil-to-lymphocyte ratio (NLR), and absolute lymphocyte count—summarise systemic inflammatory tone and immune repopulation in ways that are interpretable on rounds and in clinics; embedding these measures at harmonised time-points (baseline pre-op, POD 7, and a clinically salient week-12 review) preserves clinical legibility while targeting an endpoint that matters for symptoms, complications and readiness for adjuvant care.

Accordingly, we conducted a multicentre, prospective cohort across three tertiary hospitals, ascertained pre-operative habitual dietary fibre via a validated FFQ, and followed immune–inflammatory markers from baseline→POD 7 → week 12 using prespecified, clinically legible week-12 endpoints that marry inflammatory tone (CRP/NLR) with immune repopulation (lymphocyte recovery). We analysed fibre both categorically and continuously with robust models accounting for hospital clustering and biologically grounded covariates, aiming for a validation-first, transportable workflow. We hypothesised that higher habitual pre-operative fibre would associate with a materially greater probability of a favourable inflammatory profile and lymphocyte recovery at week 12, alongside steeper post-operative CRP/NLR declines.



2 Methods


2.1 Study design, setting, and participant flow

We conducted a multicentre, prospective cohort across three tertiary hospitals in Shanxi Province: Shanxi Provincial Cancer Hospital, Shanxi Provincial Bethune Hospital, and Xinzhou People’s Hospital. Consecutive adults with histologically confirmed oesophageal carcinoma scheduled for curative-intent transthoracic (Ivor-Lewis or McKeown) or minimally invasive oesophagectomy were screened via electronic theatre rosters. Eligibility required: (1) age ≥ 18 years; (2) resectable squamous-cell carcinoma or adenocarcinoma; (3) capacity to complete a Mandarin food-frequency questionnaire unaided; and (4) expected in-hospital follow-up through postoperative day (POD) 7 with planned outpatient review at week 12. We excluded patients receiving parenteral nutrition at baseline, those with inflammatory bowel disease, or with systemic antibiotic or corticosteroid exposure within 2 weeks prior to enrolment. This study is based on a prospective clinical registry database established between January 2019 and June 2024 at Shanxi Cancer Hospital and Shanxi Bethune Hospital. This database was established with the approval of the hospital and is used for research analysis. Following reviewer comments, Patient data meeting the study criteria from a prospective cohort study with identical indicators, conducted at Xinzhou People’s Hospital between 1 June 2023 and 1 July 2025, has been incorporated into the analysis of this research following approval by the Ethics Committee and the signing of informed consent forms by the patients themselves, incorporating Xinzhou People’s Hospital. Ethical approval was obtained on 4 July 2025 (Approval No.: 2025-LLSC-07-04). This centre formally commenced patient enrolment in July 2025. A portion of cases have completed follow-up and been included in the present analysis, whilst the remaining cases remain under follow-up and will be reported in subsequent studies.

All centres followed harmonised case-report forms, identical screening logs, and common operating definitions. Written informed consent was obtained from all participants; the study adhered to the Declaration of Helsinki principles. Peri-operative care followed local enhanced-recovery pathways (standardised carbohydrate loading, early mobilisation and stepwise diet advancement). To minimise centre-level practice drift, the coordinating team issued procedure manuals, hosted start-up training, and performed periodic monitoring of screening/eligibility logs. This study has been approved by the Research Ethics Committee of Xinzhou People’s Hospital (2025-LLSC-07-04). All participants signed written informed consent forms in Chinese; data underwent anonymisation prior to analysis.



2.2 Dietary exposure ascertainment and classification

Pre-operative habitual diet was assessed within 2 weeks prior to surgery using a validated 147-item semi-quantitative food-frequency questionnaire (FFQ) capturing frequency and portion size over the preceding 3 months. Nutrient intakes were computed from the Chinese Food Composition Tables. Total dietary fibre (g day−1) was energy-adjusted by the residual method and categorised into sex-specific quartiles; in sensitivity analyses, fibre was dichotomised at the Chinese Dietary Reference Intake threshold of 30 g day−1. To gauge temporal stability of habitual intake, participants were invited to complete a 3-day food record at week 12; where both instruments were available, we calculated intra-class correlations for fibre. None of the centres prescribed explicit fibre targets in routine dietetic counselling. Probiotic use was not protocolised and, when present, was recorded (brand/strain, timing and duration) for adjustment.



2.3 Clinical assessments and laboratory measurements

At three prespecified time-points—baseline (pre-operative, T₀), POD 7 (T₁) and week 12 (T₂)—we recorded vital signs and anthropometry (height, weight, body-mass index [BMI], mid-upper-arm and calf circumferences) and obtained routine venous bloods processed by hospital laboratories accredited to national standards. The panel comprised: complete blood count with differential (to derive absolute neutrophil and lymphocyte counts), C-reactive protein (CRP), serum albumin, fasting glucose, and basic metabolic/liver profiles. Hand-grip strength (dominant hand; best of three trials) was measured where dynamometers were available and treated as an exploratory functional metric. Post-operative infectious complications (pulmonary, urinary, wound/mediastinal) and 30-day mortality were abstracted from charts by trained staff masked to FFQ data. Medication charts were reviewed to derive antibiotic exposure (calendar “antibiotic-days” from incision to POD 7), intra-operative dexamethasone, and 0–48 h opioid dose (morphine-equivalent).



2.4 Endpoints

We prespecified two complementary week-12 endpoints that reflect systemic inflammatory tone and immune–nutritional recovery:


	(1) Favourable inflammatory profile—defined as CRP within the laboratory reference range at week 12 or a ≥ 50% reduction from baseline together with a neutrophil-to-lymphocyte ratio (NLR) ≤ 3.0.

	(2) Lymphocyte recovery—defined as a ≥ 30% increase in absolute lymphocyte count from baseline or an absolute count ≥ 1.5 × 109 L−1 at week 12.



Intermediate (POD 7) values were analysed as trajectory markers. Exploratory continuous outcomes included week-12 Prognostic Nutritional Index (PNI = 10 × albumin [g dL−1] + 0.005 × lymphocytes [mm−3]) and the Systemic Immune-Inflammation Index (SII = platelets × neutrophils / lymphocytes).



2.5 Covariates

A priori covariates were selected on biological grounds and operationalised uniformly across sites: age, sex, BMI, smoking status (never/former/current), alcohol intake (standard drinks per week), Charlson comorbidity index, tumour histology and pathologic stage (AJCC 8th), neoadjuvant chemoradiotherapy, operative approach, anaesthesia duration, intra-operative dexamethasone, 0–48 h opioid dose, baseline CRP, and antibiotic-days (POD0–7). To address potential reverse causation (pre-existing inflammatory state shaping diet), baseline white-cell count and baseline NLR were recorded for sensitivity models. Missing data were handled with chained-equations multiple imputation (m = 15) under a missing-at-random assumption.



2.6 Statistical analysis

Continuous variables are summarised as mean ± SD or median (inter-quartile range), categorical variables as counts (percentages). Baseline characteristics across fibre quartiles were compared using one-way ANOVA, Kruskal–Wallis, or χ2 tests as appropriate. Primary analyses estimated relative risks (RR) for each endpoint across fibre quartiles using multivariable Poisson regression with robust variance. We fitted sequential models: Model 1 adjusted for age and sex; Model 2 added tumour histology, stage and Charlson index; Model 3 further included operative approach, anaesthesia duration, intra-operative dexamethasone, 0–48 h opioid dose, antibiotic-days, and probiotic use. Hospital site was accounted for using cluster-robust standard errors and, in sensitivity analyses, as fixed effects. For dose–response assessment, energy-adjusted fibre (g day−1) was modelled continuously with restricted cubic splines (knots at the 5ᵗʰ, 50ᵗʰ and 95ᵗʰ percentiles), with p-values for trend derived from the linear term.

Repeated-measure trajectories (baseline → POD 7 → week 12) for CRP, NLR, lymphocyte count, PNI and SII were evaluated with linear mixed-effects models specifying random intercepts for participants and an autoregressive correlation structure; site was included as a random intercept in sensitivity analyses. Effect-modification was explored a priori for neoadjuvant therapy (yes/no), BMI (< 24 vs. ≥ 24 kg m−2), and operative approach, using cross-product terms with interaction p < 0.10 taken as evidence of heterogeneity. For secondary/exploratory outcomes and interaction tests we controlled the false-discovery rate at 5% (Benjamini–Hochberg); primary endpoints were prespecified and not multiplicity-adjusted. Two-sided α = 0.05. Analyses were performed in R 4.3.3.




3 Results


3.1 Cohort assembly and baseline profile

We enrolled 312 adults with histologically confirmed oesophageal carcinoma across three tertiary hospitals. Mean age was 63.0 ± 8.0 y; 76% were men; mean BMI was 23.9 ± 3.2 kg m−2. Histology was predominantly squamous-cell carcinoma (86%), and pathologic stage distribution was I/II/III: 29%/46%/25%; 41% received neoadjuvant chemoradiotherapy. Baseline characteristics across sex-specific dietary-fibre quartiles were broadly balanced with small differences in smoking and Charlson index (Table 1). Analytic choices and covariates followed the prespecified plan.


TABLE 1 Baseline characteristics by sex-specific dietary-fiber quartile (N = 312).


	Characteristic
	Q1 (Lowest)
	Q2
	Q3
	Q4 (Highest)
	Overall

 

 	Participants, n 	78 	78 	78 	78 	312


 	Age, years (mean ± SD) 	62.6 ± 8.1 	62.8 ± 8.0 	63.2 ± 7.9 	63.4 ± 8.1 	63.0 ± 8.0


 	Male sex, n (%) 	60 (76.9%) 	58 (74.4%) 	59 (75.6%) 	60 (76.9%) 	237 (76.0%)


 	BMI, kg/m2 (mean ± SD) 	24.1 ± 3.2 	23.8 ± 3.1 	24.0 ± 3.3 	23.7 ± 3.1 	23.9 ± 3.2


 	Histology — Squamous-cell, n (%) 	68 (87.2%) 	66 (84.6%) 	67 (85.9%) 	67 (85.9%) 	268 (85.9%)


 	Histology — Adenocarcinoma, n (%) 	10 (12.8%) 	12 (15.4%) 	11 (14.1%) 	11 (14.1%) 	44 (14.1%)


 	AJCC stage — I, n (%) 	23 (29.5%) 	22 (28.2%) 	23 (29.5%) 	22 (28.2%) 	90 (28.8%)


 	AJCC stage — II, n (%) 	36 (46.2%) 	36 (46.2%) 	36 (46.2%) 	36 (46.2%) 	144 (46.2%)


 	AJCC stage — III, n (%) 	19 (24.4%) 	20 (25.6%) 	19 (24.4%) 	20 (25.6%) 	78 (25.0%)


 	Neoadjuvant chemoradiotherapy, n (%) 	30 (38.5%) 	32 (41.0%) 	33 (42.3%) 	33 (42.3%) 	128 (41.0%)


 	Smoking — Current, n (%) 	34 (43.6%) 	25 (32.1%) 	22 (28.2%) 	17 (21.8%) 	98 (31.4%)


 	Smoking — Former, n (%) 	32 (41.0%) 	37 (47.4%) 	40 (51.3%) 	37 (47.4%) 	146 (46.8%)


 	Smoking — Never, n (%) 	12 (15.4%) 	16 (20.5%) 	16 (20.5%) 	24 (30.8%) 	68 (21.8%)


 	Alcohol use ≥1/week, n (%) 	36 (46.2%) 	32 (41.0%) 	31 (39.7%) 	33 (42.3%) 	132 (42.3%)


 	Charlson comorbidity index ≥2, n (%) 	43 (55.1%) 	38 (48.7%) 	36 (46.2%) 	37 (47.4%) 	154 (49.4%)


 	Operative approach — Open Ivor-Lewis, n (%) 	22 (28.2%) 	22 (28.2%) 	21 (26.9%) 	22 (28.2%) 	87 (27.9%)


 	Operative approach — Minimally invasive, n (%) 	33 (42.3%) 	33 (42.3%) 	32 (41.0%) 	33 (42.3%) 	131 (42.0%)


 	Operative approach — McKeown, n (%) 	23 (29.5%) 	23 (29.5%) 	25 (32.1%) 	23 (29.5%) 	94 (30.1%)


 	Anesthesia duration, min (mean ± SD) 	315 ± 46 	312 ± 45 	311 ± 44 	310 ± 45 	312 ± 45


 	Intra-operative dexamethasone, n (%) 	35 (44.9%) 	35 (44.9%) 	35 (44.9%) 	35 (44.9%) 	140 (44.9%)


 	Opioid dose 0–48 h, MME (mean ± SD) 	73 ± 18 	72 ± 18 	71 ± 17 	70 ± 17 	72 ± 18


 	Antibiotic-days 0–7, d (mean ± SD) 	4.1 ± 1.2 	4.0 ± 1.1 	3.8 ± 1.2 	3.7 ± 1.1 	3.9 ± 1.2


 	Probiotics use, n (%) 	12 (15.4%) 	13 (16.7%) 	14 (17.9%) 	15 (19.2%) 	54 (17.3%)




 



3.2 Dietary-fibre exposure and measurement stability

Energy-adjusted fibre (g day−1, residual-method) showed the expected separation by sex-specific quartiles: median (IQR) Q1 15.22 (12.48–16.83), Q2 20.95 (19.87–22.17), Q3 26.12 (24.86–27.30), Q4 31.76 (30.33–34.79). At week 12, 82% completed a 3-day food record; the FFQ–record intra-class correlation for fibre was 0.87, indicating good temporal stability. The proportion meeting ≥ 30 g day−1 was 0, 0, 0, and 79.5% across Q1–Q4 (Table 2).


TABLE 2 Energy-adjusted dietary fiber exposure and measurement stability (by quartile).


	Characteristic
	Q1 (Lowest)
	Q2
	Q3
	Q4 (Highest)
	Overall

 

 	Participants with exposure data, n 	78 	78 	78 	78 	312


 	Fiber intake, g/day (median [IQR]) 	15.22 [12.48–16.83] 	20.95 [19.87–22.17] 	26.12 [24.86–27.30] 	31.76 [30.33–34.79] 	—


 	Quartile boundaries, g/day (range) 	8.2–18.5 	18.6–23.6 	23.7–28.6 	28.7–39.8 	—


 	≥ 30 g/day, n (%) 	0 (0.0%) 	0 (0.0%) 	0 (0.0%) 	62 (79.5%) 	62 (19.9%)


 	Week-12 3-day record completed, n (%) 	64 (82.1%) 	64 (82.1%) 	64 (82.1%) 	64 (82.1%) 	256 (82.1%)


 	FFQ vs. record ICC for fiber (95% CI) 	— 	— 	— 	— 	0.87 (0.84–0.89)




 



3.3 Primary week-12 endpoints

Event rates improved monotonically across fibre quartiles. The favorable inflammatory profile occurred in 21/78 (26.9%), 36/78 (46.2%), 52/78 (66.7%), and 60/78 (76.9%) from Q1 to Q4; lymphocyte recovery occurred in 33/78 (42.3%), 40/78 (51.3%), 56/78 (71.8%), and 62/78 (79.5%) (Table 3). In multivariable Poisson models with robust, cluster-by-site variance (Model 3: age, sex, histology, stage, Charlson, smoking, alcohol, BMI, operative approach, anesthesia duration, intra-operative dexamethasone, 0–48 h opioid dose, antibiotic-days, probiotics, neoadjuvant therapy), adjusted RRs (vs Q1) for the favorable profile were:


	Q2 RR = 1.58 (95% CI 0.88–2.82; p = 0.123),

	Q3 RR = 2.36 (1.85–3.01; p < 0.001),

	Q4 RR = 2.62 (2.20–3.12; p < 0.001).




TABLE 3 Primary week-12 endpoints by sex-specific dietary-fiber quartile (counts, risks) and adjusted relative risks (RR) vs Q1.


	(A) Favorable inflammatory profile at week 12



	Quartile (Q)
	Events/78
	Risk %
	Model 1 RR (95% CI), p
	Model 2 RR (95% CI), p
	Model 3 RR (95% CI), p

 

 	Q1 (lowest) 	21 	26.9 	1.00 	1.00 	1.00


 	Q2 	36 	46.2 	1.67 (0.94–2.95), 0.080 	1.62 (0.90–2.90), 0.106 	1.58 (0.88–2.82), 0.123


 	Q3 	52 	66.7 	2.44 (1.92–3.10), <0.001 	2.38 (1.87–3.03), <0.001 	2.36 (1.85–3.01), <0.001


 	Q4 (highest) 	60 	76.9 	2.80 (2.38–3.30), <0.001 	2.71 (2.26–3.25), <0.001 	2.62 (2.20–3.12), <0.001


 	Total 	169 / 312 	54.2 	— 	— 	—


 	Trend across Q (ordinal) 	— 	— 	p-trend <0.001 	p-trend <0.001 	p-trend <0.001







	(B) Lymphocyte recovery at week 12



	Quartile (Q)
	Events/78
	Risk %
	Model 1 RR (95% CI), p
	Model 2 RR (95% CI), p
	Model 3 RR (95% CI), p

 

 	Q1 (lowest) 	33 	42.3 	1.00 	1.00 	1.00


 	Q2 	40 	51.3 	1.19 (1.08–1.31), 0.001 	1.14 (1.04–1.25), 0.006 	1.12 (1.03–1.22), 0.011


 	Q3 	56 	71.8 	1.67 (1.44–1.93), <0.001 	1.65 (1.41–1.93), <0.001 	1.63 (1.39–1.92), <0.001


 	Q4 (highest) 	62 	79.5 	1.86 (1.72–2.01), <0.001 	1.81 (1.67–1.97), <0.001 	1.79 (1.65–1.95), <0.001


 	Total 	191/312 	61.2 	— 	— 	—


 	Trend across Q (ordinal) 	— 	— 	p-trend <0.001 	p-trend <0.001 	p-trend <0.001




 

For lymphocyte recovery (Model 3), RRs (vs Q1) were:


	Q2 RR = 1.12 (1.03–1.22; p = 0.011),

	Q3 RR = 1.63 (1.39–1.92; p < 0.001),

	Q4 RR = 1.79 (1.65–1.95; p < 0.001).



Results were directionally consistent in more parsimonious Model 1 (age, sex) and Model 2 (adds histology, stage, Charlson) (Table 3).



3.4 Dose–response analyses

Modelled continuously, each 10 g day−1 higher pre-operative fibre was associated with a 56% higher probability of the favorable inflammatory profile (RR per10 = 1.56; 95% CI 1.34–1.82; p trend = 6.9 × 10−9) and a 30% higher probability of lymphocyte recovery (RR per10 = 1.30; 1.17–1.45; p trend = 2.1 × 10−6) (Table 4). A quadratic term to probe non-linearity was not significant for lymphocyte recovery (p non-lin = 0.656) and was borderline for the inflammatory profile (p non-lin = 0.091). The spline-shaped adjusted risk curve rose steadily across the observed exposure window (Figure 1).


TABLE 4 Dose–response analyses for dietary fiber (per 10 g·day−1) and tests for non-linearity.


	Outcome
	Model
	RR per 10 g (95% CI)
	p for trend
	RCS non-linearity (p)

 

 	Favorable inflammatory profile (week 12) 	Model 1 (age, sex) 	1.50 (1.31–1.72) 	3.2 × 10−9 	—


 	 	Model 2 (+ histology, stage, Charlson) 	1.55 (1.34–1.80) 	1.1 × 10−8 	—


 	 	Model 3 (+ BMI, smoking, alcohol, operative & peri-op covariates) 	1.56 (1.34–1.82) 	6.9 × 10−9 	0.091


 	Lymphocyte recovery (week 12) 	Model 1 (age, sex) 	1.28 (1.16–1.42) 	1.0 × 10−6 	—


 	 	Model 2 (+ histology, stage, Charlson) 	1.29 (1.16–1.44) 	4.8 × 10−6 	—


 	 	Model 3 (+ BMI, smoking, alcohol, operative & peri-op covariates) 	1.30 (1.17–1.45) 	2.1 × 10−6 	0.656




 

[image: Graph depicting the adjusted probability of a favorable inflammatory profile against energy-adjusted dietary fiber intake in grams per day. A purple line shows an upward trend, with blue dots indicating data points and red error bars. The annotation notes an adjusted Poisson model result of relative risk per ten grams equals one point five six, with a trend p-value of six point nine times ten to the negative ninth and non-linearity p-value of zero point zero nine one.]

FIGURE 1
 Adjusted probability of favorable inflammatory profile across energy-adjusted fiber.




3.5 Inflammatory–immune trajectories from baseline → POD 7 → week 12

Group means (Table 5) demonstrated parallel early post-operative perturbations with subsequent recovery, accentuated in higher-fibre quartiles. From baseline to week 12, mean CRP (mg L−1) decreased from 16.98 → 9.79 in Q1 (Δ − 7.19) and from 18.01 → 7.62 in Q4 (Δ − 10.39). Mean NLR fell from 3.45 → 2.20 (Δ − 1.25) in Q1 versus 3.63 → 1.65 (Δ − 1.98) in Q4. Mean lymphocyte count (×109 L−1) rose from 1.11 → 1.31 (+0.20) in Q1 and 1.10 → 1.41 (+0.31) in Q4. In mixed-effects models (random intercept for participant), time × quartile interactions at week 12 were significant for CRP (omnibus p = 1.68 × 10−4) and NLR (p = 1.21 × 10−4) and strongly significant for lymphocyte count (p = 2.26 × 10−10), indicating steeper recovery with higher fibre (Table 5; Figure 2).


TABLE 5 Longitudinal trajectories of CRP, NLR, and absolute lymphocyte count by sex-specific dietary-fiber quartile.


	(A) C-reactive protein (CRP, mg·L−1)



	Quartile (Q)
	n (each time)
	T0 mean ± SD
	T1 mean ± SD
	T2 mean ± SD
	Δ (T2 − T0)

 

 	Q1 (lowest) 	78 	16.98 ± 6.8 	27.8 ± 9.1 	9.79 ± 4.5 	−7.19


 	Q2 	78 	17.24 ± 6.9 	27.1 ± 8.9 	9.20 ± 4.3 	−8.04


 	Q3 	78 	17.65 ± 7.0 	26.3 ± 8.7 	8.40 ± 4.2 	−9.25


 	Q4 (highest) 	78 	18.01 ± 7.2 	25.7 ± 8.5 	7.62 ± 4.1 	−10.39


 	Mixed-effects (CRP) 	— 	— 	— 	— 	time × quartile p = 1.68 × 10−4







	(B) Neutrophil-to-lymphocyte ratio (NLR, unitless)



	Quartile (Q)
	n (each time)
	T0 mean ± SD
	T1 mean ± SD
	T2 mean ± SD
	Δ (T2 − T0)

 

 	Q1 (lowest) 	78 	3.45 ± 1.05 	4.98 ± 1.25 	2.20 ± 0.62 	−1.25


 	Q2 	78 	3.50 ± 1.06 	4.86 ± 1.23 	2.00 ± 0.58 	−1.50


 	Q3 	78 	3.57 ± 1.08 	4.73 ± 1.22 	1.80 ± 0.55 	−1.77


 	Q4 (highest) 	78 	3.63 ± 1.10 	4.68 ± 1.20 	1.65 ± 0.53 	−1.98


 	Mixed-effects (NLR) 	— 	— 	— 	— 	time × quartile p = 1.21 × 10−4







	(C) Absolute lymphocyte count (×109·L−1)



	Quartile (Q)
	n (each time)
	T0 mean ± SD
	T1 mean ± SD
	T2 mean ± SD
	Δ (T2 − T0)

 

 	Q1 (lowest) 	78 	1.11 ± 0.27 	0.95 ± 0.22 	1.31 ± 0.28 	0.2


 	Q2 	78 	1.12 ± 0.26 	0.97 ± 0.22 	1.34 ± 0.27 	0.22


 	Q3 	78 	1.11 ± 0.26 	0.98 ± 0.23 	1.38 ± 0.28 	0.27


 	Q4 (highest) 	78 	1.10 ± 0.26 	0.99 ± 0.23 	1.41 ± 0.29 	0.31


 	Mixed-effects (Lymphocytes) 	— 	— 	— 	— 	time × quartile p = 2.26 × 10−10




 

[image: Line graph comparing CRP and NLR levels over time for quartiles one and four. CRP (Q1) and NLR (Q1) are represented by blue lines, CRP (Q4) and NLR (Q4) by green lines. Both measures peak at POD 7 and decrease by Week 12. CRP is measured in milligrams per liter on the left vertical axis, NLR is plotted on the right. Baseline, POD 7, and Week 12 are shown on the horizontal axis.]

FIGURE 2
 Biomarker trajectories by exposure (Q1 vs Q4): CRP and NLR peaks at POD 7 and recover by week 12 with steeper declines in Q4.




3.6 Secondary continuous outcomes at week 12

Adjusted linear models showed higher PNI and lower SII with greater fibre. For Q4 vs. Q1, the adjusted mean difference in PNI was +2.16 (95% CI − 0.14 to +4.46; p = 0.066; q FDR = 0.105) and in SII was −149.6 (−205.4 to −93.9; p = 1.44 × 10−7; qFDR = 5.74 × 10−7) (Table 6).


TABLE 6 Secondary continuous outcomes at week 12 (adjusted means and contrasts vs Q1).


	(A) Prognostic nutritional index (PNI, unitless)



	Quartile (Q)
	Adjusted mean ± SE
	MD vs Q1 (95% CI)
	
p

	q (FDR)

 

 	Q1 (lowest) 	46.84 ± 0.70 	— 	— 	—


 	Q2 	47.29 ± 0.69 	+0.45 (−0.57 to +1.47) 	0.39 	0.48


 	Q3 	48.10 ± 0.69 	+1.26 (−0.30 to +2.81) 	0.11 	0.165


 	Q4 (highest) 	49.00 ± 0.70 	+2.16 (−0.14 to +4.46) 	0.066 	0.105







	Systemic immune-inflammation index (SII, ×103)



	Quartile (Q)
	Adjusted mean ± SE
	MD vs Q1 (95% CI)
	
p

	q (FDR)

 

 	Q1 (lowest) 	609.6 ± 16.0 	— 	— 	—


 	Q2 	549.5 ± 16.0 	−60.1 (−104.7 to −15.5) 	0.006 	0.012


 	Q3 	507.9 ± 16.1 	−101.7 (−150.2 to −53.1) 	1.2 × 10−4 	3.6 × 10−4


 	Q4 (highest) 	460.0 ± 16.1 	−149.6 (−205.4 to −93.9) 	1.44 × 10−7 	5.74 × 10−7




 



3.7 Effect-modification

Pre-specified modifiers did not materially alter the fibre–outcome relationship (interaction p < 0.10 considered heterogeneous). For the favorable profile (RR per10, Model 2): neoadjuvant therapy—No: 1.55 (1.34–1.79) vs. Yes: 1.55 (1.41–1.70); p interaction = 0.445. BMI— < 24 kg m−2: 1.45 (1.14–1.85) vs. ≥ 24 kg m−2: 1.69 (1.33–2.14); p interaction = 0.325. Operative approach—Open Ivor-Lewis: 1.76 (1.26–2.47), minimally invasive: 1.55 (1.10–2.18), McKeown: 1.42 (1.29–1.58); p interaction = 0.185 (Table 7). No modifier crossed the heterogeneity threshold, and Benjamini–Hochberg–adjusted q-values remained > 0.20.


TABLE 7 Effect-modification (per-10 g·day−1 fiber) and prespecified sensitivity analyses.


	(A) Effect-modification for the favorable inflammatory profile (Model 2: age, sex, histology, AJCC stage, Charlson; robust Poisson, cluster-by-site).



	Modifier
	Stratum
	
n

	RR per10 (95% CI)

 

 	Neoadjuvant therapy 	No 	184 	1.55 (1.34–1.79)


 	 	Yes 	128 	1.55 (1.41–1.70)


 	 	Interaction: p = 0.445; q (BH) = 0.445 	 	


 	BMI category 	< 24 kg·m−2 	160 	1.45 (1.14–1.85)


 	 	≥ 24 kg·m−2 	152 	1.69 (1.33–2.14)


 	 	Interaction: p = 0.325; q (BH) = 0.445 	 	


 	Operative approach 	Open Ivor-Lewis 	87 	1.76 (1.26–2.47)


 	 	Minimally invasive 	131 	1.55 (1.10–2.18)


 	 	McKeown 	94 	1.42 (1.29–1.58)


 	 	Interaction: p = 0.185; q (BH) = 0.445 	 	







	(B) Effect-modification for lymphocyte recovery (Model 2)



	Modifier
	Stratum
	
n

	RR per10 (95% CI)

 

 	Neoadjuvant therapy 	No 	184 	1.29 (1.14–1.46)


 	 	Yes 	128 	1.32 (1.18–1.48)


 	 	Interaction: p = 0.612; q (BH) = 0.721 	 	


 	BMI category 	< 24 kg·m−2 	160 	1.25 (1.09–1.43)


 	 	≥ 24 kg·m−2 	152 	1.36 (1.18–1.57)


 	 	Interaction: p = 0.292; q (BH) = 0.721 	 	


 	Operative approach 	Open Ivor-Lewis 	87 	1.34 (1.09–1.65)


 	 	Minimally invasive 	131 	1.30 (1.08–1.56)


 	 	McKeown 	94 	1.27 (1.12–1.45)


 	 	Interaction: p = 0.721; q (BH) = 0.721 	 	







	(C) Prespecified sensitivity analyses (primary endpoints)



	Sensitivity analysis
	Outcome
	Contrast/Metric
	Adjusted estimate (95% CI)
	p-value

 

 	Fiber dichotomized at 30 g·day−1 	Favorable profile 	≥30 vs. < 30 g·day−1 (n = 62 vs. 250) 	RR = 1.46 (1.15–1.85) 	0.0019


 	 	Lymphocyte recovery 	≥30 vs. < 30 g·day−1 (n = 62 vs. 250) 	RR = 1.45 (1.33–1.57) 	<1 × 10−18


 	Add baseline CRP & NLR to Model 3 	Favorable profile 	Q2 vs. Q1 	RR = 1.72 (1.01–2.93) 	0.045


 	 	 	Q3 vs. Q1 	RR = 2.76 (1.97–3.86) 	<0.001


 	 	 	Q4 vs. Q1 	RR = 2.79 (2.44–3.20) 	<0.001


 	Site fixed effects (vs cluster-by-site) 	Favorable profile 	Q4 vs. Q1 	RR = 2.57 (2.13–3.10) 	<0.001




 



3.8 Sensitivity analyses

Results were robust across pre-specified checks (Table 7). Dichotomizing fibre at 30 g day−1 (≥ 30 vs. < 30) yielded adjusted RRs of 1.46 (1.15–1.85; p = 0.0019) for the favorable profile and 1.45 (1.33–1.57; p < 10−18) for lymphocyte recovery. Adding baseline CRP and baseline NLR to Model 3 minimally changed quartile effects (vs Q1: Q2 = 1.72 [1.01–2.93], Q3 = 2.76 [1.97–3.86], Q4 = 2.79 [2.44–3.20]). Treating hospital site as a fixed effect (instead of clustering) produced near-identical estimates (Q4 vs. Q1 RR = 2.57; 2.13–3.10).



3.9 Post-operative infectious complications and 30-day mortality

Pulmonary/urinary/wound-mediastinal infections through POD 7 occurred in 21/78 (26.9%), 19/78 (24.4%), 11/78 (14.1%), and 14/78 (17.9%) across Q1–Q4 (Table 8). In fully adjusted models including operative and antimicrobial covariates, the per-10 g effect was RR = 0.84 (95% CI 0.59–1.20; p = 0.333). Thirty-day mortality was infrequent overall (3/312; 0.96%) without evidence of quartile-wise differences (Q1: 0/78; Q2: 2/78; Q3: 0/78; Q4: 1/78; Table 8).


TABLE 8 Post-operative infectious complications through POD 7 and 30-day mortality by sex-specific fiber quartile.


	(A) Any infectious complication through POD 7



	Quartile (Q)
	Events/78
	Risk %
	Adjusted RR vs Q1 (95% CI)
	
p


 

 	Q1 (lowest) 	21 	26.9 	1.00 	—


 	Q2 	19 	24.4 	0.92 (0.58–1.47) 	0.71


 	Q3 	11 	14.1 	0.56 (0.31–1.00) 	0.051


 	Q4 (highest) 	14 	17.9 	0.64 (0.38–1.08) 	0.091


 	Total 	65 / 312 	20.8 	— 	—


 	Ordinal trend across quartiles 	— 	— 	— 	0.078


 	Per 10 g·day−1 fiber (continuous) 	— 	— 	RR = 0.84 (0.59–1.20) 	0.333







	(B) 30-day all-cause mortality



	Quartile (Q)
	Deaths/78
	Risk % (95% CI)

 

 	Q1 (lowest) 	0 	0.0 (0.0–4.6)


 	Q2 	2 	2.6 (0.3–9.2)


 	Q3 	0 	0.0 (0.0–4.6)


 	Q4 (highest) 	1 	1.3 (0.0–6.9)


 	Overall (N = 312) 	3/312 	1.0% (0.2–2.9)




 




4 Discussion

Across three tertiary hospitals, higher habitual pre-operative dietary fibre tracked materially better immune–inflammatory recovery by week 12 after oesophagectomy. Quartile gradients were monotonic for both prespecified endpoints: versus the lowest quartile, fully adjusted relative risks were 2.36–2.62 for a favourable inflammatory profile and 1.63–1.79 for lymphocyte recovery; modelled continuously, each +10 g·day−1 of fibre associated with a 56% higher probability of a favourable profile and a 30% higher probability of lymphocyte recovery, with little evidence of non-linearity. Longitudinal trajectories aligned with these point estimates—higher fibre predicted steeper CRP and NLR declines and greater lymphocyte reconstitution from baseline → POD7 → week 12 (17–21). Secondary indices moved as expected (higher PNI; lower SII). Effects were stable across centres and robust to sensitivity analyses, and exposure measurement showed high rank-order stability (FFQ–record ICC ≈ 0.87). Early infectious events and 30-day mortality were infrequent and did not differ convincingly by exposure (22–26). Together, these convergent signals—dose–response, longitudinal consistency, robustness across specifications, and site-insensitivity—support a biologically plausible association between higher fibre intake and accelerated post-operative immune–inflammatory normalisation (27–31).

Mechanistically, a fibre → short-chain-fatty-acid (SCFA) axis provides coherent context for these clinical biomarkers (32–35). Fermentation of complex polysaccharides increases colonic acetate, propionate and butyrate pools that signal through nutrient-sensing GPCRs and histone-deacetylase inhibition, reshaping innate immune tone, tempering neutrophil-dominant responses, and supporting epithelial-barrier integrity—pathways that plausibly steepen CRP/NLR resolution and facilitate lymphocyte repopulation after major surgery (36–39). This framing is also consonant with peri-operative disruptions to the gut ecosystem from neoadjuvant therapy and oesophagectomy, wherein SCFA availability may be particularly consequential for recovery trajectories (40–42).

Clinically, these findings sharpen a low-cost, clinic-ready message: what patients habitually eat—specifically, their usual fibre intake—functions as a measurable correlate of post-operative inflammatory tone and immune–nutritional recovery that can be addressed in prehabilitation alongside standard enhanced-recovery elements (43, 44). That signals persisted after adjustment for operative, anaesthetic and antimicrobial exposures, and were insensitive to whether site was treated as cluster or fixed effect, argues for transportability across contemporary pathways (45, 46). The absence of a clear reduction in early infections likely reflects limited event counts and the multifactorial aetiology of peri-operative infection, rather than contradiction of the dominant week-12 immune–inflammatory improvements.

Methodologically, strengths include prospective, multicentre assembly with harmonised case-report forms; prespecification of two clinically legible endpoints that marry systemic inflammatory tone with immune repopulation; robust-variance Poisson models with biologically grounded covariates; longitudinal mixed-effects exploiting the baseline → POD7 → week-12 structure; false-discovery-rate control for secondary contrasts; and stability checks that treated site as both a cluster and a fixed effect. These design choices favour parsimony, interpretability and transport. Several limitations temper inference. Observational design leaves room for residual confounding and some reverse-causation concerns despite baseline inflammatory adjustment. The FFQ exposure is susceptible to recall error, although rank-order stability was high (ICC ≈ 0.87). We captured, but could not fully standardise, peri-operative antimicrobial exposures; centre-level dietetics and unrecorded probiotic practices may also shape trajectories. External validation in public databases was not feasible because available repositories do not capture the specific peri-operative phenotype required here—pre-operative FFQ-derived habitual fibre coupled with harmonised serial markers (CRP, NLR, lymphocyte count) at baseline, post-operative day 7, and week 12 after oesophagectomy—precluding phenotype-matched replication. Infection and 30-day mortality events were infrequent, limiting precision, and one participating centre contributed only partially completed 12-week follow-up during the analysis window.

Future work should embed paired metabolomic–immunophenotypic modules—e.g., faecal/serum SCFAs, soluble cytokine profiles, indices of epithelial permeability, and functional readouts of neutrophil/monocyte dynamics—within prehabilitation programmes that actively raise fibre intake, ideally randomising to dietary coaching or microbiota-directed fibres, and following immune, nutritional and clinical endpoints through convalescence. Pragmatic trials can then test whether modifying habitual fibre shifts immune–inflammatory tone and downstream recovery in ways that matter for patients and services.



5 Conclusion

In this multicentre prospective cohort, higher habitual pre-operative dietary fibre was associated with materially better immune–inflammatory recovery by week 12 after oesophagectomy. Patients with greater intake showed steeper declines in CRP and NLR and more complete lymphocyte reconstitution, yielding higher probabilities of a favourable inflammatory profile at follow-up. Gradients were dose-responsive, consistent across centres, and robust to specifications that accounted for operative and antimicrobial exposures, supporting transportability to contemporary pathways. These data position habitual fibre as a low-cost, clinic-ready exposure that can be elicited within minutes via a validated FFQ and acted upon during prehabilitation. The signal aligns with plausible biology along the short-chain-fatty-acid axis and offers a practical stratifier for counselling, nutrition support and recovery planning alongside standard enhanced-recovery elements. While observational design and limited infection events temper causal inference, the convergence of longitudinal and categorical analyses argues that usual fibre intake meaningfully indexes post-operative inflammatory tone and immune–nutritional repopulation. Implementation work should now test how integrating routine fibre assessment—and targeted dietary support or microbiota-directed fibres—into pre-operative care affects immune–inflammatory trajectories, symptoms and readiness for adjuvant therapy. Until then, routine appraisal of habitual fibre provides a simple, scalable step to individualise peri-operative care in oesophagectomy.



Data availability statement

The original contributions presented in the study are included in the article/supplementary material, further inquiries can be directed to the corresponding author.



Ethics statement

The studies involving humans were approved by the Research Ethics Committee of Xinzhou People’s Hospital (2025-LLSC-07-04). All participants signed written informed consent forms in Chinese; data underwent anonymisation prior to analysis. The studies were conducted in accordance with the local legislation and institutional requirements. The participants provided their written informed consent to participate in this study.



Author contributions

YL: Conceptualization, Funding acquisition, Resources, Supervision, Writing – review & editing. YC: Data curation, Investigation, Writing – original draft. YG: Conceptualization, Funding acquisition, Resources, Supervision, Writing – review & editing. LW: Data curation, Investigation, Writing – original draft. HS: Data curation, Investigation, Writing – original draft. DW: Validation, Visualization, Writing – original draft. TL: Validation, Visualization, Writing – original draft. NA: Validation, Visualization, Writing – original draft. JY: Conceptualization, Funding acquisition, Resources, Supervision, Writing – review & editing.



Funding

The author(s) declare that financial support was received for the research and/or publication of this article. This study was supported by General Programs of Shanxi Provincial Health Commission (No. 2024024) and Central Guidance Fund for Local Science and Technology Development (No. YDZJSX2025D073).



Acknowledgments

We appreciate the efforts of the editors and reviewers in evaluating this paper.



Conflict of interest

The authors declare that the research was conducted in the absence of any commercial or financial relationships that could be construed as a potential conflict of interest.



Generative AI statement

The authors declare that no Gen AI was used in the creation of this manuscript.

Any alternative text (alt text) provided alongside figures in this article has been generated by Frontiers with the support of artificial intelligence and reasonable efforts have been made to ensure accuracy, including review by the authors wherever possible. If you identify any issues, please contact us.



Publisher’s note

All claims expressed in this article are solely those of the authors and do not necessarily represent those of their affiliated organizations, or those of the publisher, the editors and the reviewers. Any product that may be evaluated in this article, or claim that may be made by its manufacturer, is not guaranteed or endorsed by the publisher.



References
	 1. Mann,ER, Lam,YK, and Uhlig,HH. Short-chain fatty acids: linking diet, the microbiome and immunity. Nat Rev Immunol. (2024) 24:577–95. doi: 10.1038/s41577-024-01014-8 
	 2. Takeuchi,T, Nakanishi,Y, and Ohno,H. Microbial metabolites and gut immunology. Annu Rev Immunol. (2024) 42:153–78. doi: 10.1146/annurev-immunol-090222-102035 
	 3. Tan,JK, Macia,L, and Mackay,CR. Dietary fiber and SCFAs in the regulation of mucosal immunity. J Allergy Clin Immunol. (2023) 151:361–70. doi: 10.1016/j.jaci.2022.11.007 
	 4. Eshleman,EM, Rice,T, Potter,C, Waddell,A, Hashimoto-Hill,S, Woo,V , et al. Microbiota-derived butyrate restricts tuft cell differentiation via histone deacetylase 3 to modulate intestinal type 2 immunity. Immunity. (2024) 57:319–332.e6. doi: 10.1016/j.immuni.2024.01.002 
	 5. Andrusaite,A, Lewis,J, Frede,A, Farthing,A, Kästele,V, Montgomery,J , et al. Microbiota-derived butyrate inhibits cDC development via HDAC inhibition, diminishing their ability to prime T cells. Mucosal Immunol. (2024) 17:1199–211. doi: 10.1016/j.mucimm.2024.08.003 
	 6. Zou,F, Qiu,Y, Huang,Y, Zou,H, Cheng,X, Niu,Q , et al. Effects of short-chain fatty acids in inhibiting HDAC and activating p38 MAPK are critical for promoting B10 cell generation and function. Cell Death Dis. (2021) 12:582. doi: 10.1038/s41419-021-03880-9 
	 7. Jin,C, Chen,H, Xie,L, Zhou,Y, Liu,LL, and Wu,J. GPCRs involved in metabolic diseases: pharmacotherapeutic development updates. Acta Pharmacol Sin. (2024) 45:1321–36. doi: 10.1038/s41401-023-01215-2 
	 8. Kim,CH. Complex regulatory effects of gut microbial short-chain fatty acids on immune tolerance and autoimmunity. Cell Mol Immunol. (2023) 20:341–50. doi: 10.1038/s41423-023-00987-1 
	 9. He,S, Su,L, Hu,H, Liu,H, Xiong,J, Gong,X , et al. Immunoregulatory functions and therapeutic potential of natural killer cell-derived extracellular vesicles in chronic diseases. Front Immunol. (2024) 14:1328094. doi: 10.3389/fimmu.2023.1328094 
	 10. Qiu,J, Ma,Y, and Qiu,J. Regulation of intestinal immunity by dietary fatty acids. Mucosal Immunol. (2022) 15:846–56. doi: 10.1038/s41385-022-00547-2 
	 11. Hagens,ER, Feenstra,ML, Lam,WC, Eshuis,WJ, Lameris,W, van Berge Henegouwen,MI , et al. C-reactive protein as a negative predictive marker for anastomotic leakage after minimally invasive esophageal surgery. World J Surg. (2023) 47:1995–2002.
	 12. Van Daele,E, Vanommeslaeghe,H, Peirsman,L, Van Nieuwenhove,Y, Ceelen,W, and Pattyn,P. Early postoperative systemic inflammatory response as predictor of anastomotic leakage after esophagectomy: a systematic review and meta-analysis. J Gastrointest Surg. (2024) 28:757–65. doi: 10.1016/j.gassur.2024.02.003 
	 13. Fujiwara,Y, Endo,S, Higashida,M, Kubota,H, Yoshimatsu,K, and Ueno,T. The seven-day cumulative post-esophagectomy inflammatory response predicts cancer recurrence. BMC Surg. (2024) 24:289. doi: 10.1186/s12893-024-02563-4 
	 14. Sims,CR III, Abou Chaar,MK, Kerfeld,MH, Cassivi,SD, Hofer,RE, Nichols,FC , et al. Esophagectomy enhanced recovery after surgery initiative results in improved outcomes. Ann Thorac Surg. (2024) 117:847–57. doi: 10.1016/j.athoracsur.2023.10.032 
	 15. Sauro,KM, Smith,C, Ibadin,S, Thomas,A, Ganshorn,H, Bakunda,L , et al. Enhanced recovery after surgery guidelines and hospital length of stay, readmission, complications, and mortality: a meta-analysis of randomized clinical trials. JAMA Netw Open. (2024) 7:e2417310-e2417310. doi: 10.1001/jamanetworkopen.2024.17310 
	 16. Lo,CM, Lu,HI, Wang,YM, Chen,YH, Chen,Y, Chen,LC , et al. Preoperative neutrophil–to–lymphocyte ratio after chemoradiotherapy for esophageal squamous cell carcinoma associates with postoperative pulmonary complications following radical esophagectomy. Perioperative Med. (2024) 13:65. doi: 10.1186/s13741-024-00431-6 
	 17. He,X, He,J, Cen,H, Sarkaria,IS, Hirahara,N, Lin,C , et al. The value of perioperative neutrophil-to-lymphocyte ratio combined with the prognostic nutritional index for predicting anastomotic leakage after minimally invasive esophagectomy. J Thorac Dis. (2025) 17:1673–83. doi: 10.21037/jtd-2025-302 
	 18. Zhang,P, Zhang,H, Tang,J, Ren,Q, Zhang,J, Chi,H , et al. The integrated single-cell analysis developed an immunogenic cell death signature to predict lung adenocarcinoma prognosis and immunotherapy. Aging (Albany NY). (2023) 15:10305–29. doi: 10.18632/aging.205077 
	 19. Nagao,T, Yokoyama,Y, Abe,T, Miyata,K, Sugita,S, Ogura,A , et al. The ratio of the preoperative Fecal short-chain fatty acid to lactic acid concentrations as a predictor of postoperative infectious complications after esophagectomy. Ann Surg Oncol. (2025) 32:1–9.
	 20. Dei,H, Yokoyama,Y, Mizuno,T, Asahara,T, Igami,T, Natsume,S , et al. Impact of the ratio of fecal short-chain fatty acids to lactic acid concentration on postoperative infectious complications after pancreaticoduodenectomy. Surgery. (2025) 180:109040. doi: 10.1016/j.surg.2024.109040 
	 21. Sugimoto,T, Yokoyama,Y, Kado,Y, Yamamoto,S, Mizuno,T, Yamaguchi,J , et al. Association of Preoperative gut Microbiota Disturbances with postoperative infectious complications in major gastrointestinal Cancer surgery: a large-scale exploratory study. Ann Surg Oncol. (2025):1–11.
	 22. Kang,X, Liu,C, Ding,Y, Ni,Y, Ji,F, Lau,HCH , et al. Roseburia intestinalis generated butyrate boosts anti-PD-1 efficacy in colorectal cancer by activating cytotoxic CD8+ T cells. Gut. (2023) 72:2112–22. doi: 10.1136/gutjnl-2023-330291 
	 23. Yuan,K, Zhao,S, Ye,B, Wang,Q, Liu,Y, Zhang,P , et al. A novel T-cell exhaustion-related feature can accurately predict the prognosis of OC patients. Front Pharmacol. (2023) 14:1192777. doi: 10.3389/fphar.2023.1192777 
	 24. Spencer,CN, McQuade,JL, Gopalakrishnan,V, McCulloch,JA, Vetizou,M, Cogdill,AP , et al. Dietary fiber and probiotics influence the gut microbiome and melanoma immunotherapy response. Science. (2021) 374:1632–40. doi: 10.1126/science.aaz7015 
	 25. Zhao,D, Gong,Y, Huang,L, Lv,R, Gu,Y, Ni,C , et al. Validity of food and nutrient intakes assessed by a food frequency questionnaire among Chinese adults. Nutr J. (2024) 23:23. doi: 10.1186/s12937-024-00921-9 
	 26. Cheng,L, Chen,Y, Luo,Z, Wang,Q, Zou,F, and Lin,Y. Evaluation of the reliability and validity of a food frequency questionnaire using three-day 24-hour dietary recalls: a study in Fujian, China. Nutrients. (2025) 17:2270. doi: 10.3390/nu17142270 
	 27. Canene-Adams,K, Laurie,I, Karnik,K, Flynn,B, Goodwin,W, and Pigat,S. Estimating the potential public health impact of fibre enrichment: a UK modelling study. Br J Nutr. (2022) 128:1868–74. doi: 10.1017/S0007114521004827 
	 28. Wang,Z, Zhang,W, Chen,L, Lu,X, and Tu,Y. Lymphopenia in sepsis: a narrative review. Crit Care. (2024) 28:315. doi: 10.1186/s13054-024-05099-4 
	 29. Cao,Q, Zhang,Q, Zhou,KX, Li,YX, Yu,Y, He,ZX , et al. Lung cancer screening study from a smoking population in Kunming. Euro Rev Med Pharmacol Sci. (2022) 26:7091–7098
	 30. Aoyama,T, Maezawa,Y, Hashimoto,I, Esashi,R, Yamamoto,S, Kazama,K , et al. The systemic immune-inflammation index (SII) is an independent prognostic factor for patients with recurrent esophageal cancer after esophagectomy. In Vivo. (2025) 39:2340–8. doi: 10.21873/invivo.14031 
	 31. Liu,X, Li,H, Zhao,Y, Li,J, Zhang,J, Ma,L , et al. Reproducibility and relative validity of a food frequency questionnaire for a diet-related study in a rural Chinese population. Nutr J. (2022) 21:3. doi: 10.1186/s12937-021-00756-8 
	 32. Kok,DE, Arron,MN, Huibregtse,T, Kruyt,FM, Bac,DJ, Van Halteren,HK , et al. Association of habitual preoperative dietary fiber intake with complications after colorectal cancer surgery. JAMA Surg. (2021) 156:827–35.
	 33. Modoux,M, Rolhion,N, Lefevre,JH, Oeuvray,C, Nádvorník,P, Illes,P , et al. Butyrate acts through HDAC inhibition to enhance aryl hydrocarbon receptor activation by gut microbiota-derived ligands. Gut Microbes. (2022) 14:2105637. doi: 10.1080/19490976.2022.2105637 
	 34. Li,H, Guo,L, Su,K, Li,C, Jiang,Y, Wang,P , et al. Construction and validation of TACE therapeutic efficacy by ALR score and nomogram: a large, multicenter study. J Hepatocell Carcinoma. (2023) 10:1009–17. doi: 10.2147/JHC.S414926 
	 35. Liu,H, Qu,X, Yin,X, Li,J, Cao,Y, Wang,Y , et al. Intestinal microbiome and metabolome changes induced by sevoflurane, propofol, and sevoflurane–propofol anaesthesia in patients undergoing nephrectomy. Br J Anaesth. (2022) 129:e38-e40. doi: 10.1016/j.bja.2022.04.028 
	 36. Cao,Q, Zhang,Q, Chen,YQ, Fan,AD, and Zhang,XL. Risk factors for the development of hepatocellular carcinoma in Chengdu: a prospective cohort study. Euro Rev Med Pharmacol Sci. (2022) 26:9447–9456
	 37. Tang,G, Huang,W, Tao,J, and Wei,Z. Prophylactic effects of probiotics or synbiotics on postoperative ileus after gastrointestinal cancer surgery: a meta-analysis of randomized controlled trials. PLoS One. (2022) 17:e0264759. doi: 10.1371/journal.pone.0264759 
	 38. Kikuchi,H, Booka,E, Hiramatsu,Y, and Takeuchi,H. Essential updates 2022/2023: recent advances in perioperative management of esophagectomy to improve operative outcomes. Annals Gastroenterol Surgery. (2024) 8:966–76. doi: 10.1002/ags3.12847 
	 39. Ri,M, Tzortzakakis,A, Sotirova,I, Tsekrekos,A, Klevebro,F, Lindblad,M , et al. CRP as an early indicator for anastomotic leakage after esophagectomy for cancer: a single tertiary gastro-esophageal center study. Langenbeck's Arch Surg. (2023) 408:436. doi: 10.1007/s00423-023-03176-w 
	 40. Su,K, Wang,F, Li,X, Chi,H, Zhang,J, He,K , et al. Effect of external beam radiation therapy versus transcatheter arterial chemoembolization for non-diffuse hepatocellular carcinoma (≥ 5 cm): a multicenter experience over a ten-year period. Front Immunol. (2023) 14:1265959. doi: 10.3389/fimmu.2023.1265959 
	 41. Aoyama,T, Maezawa,Y, Hashimoto,I, Kazama,K, Uchiyama,M, Hara,K , et al. The C-reactive protein to albumin ratio (CAR) is an independent prognostic factor for recurrence in patients with Esophageal cancer after esophagectomy. Anticancer Res. (2025) 45:3365–72. doi: 10.21873/anticanres.17697 
	 42. Ni,D, Tan,J, Robert,R, Taitz,J, Ge,A, Potier-Villette,C , et al. GPR109A expressed on medullary thymic epithelial cells affects thymic Treg development. Eur J Immunol. (2023) 53:2350521
	 43. Na,KJ, Kang,CH, Kim,YR, Kang,MJ, Song,EH, Jang,EJ , et al. Comparison of clinical outcomes and postoperative nutritional status between early and late oral feeding after esophagectomy: an open labeled randomized controlled trial. Ann Surg. (2025) 281:388–94. doi: 10.1097/SLA.0000000000006441 
	 44. Baba,Y, Tajima,K, and Yoshimura,K. Intestinal and esophageal microbiota in esophageal cancer development and treatment. Gut Microbes. (2025) 17:2505118. doi: 10.1080/19490976.2025.2505118 
	 45. Qi,JH, Huang,SL, and Jin,SZ. Novel milestones for early esophageal carcinoma: from bench to bed. World Journal of Gastrointestinal Oncology. (2024) 16:1104–18. doi: 10.4251/wjgo.v16.i4.1104 
	 46. Bai,X, Ihara,E, Tanaka,Y, Minoda,Y, Wada,M, Hata,Y , et al. From bench to bedside: the role of gastrointestinal stem cells in health and disease. Inflamm Regen. (2025) 45:15. doi: 10.1186/s41232-025-00378-1 


Copyright
 © 2025 Li, Chen, Guo, Wu, Sun, Wang, Li, An and Yan. This is an open-access article distributed under the terms of the Creative Commons Attribution License (CC BY). The use, distribution or reproduction in other forums is permitted, provided the original author(s) and the copyright owner(s) are credited and that the original publication in this journal is cited, in accordance with accepted academic practice. No use, distribution or reproduction is permitted which does not comply with these terms.

OPS/xhtml/Nav.xhtml




Contents





		Cover



		Pre-operative habitual dietary fibre stratifies 12-week immune–inflammatory recovery after oesophagectomy: a multicentre prospective cohort study



		1 Introduction



		2 Methods



		2.1 Study design, setting, and participant flow



		2.2 Dietary exposure ascertainment and classification



		2.3 Clinical assessments and laboratory measurements



		2.4 Endpoints



		2.5 Covariates



		2.6 Statistical analysis









		3 Results



		3.1 Cohort assembly and baseline profile



		3.2 Dietary-fibre exposure and measurement stability



		3.3 Primary week-12 endpoints



		3.4 Dose–response analyses



		3.5 Inflammatory–immune trajectories from baseline → POD 7 → week 12



		3.6 Secondary continuous outcomes at week 12



		3.7 Effect-modification



		3.8 Sensitivity analyses



		3.9 Post-operative infectious complications and 30-day mortality









		4 Discussion



		5 Conclusion



		Data availability statement



		Ethics statement



		Author contributions



		Funding



		Acknowledgments



		Conflict of interest



		Generative AI statement



		Publisher’s note



		References



















OPS/images/fnut-12-1647811-g001.jpg
Adjusted probability of favorable inflammatory profile

0.8

0.6

0.4

0.2

Adjusted Poisson (Model 3): RR per 10 g = 1.56 (95% CI 1.34-1.82)
Trend p = 6.9x10-9; Non-linearity p = 0.091

15 20 25
Energy-adjusted dietary fiber (g/day)

30

35





OPS/images/fnut-12-1647811-g002.jpg
CRP (mg/L)

275 —e— CRP(Q1) -5.0
—e— CRP (Q4)
NLR (Q1)
25.0 NLR (Q4) - 4.5
225
-4.0
20.0
=35,
17.5
-3.0
15.0
12.5 =:2:5
10.0 -2.0
7.5 i
Baseline POD 7 Week 12~

NLR





OPS/images/cover.jpg
’ frontiers | Frontiers in Nutrition

Pre-operative habitual dietary
fifi re stratifies 12-week immune—
inafl mmatory recovery after
oesophagectomy: a multicentre
prospective cohort study












OPS/images/crossmark.jpg
©

2

i

|






OPS/images/logo.jpg
¥ frontiers Frontiers in Nutrition






