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Purpose: Sepsis is a possible complication of percutaneous transhepatic cholangioscopic lithotripsy (PTCSL) for hepatolithiasis, but 
risk assessment tools are lacking. This study aimed to identify predictors of sepsis after PTCSL and develop a predictive nomogram.
Patients and Methods: In this nested case‒control study, the data from 298 patients who underwent 528 PTCSL sessions between 
1 January 2016 and 1 July 2024 were retrospectively reviewed. All sessions demonstrating sepsis complications were included in the 
sepsis group. For each session in the sepsis group, two treatment date-matched sessions not demonstrating sepsis were randomly 
selected via a nested case‒control design. All the matched sessions were divided into training and validation sets. Least absolute 
shrinkage and selection operator (LASSO) analysis was conducted to preliminarily select predictors of sepsis complications. 
Multivariable logistic regression was performed to identify factors for constructing the nomogram.
Results: Sepsis was diagnosed in 46 patients (53 sessions), for an incidence of 10.69% (53 among 496 sessions). Three characteristic 
variables were included in the model: operation technique (odds ratio [OR]=0.170, 95% confidence interval [CI]: 0.048–0.599, P=0.006), 
cirrhosis (OR=3.769, 95% CI: 1.474–9.638, P=0.006), and postoperative prophylactic dexamethasone (OR=0.267, 95% CI: 0.101–0.703, 
P=0.008). The area under the curve (AUC) for the nomogram was 0.756 (95% CI, 0.658–0.853) in the training set and 0.762 (95% CI, 
0.618–0.906) in the validation set, demonstrating relatively high discriminability. The calibration curves demonstrated the consistency 
between the predicted and actual values. Decision curve analysis indicated that the nomogram offers net clinical benefits.
Conclusion: The operation technique, cirrhosis, and postoperative prophylactic dexamethasone may predict the occurrence of sepsis after 
PTCSL. We developed a nomogram to predict sepsis complications following PTCSL and demonstrated its relatively strong performance.
Keywords: percutaneous transhepatic cholangioscopic lithotripsy, hepatolithiasis, sepsis, nomogram

Introduction
The incidence of hepatolithiasis, a benign biliary disorder common in Southeast and East Asia, varies substantially across 
different parts of the world.1 Patients are often asymptomatic in the early stages, but in later stages, biliary obstruction 
often develops, affecting bile discharge.2 Without timely treatment, this can result in biliary infection, irreversible liver 
damage, and even cholangiocarcinoma.3–5 Surgery remains the primary treatment for stone removal and obstruction 
relief, although it carries certain postoperative risks.2,6,7

In recent years, with advances in endoscopic technology, percutaneous transhepatic cholangioscopic lithotripsy 
(PTCSL) has become increasingly widely used in clinical practice for the treatment of hepatolithiasis. PTCSL allows 
the direct visualization of the bile ducts, facilitating the detection of stenosis and the fragmentation and extraction of 
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stones from various locations within the hepatobiliary system.8 The procedure is minimally invasive, has a quick 
recovery period, and has few complications.9,10 A percutaneous transhepatic puncture is first performed to create an 
access tract, followed by the insertion of a cholangioscope to extract stones.11 This process, as well as the continuous use 
of large volumes of irrigation fluid to maintain a clear view, can increase intraductal pressure and potentially damage the 
bile duct walls, allowing bacteria and endotoxins to enter the bloodstream and potentially leading to postoperative 
sepsis.12–14 Sepsis, a life-threatening condition caused by a dysregulated host response to infection that can progress 
rapidly without timely intervention, resulting in multiple organ failure or death.15 Our previous study analysed the data 
from 284 PTCSL sessions to explore the risk factors for postoperative systemic inflammatory response syndrome (SIRS) 
following PTCSL.12 However, sepsis, a more severe complication than SIRS, warrants greater attention from clinicians. 
According to recent studies, the incidence of sepsis following percutaneous transhepatic cholangiography drainage 
(PTCD) is 24.6%.16 However, the clinical features of postoperative sepsis following PTCSL as well as the timing of 
onset, treatment approaches, and associated predictive factors have not yet been fully elucidated. Furthermore, there is 
currently no predictive model for assessing the risk of sepsis after PTCSL. Therefore, this study aimed to identify 
predictors of sepsis after PTCSL and develop a predictive nomogram.

Material and Methods
Patients
This was a single-centre, retrospective, nested case‒control study. From 1 January 2016 to 1 July 2024, 298 patients with 
hepatolithiasis underwent 528 PTCSL sessions at the Second Affiliated Hospital of Chongqing Medical University. The 
process of patient selection is illustrated in a flow chart (Figure 1). All patients provided written informed consent. This 
study was conducted in accordance with the principles outlined in the Declaration of Helsinki and was approved by the 
Ethics Committee of the Second Affiliated Hospital of Chongqing Medical University (No. 2018–207).

The inclusion criteria were as follows: (a) a confirmed diagnosis of hepatolithiasis according to imaging findings; (b) first 
episode or recurrent hepatolithiasis after conventional surgery; (c) nonacute suppurative biliary infection or cholangitis with 
symptomatic improvement after treatment; and (d) one-step or two-step PTCSL for treating hepatolithiasis.

The exclusion criteria were as follows: (a) presence of a malignant tumour; (b) preoperative temperature ≥ 38°C; (c) 
sepsis prior to PTCSL; (d) preoperative liver abscesses; (e) the need for conversion to open surgery; (f) preoperative 
antibiotic treatment for a nonbiliary infection; and (g) preoperative steroid use.

In clinical practice, some patients with hepatolithiasis maybe exhibit signs of biliary infection, and these patients are 
often treated with antibiotics to control the infection and alleviate symptoms until they are deemed fit for surgery. 
Therefore, we excluded patients who had received antibiotics for non-biliary infections prior to surgery. This exclusion 
criterion was established to ensure that patients included in the study had their biliary infection effectively controlled 
before surgery, while also eliminating potential confounding factors from infections originating outside the biliary 
system. Since most patients may undergo multiple treatment sessions, we provided descriptive statistics at the “session” 
level to clarify the association between sepsis and each individual treatment. In this study, sepsis was analysed on 
a session basis rather than a patient basis, as many variables differed across sessions.

Data Collection and Definitions
The primary outcome of the study was the occurrence of sepsis during hospitalization in patients with hepatolithiasis 
receiving PTCSL treatment. All periprocedural hospitalization data were retrieved from the medical records system of 
our institution. The demographic data collected for the enrolled patients included age, sex, body mass index (BMI), 
hypertension, diabetes, cirrhosis, type of hepatolithiasis, number of PTCSL sessions, Child‒Pugh classification, and stone 
location. Preoperative laboratory indicators included albumin, globulin, alanine aminotransferase, aspartate aminotrans-
ferase, alkaline phosphatase, gamma-glutamyltransferase (GGT), total bilirubin, direct bilirubin, indirect bilirubin, total 
bile acids, prealbumin, haemoglobin, leukocyte count, neutrophil percentage, neutrophil count, total lymphocyte count, 
platelet count, prothrombin activity, prothrombin time-international normalized ratio (PT-INR), prothrombin time, and 
albumin/globulin (A/G) ratio. Intraoperative indicators included the operation technique, number of operating channels, 
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operative time, American Society of Anesthesiologists (ASA) score, residual stones after each session, intraoperative use 
of norepinephrine solution, puncture method, and intraoperative puncture. Additionally, following a review of the 
medical records, we collected data on patients’ drug use during the perioperative period, including preoperative antibiotic 
therapy and postoperative prophylactic dexamethasone.

The presence of residual stones after each session was assessed on the basis of the operator’s intraoperative 
cholangioscopy, intraoperative ultrasound, or postoperative cholangiography findings. The diagnosis of cirrhosis was 
made on the basis of typical imaging features or liver tissue biopsy pathology findings. Preoperative antibiotic use was 
evaluated according to the patient’s symptoms, signs, or test results. In addition, we considered postoperative adjuvant 
treatments for some patients, including the prophylactic use of dexamethasone, which was determined at the surgeon’s 
discretion. These patients were administered dexamethasone according to a standardized protocol during the periopera-
tive period. This protocol involved administering dexamethasone sodium phosphate injection (Southwest Pharmaceutical 
Co., Ltd., 5 mg/1 mL per dose) at a dose of 10 mg, which was diluted with 8 mL of normal saline to a total volume of 
10 mL, every other day, starting from the day of PTCSL, for a total of 3 doses. We defined a session as a single 
intervention episode of PTCSL performed for hepatolithiasis. Patients were classified as having an infection if specific 
treatment (at least 3 days of antibiotic therapy) was initiated for one of the following reasons: 1. systemic signs of 

Figure 1 Flowchart of this study. 
Abbreviation: PTCSL, percutaneous transhepatic cholangioscopic lithotripsy.
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infection (eg, fever, elevated or decreased white blood cell count, increased C-reactive protein level, or elevated 
procalcitonin level); or 2. Detection of bacteria via blood or bile culture.17

Sepsis was diagnosed on the basis of the following criteria, recently redefined by the Sepsis-3 Working Group: (a) 
confirmed or suspected infection and (b) a postoperative sequential (sepsis-related) organ failure assessment (SOFA) 
score 2 or more points greater than the preoperative (baseline) score.18,19

PTCSL Procedures
For patients with preoperatively diagnosed hepatolithiasis and biliary infection, antibiotics were administered until the lead 
surgeon confirmed that the patient was fit to proceed with PTCSL treatment. For patients with positive bile cultures, 
antibiotics were selected based on the susceptibility of the identified bacteria, prioritizing antibiotics to which the bacteria 
were susceptible for targeted treatment. In the absence of bile culture results, empirical broad-spectrum intravenous 
antibiotics were administered. The same antibiotics were given 30 minutes before the PTCSL procedure. Regarding 
resistance patterns, we strictly followed the hospital’s antibiotic management guidelines and incorporated regional antibiotic 
resistance monitoring data to ensure the rational and scientific use of antibiotics. Patients without preoperative biliary 
infection received a single dose of broad-spectrum antibiotic prophylaxis 30 minutes prior to PTCSL. During the procedure, 
the biliary system was irrigated with saline solution via choledochoscope connected to 3-litre bags via an infusion set 
suspended 2.0 metres above. The irrigation speed was set to maximum. The PTCSL procedure was performed according to 
the standardized protocol after the induction of general anaesthesia.12 The surgical procedure includes both one-step and two- 
step PTCSL. For patients who underwent one-step PTCSL, the optimal puncture point and pathway were determined on the 
basis of preoperative imaging, and the procedure was performed according to established protocols. The target bile duct was 
punctured with an 18G needle (9013606, Zhengzhou Dior Medical Technology Company, China) under intraoperative 
ultrasonography guidance (DC-7T, Shenzhen Mindray Bio-Medical Electronics Company, China). The sinus was immedi-
ately expanded with biliary expanders from 8 Fr to 18 Fr (9013606, Zhengzhou Dior Medical Technology Company, China) 
via a stepwise procedure after a zebra guidewire (10S13508, Hunan Epte Medical Equipment Company, China) had been 
placed in the bile duct. Finally, a 16 Fr or 18 Fr protective sheath (G06444, Cook Medical Holdings LLC, America) was 
placed into the intrahepatic bile ducts to create a fistulous channel. A combination of a rigid choledochoscope (8968.405, 
Richard Wolf Company, Germany) and an electronic choledochoscope (EyeMax CDS11001, Nanjing Micro-Tech Company, 
China) was used to identify intrahepatic bile duct stones. For stones smaller than the diameter of the sheath, a basket or clamp 
(VDK-BAS-18-70-15-N4-D, Jiangsu Vedkang Medical Technology Company, China) was used for removal; larger stones 
were crushed with lithotripsy performed with a holmium laser (DHL-1-D, Wuxi Dahua Laser Device Company, China). All 
operational manipulations were performed within the protective sheath. Biliary drainage catheters (9013606, Zhengzhou 
Dior Medical Technology Company, China) were routinely placed through the fistulous channel in all patients postopera-
tively and maintained for a minimum of 1 month. A video of the one-step PTCSL procedure is available online 
(Supplementary Video 1). In contrast, two-step PTCSL is performed in two stages: the first stage involves PTCD for bile 
duct drainage under ultrasound or X-ray guidance; the second stage, typically after an interval of more than two weeks, is 
performed under general anesthesia. The drainage tube is removed, and a dilator is used to establish a passage from the 
surface to the intrahepatic bile duct stones, after which stone fragmentation and removal are performed. To guarantee that the 
procedures were performed safely and accurately, all PTCSL treatments and postoperative care were overseen by Dr. Yao 
Cheng, who has over a decade of experience and has performed at least 60 PTCSL sessions each year. For patients with 
complex hepatolithiasis, treatment was divided into two or more sessions.

Model Development
The incidence of sepsis following PTCSL is relatively low. To investigate this rare complication, a nested case-control 
study design was utilized. This design aims to minimize unquantifiable biases related to differences in surgeon experience, 
management, and other potential confounding factors across different time periods. All sessions with sepsis complications 
were included in the sepsis group (53 sessions in 46 patients). For each session in the sepsis group, two nonsepsis sessions 
were randomly selected from those performed within 14 days before or after the procedure.20–22 As a result, the sepsis group 
comprised 51 sessions in 44 patients, whereas the nonsepsis group comprised 102 sessions in 86 patients.

https://doi.org/10.2147/JIR.S513678                                                                                                                                                                                                                                                                                                                                                                                                                                                           Journal of Inflammation Research 2025:18 6206

Cheng et al                                                                                                                                                                          

Powered by TCPDF (www.tcpdf.org)Powered by TCPDF (www.tcpdf.org)

http://youtu.be/pPDEOFJEqRk


The matched sessions were randomly divided into training and validation sets at a 7:3 ratio. The training set was used 
for model development, whereas the validation set was used for model validation. The performance of the models was 
assessed with the area under the receiver operating characteristic curve (AUC). Model calibration was assessed with 
calibration curves, and decision curve analysis (DCA) was performed to evaluate the nomogram’s clinical benefits.

Statistical Analysis
Statistical analysis was performed using R (version 4.3.0) and SPSS (version 26.0.0) software. Normally distributed 
variables are presented as the mean ± standard deviation (SD) and were compared using Student’s t-test. Nonnormally 
distributed variables are presented as medians (interquartile ranges) and were compared using the Mann–Whitney U-test. 
Categorical variables are presented as frequencies (percentages) and were compared with the chi-square test. Variables 
included in the training set were subjected to least absolute shrinkage and selection operator (LASSO) regression analysis 
to identify potential features associated with the occurrence of sepsis. Then, multivariable logistic regression analysis was 
used to identify the variables independently associated with sepsis following PTCSL. A p value of < 0.05 was considered 
to indicate statistical significance.

Results
From 1 January 2016 to 1 July 2024, our hospital treated a total of 298 patients with hepatolithiasis who underwent 528 PTCSL 
sessions. Among them, 1 patient (1 session) required conversion to open surgery during the procedure, 3 patients (3 sessions) 
were diagnosed with sepsis prior to surgery, 7 patients (7 sessions) were diagnosed with liver abscesses prior to surgery, 4 patients 
(4 sessions) received preoperative antibiotic treatment for nonbiliary infections, and 12 patients (17 sessions) had malignant 
tumours. As a result, 271 patients (496 sessions) met the inclusion criteria. A total of 46 patients (53 sessions) diagnosed with 
sepsis were categorized into the sepsis group, among whom 1 patient (1 session) developed septic shock after surgery. To ensure 
an adequate sample size, 44 patients (51 sessions) in the sepsis group and 86 patients (102 sessions) in the non-sepsis group were 
successfully matched at a 1:2 ratio using the date of surgery as the matching criterion. Consequently, the final study comprised 
153 sessions, the data of which were then randomly assigned to the training and validation sets.

The incidence of sepsis complications was 10.69% (53 of 496 sessions) when defined per procedure and 16.97% (46 
of 271 patients) when defined per patient. The median interval between PTCSL and the onset of sepsis complications was 
1 day (interquartile range [IQR], 1–2 days), and the maximum interval was 7 days postoperatively. A short course of 
intravenous antibiotics was generally effective in treating all patients who developed postoperative sepsis. Unfortunately, 
three patients who developed postoperative sepsis died from liver failure (Supplementary Table 1). All three had a history 
of cirrhosis and exhibited signs of liver dysfunction prior to surgery.

Baseline Characteristics
A total of 153 PTCSL sessions meeting the criteria were included. Of the total sessions, primary hepatolithiasis was present in 
69 sessions (45.10%), while secondary hepatolithiasis accounted for 84 sessions (54.90%). Among these, the data of 107 
sessions were allocated to the training set, and those of 46 sessions were allocated to the validation set. Among the sessions, 51 
resulted in postoperative sepsis: 33 in the training set and 18 in the validation set (Table 1). There were significant differences 
in operation technique, stone location, cirrhosis, and postoperative prophylactic dexamethasone in the training set.

Variable Selection and Nomogram Construction
First, in the training set, preliminary screening was conducted via LASSO regression to identify potential predictors, 
ensuring the avoidance of model overfitting (Figure 2). Three candidate predictors were identified: operation technique, 
cirrhosis, and postoperative prophylactic dexamethasone. These three variables were then subjected to multivariable 
logistic regression analyses, which revealed (Table 2) that the two-step technique (odds ratio [OR]=0.170, 95% 
confidence interval [CI]: 0.048–0.599, P=0.006) and postoperative prophylactic dexamethasone (OR=0.267, 95% CI: 
0.101–0.703, P=0.008) were protective factors against the development of postoperative sepsis, whereas the presence of 
cirrhosis (OR=3.769, 95% CI: 1.474–9.638, P=0.006) was a risk factor for sepsis following PTCSL.
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Table 1 Baseline Characteristics of Patients With and Without Sepsis in the Training and Validation Sets

Training Set (n=107) Validation Set (n=46)

Without Sepsis (n=74) With Sepsis (n=33) P-Value Without Sepsis (n=28) With Sepsis (n=18) P-Value

Sex, N (%) Male 25(33.78%) 14(42.42%) 0.391 14(50%) 14(77.78%) 0.060

Female 49(66.22%) 19(57.58%) 14(50%) 4(22.22%)

Age†, Years 55(49–64) 54(45.5–58) 0.237 55(48.25–62.5) 50(45–59.25) 0.316

BMI, Mean ± SD 21.489±2.832 20.813±2.997 0.266 22.275±3.536 20.713±3.031 0.130

Hypertension, N (%) No 67(90.54%) 32(96.97%) 0.243 27(96.43%) 15(83.33%) 0.124

Yes 7(9.46%) 1(3.03%) 1(3.57%) 3(16.67%)

Diabetes, N (%) No 68(91.89%) 33(100%) 0.092 22(78.57%) 17(94.44%) 0.144

Yes 6(8.11%) 0(0%) 6(21.43%) 1(5.56%)

Cirrhosis, N (%) No 53(71.62%) 14(42.42%) 0.004 19(67.86%) 6(33.33%) 0.022

Yes 21(28.38%) 19(57.58%) 9(32.14%) 12(66.67%)

Child‒Pugh, N (%) Child A 63(85.14%) 32(96.97%) 0.073 26(92.86%) 16(88.89%) 0.641

Child B 11(14.86%) 1(3.03%) 2(7.14%) 2(11.11%)

Type of hepatolithiasis, N (%) Primary stones 32(43.24%) 16(48.48%) 0.615 13(46.43%) 8(44.44%) 0.895

Secondary 
hepatolithiasis

42(56.76%) 17(51.52%) 15(53.57%) 10(55.56%)

Number of PTCSL sessions, N (%) First 41(55.41%) 21(63.64%) 0.426 16(57.14%) 11(61.11%) 0.790

Non-first 33(44.59%) 12(36.36%) 12(42.86%) 7(38.89%)

Stone location, N (%) Non-bilateral bile duct 41(55.41%) 11(33.33%) 0.035 15(53.57%) 6(33.33%) 0.179

Bilateral bile ducts 33(44.59%) 22(66.67%) 13(46.43%) 12(66.67%)

Puncture method, N (%) B-ultrasound 69(93.24%) 31(93.94%) 0.893 27(96.43%) 16(88.89%) 0.312

DSA 5(6.76%) 2(6.06%) 1(3.57%) 2(11.11%)

Postoperative stone retention, N (%) No 36(48.65%) 13(39.39%) 0.375 14(50%) 2(11.11%) 0.007

Yes 38(51.35%) 20(60.61%) 14(50%) 16(88.89%)

Number of operating channels, N (%) Single-channel 31(41.89%) 12(36.36%) 0.590 17(60.71%) 5(27.78%) 0.029

Multi-channel 43(58.11%) 21(63.64%) 11(39.29%) 13(72.22%)

Operating time†, Minute 137.5(90–181.25) 130(105.5–165) 0.816 137.5(90.75–180) 168.5(148.75–211.25) 0.024

ASA class, N (%) ≤2 53(71.62%) 24(72.73%) 0.906 20(71.43%) 17(94.44%) 0.055

≥3 21(28.38%) 9(27.27%) 8(28.57%) 1(5.56%)

Intraoperative use of norepinephrine solution, N (%) No 53(71.62%) 26(78.79%) 0.436 23(82.14%) 8(44.44%) 0.008

Yes 21(28.38%) 7(21.21%) 5(17.86%) 10(55.56%)

Intraoperative puncture, N (%) No 56(75.68%) 20(60.61%) 0.113 21(75%) 7(38.89%) 0.014

Yes 18(24.32%) 13(39.39%) 7(25%) 11(61.11%)

Operation technique, N (%) One-step 7(9.46%) 8(24.24%) 0.042 3(10.71%) 5(27.78%) 0.136

Two-step 67(90.54%) 25(75.76%) 25(89.29%) 13(72.22%)

Preoperative antibiotic therapy, N (%) No 49(66.22%) 19(57.58%) 0.391 18(64.29%) 13(72.22%) 0.575

Yes 25(33.78%) 14(42.42%) 10(35.71%) 5(27.78%)

Postoperative prophylactic dexamethasone, N (%) No 17(22.97%) 16(48.48%) 0.008 3(10.71%) 9(50%) 0.003

Yes 57(77.03%) 17(51.52%) 25(89.29%) 9(50%)
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Albumin, Mean ± SD, (g/L) 38.676±4.527 40.027±4.122 0.146 40.686±4.316 39.094±4.428 0.233

Globulin, Mean ± SD, (g/L) 31.623±6.483 31.806±5.952 0.890 32.157±6.426 31.911±5.058 0.891

Alanine aminotransferase†, (U/L) 56.5(29.75–92.25) 54(23–87.5) 0.330 54(39–76.75) 63(31.5–110) 0.597

Aspartate aminotransferase†, (U/L) 48(31–82.25) 41(24.5–74) 0.242 42(35.5–68.25) 54(27.75–79.25) 0.884

Alkaline phosphatase†, (U/L) 177(120.75–326.75) 236(136.5–330) 0.632 245(134.75–344.25) 189(142.5–336) 0.620

GGT†, (U/L) 195.5(102.25–348) 244(172.5–401.5) 0.185 274.5(143–469.5) 274.5(189–350.75) 0.804

Total bilirubin†, (μmol/L) 15.9(9.2–25.725) 15.8(12.55–21.5) 0.542 15.45(11.325–24.9) 18.9(14.175–37.05) 0.196

Direct bilirubin†, (μmol/L) 8.25(3.775–17.975) 10.6(5.2–16.55) 0.576 8.7(5–13.525) 12.3(7.725–28.75) 0.081

Indirect bilirubin†, (μmol/L) 5.9(4.025–8.925) 5.2(3.85–8.5) 0.599 7.1(4.325–10.225) 6.65(3.525–10.375) 0.636

Total bile acids†, (μmol/L) 5.5(2.275–13.225) 7(2.7–13.8) 0.585 7.3(3.85–17.7) 6.4(3.375–14.825) 0.597

Prealbumin, Mean ± SD, (mg/L) 181.149±63.761 190.091±67.397 0.512 167.607±48.496 191.111±53.359 0.130

Haemoglobin, Mean ± SD, (g/L) 117.419±14.947 116.393±17.299 0.756 122.893±16.554 122.000±22.016 0.876

Leukocytes†, (×109/L) 5.53(4.2–7.0575) 4.9(3.78–5.74) 0.100 4.635(4.44–7.1925) 5.56(4.6875–5.93) 0.464

Neutrophil percentage, Mean ± SD,% 63.626±9.857 62.882±11.953 0.737 63.836±13.064 63.917±12.488 0.983

Neutrophil count†, (×109/L) 3.49(2.5425–4.6175) 3.23(2.06–3.97) 0.139 3.1(2.5575–4.155) 3.365(2.615–4.245) 0.804

Total lymphocyte count†, (×109/L) 1.37(0.9775–1.74) 1.26(0.85–1.74) 0.498 1.2(0.9575–1.515) 1.42(0.8475–1.84) 0.875

Platelet count†, (×109/L) 190(127.75–243.25) 163(140–180.5) 0.151 160.5(124.75–213.5) 179.5(128–224.25) 0.551

Prothrombin activity, Mean ± SD,% 98.622±16.983 99.636±13.897 0.764 99.929±13.627 98.611±13.382 0.749

PT-INR† 1.01(0.95–1.0925) 0.99(0.96–1.04) 0.653 1.005(0.945–1.09) 1.005(0.955–1.065) 0.892

Prothrombin time†, second 13.3(12.7–14.025) 13.1(12.65–13.6) 0.472 13.4(12.6–14.075) 13.3(12.775–14.075) 0.848

A/G ratio† 1.28(1.0175–1.4525) 1.27(1.14–1.48) 0.533 1.235(1.06–1.5025) 1.225(1.0675–1.45) 0.644

Notes: † Data are presented as the medians with the interquartile ranges in parentheses. 
Abbreviations: PTCSL, percutaneous transhepatic cholangioscopic lithotripsy; BMI, body mass index; ASA, American Society of Anesthesiologists; GGT, gamma-glutamyltransferase; PT-INR, prothrombin time-international normalized 
ratio; A/G, albumin/globulin; DSA, digital subtraction angiography; SD, standard deviation.
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To further validate the predictor variables, we also conducted univariable and multivariable logistic regression 
analyses for the overall group, obtaining similar results (Supplementary Table 2). A nomogram was constructed on the 
basis of these three variables (Figure 3).

Performance of the Sepsis Prediction Nomogram
The predictive performance of the nomogram is illustrated in Figure 4. The area under the curve was 0.756 (95% CI, 
0.658–0.853) in the training set (Figure 4A) and 0.762 (95% CI, 0.618–0.906) in the validation set (Figure 4B). The 
calibration curve plot indicated good concordance between the predicted probabilities and the observed sepsis rates in 
both the training and validation sets (Figure 4C and D). Moreover, the results of decision curve analysis indicated that the 
nomogram could yield favourable net clinical benefits (Figure 4E and F).

Discussion
This study revealed that sepsis occurred in 10.69% (53 out of 496 sessions) following PTCSL. Additionally, analysis of 
high-risk periods for sepsis after PTCSL revealed that the highest incidence occurred on postoperative day 1, reaching 
73.5%, followed by day 3, with an incidence of 13.2%. The independent predictive factors for sepsis after PTCSL 
identified in our study include the operation technique, cirrhosis, and postoperative prophylactic dexamethasone. Based 
on these variables, we developed a prediction model. A nomogram is a tool that combines multiple predictive factors, 
which might assist in making more well-considered decisions in clinical practice. For patients with cirrhosis, a two-step 
PTCSL approach could be taken into account, and postoperative prophylactic dexamethasone can be given to potentially 
decrease the risk of sepsis.

Notably, our previous studies explored the risk factors for the occurrence of SIRS after PTCSL.12 SIRS is a step in the 
sepsis cascade characterized by a systemic inflammatory response, which may be triggered by sterile inflammation; once an 

Figure 2 LASSO variable selection diagram. (A) Cross-validation curve of the LASSO regression analysis; (B) Coefficient path diagram of the risk variables.

Table 2 Results of Multivariable Logistic Regression for Creating the 
Prediction Model

OR 95% CI P-Value

Operation technique 0.170 0.048–0.599 0.006

Cirrhosis 3.769 1.474–9.638 0.006
Postoperative prophylactic dexamethasone 0.267 0.101–0.703 0.008

Abbreviations: CI, confidence interval; OR, odds ratio.
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infection occurs, it can potentially lead to the development of sepsis.18,23 Sepsis represents a more severe condition 
characterized by a dysregulated host response to infection and therefore has greater clinical value and diagnostic 
significance than SIRS. Thus, the latest diagnostic criteria for sepsis no longer rely on SIRS standards but instead use the 
updated SOFA scoring system.18 The SOFA score has high sensitivity and has become a standard tool for diagnosing 
sepsis.24 This new diagnostic approach is closely related to the research results of this study, providing a reliable basis for 
accurately identifying sepsis cases. We applied a matching method to minimize unquantifiable biases related to differences 
in surgeon experience, management, and other potential confounding factors across different time periods, ensuring that our 
findings would be reliable and scientifically rigorous. At the same time, this study included new variables such as 
postoperative prophylactic dexamethasone and operation technique, the were not considered in our previous research. 
The differing endpoints and the inclusion of new variables led to divergent findings from our previous work.

Continuing from the above, in the field of clinical treatment of hepatolithiasis, there are currently two main 
intervention methods: endoscopic and surgical interventions.2,25 However, compared with endoscopic treatments, 
surgical interventions may result in more significant trauma and a greater risk of complications.26,27 With advancements 
in minimally invasive endoscopic techniques, endoscopic stone removal has become an effective approach for treating 
hepatolithiasis. Endoscopic retrograde cholangiopancreatography (ERCP) combined with mother-baby cholangioscopy 
initially required two operators but has since evolved into a single-operator technique.28 However, the complexity and 
time-consuming nature of the procedure, along with the need for additional endoscopic equipment and the high degree of 
wear and tear on the cholangioscope, results in high costs.29 Hwang and Robert B successfully treated hepatolithiasis 
with PTCSL, a technique adapted from percutaneous nephrolithotomy (PCNL), leading to many similarities in the 
operating procedures between the two.30,31 PTCSL is an invasive procedure involving percutaneous transhepatic 
puncture of the bile duct to create a sinusoidal channel; thus, the associated risks and complications inherent to this 
invasiveness cannot be avoided.32 Theoretically, the PTCSL can be used to remove stones from any location, and the 
sinus tract can be retained as needed to allow repeated sessions for stone removal until the stones are completely cleared. 
This approach effectively relieves biliary obstruction, reduces biliary pressure, and facilitates drainage.10 The sinusoidal 
is gradually dilated, and a sheath is placed to allow repeated choledochoscopy for stone removal, allowing the procedure 
to be repeated as needed. Under normal conditions, liver cells are tightly connected, maintaining cell polarity through the 
functional bile canalicular structure, thereby forming a blood‒bile barrier essential for liver cell function.33,34 However, 
during PTCSL, puncturing or dilation procedures, along with lithotripsy, can damage blood vessels around the bile duct 
or its inner wall. Moreover, repeated stone removal can cause congestion and oedema of the bile duct wall. If bacteria are 
not promptly cleared, they are more likely to enter the bloodstream and cause infection. Additionally, an excessively 
elevated bile duct pressure can disrupt hepatocyte structure, weaken the blood‒bile barrier, and make it easier for bacteria 

Figure 3 Nomogram prediction model for the incidence of sepsis after percutaneous transhepatic cholangioscopic lithotripsy (PTCSL).

Journal of Inflammation Research 2025:18                                                                                          https://doi.org/10.2147/JIR.S513678                                                                                                                                                                                                                                                                                                                                                                                                   6211

Cheng et al

Powered by TCPDF (www.tcpdf.org)Powered by TCPDF (www.tcpdf.org)



Figure 4 Performance evaluation of the nomogram for predicting sepsis after percutaneous transhepatic cholangioscopic lithotripsy (PTCSL); (A) Receiver operating 
characteristic curve in the training set. (B) Receiver operating characteristic curve in the validation set. (C) Calibration curves in the training set. (D) Calibration curves in 
the validation set; (E) Decision curve analysis in the training set. (F) Decision curve analysis in the validation set. 
Abbreviations: AUC, area under the receiver operating characteristic curve; ROC, receiver operating characteristic.
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and endotoxins to enter the bloodstream, potentially leading to sepsis.12,13,35 Importantly, sepsis is a severe complication 
following PTCSL, but patient outcomes can be improved with early diagnosis and appropriate interventions.36,37

Previous studies have suggested that the risk of postoperative sepsis is greater in patients with cirrhosis than in those 
without cirrhosis.38 In our study, we reached the same conclusion: patients with cirrhosis were more likely to develop 
sepsis after PTCSL. The reason maybe behind this lies in the pathophysiological changes of cirrhosis. Cirrhosis causes 
the formation of pseudolobules, which shatters the structural integrity of hepatic lobules. This disruption creates an 
abnormal bile - blood pathway between capillary bile ducts and hepatic blood sinusoids.39,40 As a result, there is an 
increased probability of bacterial and toxin release into the circulation. The pathophysiology underlying the development 
of infection in cirrhotic patients involves altered haemodynamics, bacterial translocation, and immune dysfunction.41

After successful puncture, sinus tract dilation can be performed via either a one-step or two-step method. In this study, 
we recognized the potential influence of operation technique on the occurrence of postoperative complications and 
therefore incorporated it as a variable into our analysis. Our study revealed that patients who underwent the one-step 
PTCSL procedure were more likely to develop sepsis postoperatively. The one-step approach involves immediate dilation 
after puncture, which shortens the hospital stay time and allows for simultaneous choledochoscopy and stone 
extraction.42 However, since the sinus tract is not fully formed, this method can lead to significant bleeding and infection. 
On the other hand, the two-step method involves placing a drainage tube after puncture and delaying dilation until the 
tract has matured.32,43 Although this method takes longer, it significantly reduces intraoperative bleeding and post-
operative infection rates via the dilation of a relatively mature tract.13 A fresh tract is more prone to bleeding during 
repeated stone fragmentation and extraction, and increased biliary pressure facilitates bacterial entry into the blood-
stream. Conversely, a well-established sinus tract wall provides better outcomes during repeated choledochoscope 
procedures. Consequently, to ensure patient safety, lithotripsy should be delayed. Initially, PTCD can relieve obstructions, 
ensure smooth drainage, and reduce inflammation-induced oedema in the bile ducts. This approach effectively lowers 
biliary pressure and reduces the risk of sepsis.

In this retrospective study, we collected data on perioperative medication usage and observed that some patients 
received prophylactic dexamethasone treatment postoperatively. Aware of the potential influence of the lead surgeon’s 
clinical experience on the results, we employed a time-matching method to control for such differences during the same 
period. This was crucial to ensure the fairness and reliability of our study. Our analysis revealed that postoperative 
prophylactic dexamethasone could serve as a protective measure, effectively reducing the risk of postoperative sepsis. 
These preliminary findings provide a basis for further exploration of dexamethasone in preventing postoperative 
infectious complications, as it is a commonly used corticosteroid with anti-inflammatory, anti-endotoxin, and stress 
response-enhancing properties.44,45 Postoperative administration of a small dose of dexamethasone can alleviate oedema 
in bile duct epithelial cells, inhibit the release of proinflammatory mediators, and reduce the degree of inflammation in 
the bile ducts, assisting in controlling postoperative inflammation.46 Additionally, it can protect the patency of small bile 
ducts and improve bile drainage.47 To reduce the incidence of postoperative infectious complications, perioperative drug 
intervention, in addition to changing treatment strategies, is essential. Currently, there are no reports on the prophylactic 
use of dexamethasone after PTCSL. However, in some randomized controlled trials, the use of prophylactic dexametha-
sone has been shown to have positive effects on postoperative outcomes, such as improving liver function and reducing 
the incidence of postoperative complications.48–50 This is achieved by inhibiting systemic inflammation and oxidative 
stress through the reduction of inflammatory cytokines.50,51

There are several limitations to this study. The first is related to the retrospective nature of the study. The decision to use 
prophylactic dexamethasone postoperatively was based on the surgeon’s judgement, which could introduce potential bias. 
Furthermore, as a single-center study, the choice of operation techniques may be influenced by the experience level of the 
surgical team, the technical platform, and surgical habits, and future multicenter studies could help further validate these 
results. Additionally, due to the retrospective nature of this study and constraints limitations, some important factors were not 
systematically collected or analyzed. Furthermore, this study did not delve further into bile and blood cultures, and only some 
of the results are presented, as these procedures require time for bacterial growth and sensitivity testing, and the results are not 
promptly available postoperatively. Since postoperative infections often progress rapidly, clinical management typically relies 
on empirical antibiotic therapy, leading to gaps in clinical data and limiting our ability to explore this issue in depth.
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Conclusion
This study demonstrates for the first time that operation technique, cirrhosis, and postoperative prophylactic dexametha-
sone use are independent predictive factors for sepsis after PTCSL. A nomogram prediction model was established to 
predict the occurrence of sepsis after PTCSL. Future multicenter prospective studies are needed to further validate our 
findings and explore the role of these predictive factors.

Data Sharing Statement
All data generated or analyzed during this study are included in this article. For further information, please contact the 
corresponding author, Yao Cheng.

Ethics Approval and Informed Consent
Written informed consent was obtained from all participants. Individuals cannot be identified based on the data presented. 
We declare to ensure the confidentiality of patient data. The study was conducted according to the guidelines of the 
Declaration of Helsinki and approved by the Review Board of The Second Hospital of Chongqing Medical University 
(No.2018-207).

Author Contributions
All authors made a significant contribution to the work reported, whether that is in the conception and design, data 
acquisition, or data analysis and interpretation, participated in the drafting of the article or critically revising it for 
important intellectual content, agreed to submit to the current journal, gave final approval for the version to be published, 
and agreed to be accountable for all aspects of the work.

Funding
This work was supported by the National Natural Science Foundation of China (Grant Nos. 81701950 and 82172135), 
the Natural Science Foundation of Chongqing (Grant Nos. CSTC2021JCYJ-MSXMX0294 and CSTB2022NSCQ- 
MSX0058), the Medical Research Projects of Chongqing (Grant Nos. 2018MSXM132 and 2023ZDXM003 and 
2024JSTG028), the Joint Project of Pinnacle Disciplinary Group and the Kuanren Talents Program of the Second 
Affiliated Hospital of Chongqing Medical University.

Disclosure
The authors report no conflicts of interest in this work.

References
1. Motta RV, Saffioti F, Mavroeidis VK. Hepatolithiasis: epidemiology, presentation, classification and management of a complex disease. World 

J Gastroenterol. 2024;30(13):1836–1850. doi:10.3748/wjg.v30.i13.1836
2. Lorio E, Patel P, Rosenkranz L, Patel S, Sayana H. Management of Hepatolithiasis: review of the Literature. Curr Gastroenterol Rep. 2020;22(6):30. 

doi:10.1007/s11894-020-00765-3
3. Kubo S, Shinkawa H, Asaoka Y, et al. Liver Cancer Study Group of Japan Clinical Practice Guidelines for Intrahepatic Cholangiocarcinoma. Liver 

Cancer. 2022;11(4):290–314. doi:10.1159/000522403
4. Suzuki Y, Mori T, Yokoyama M, et al. A proposed severity classification system for hepatolithiasis based on an analysis of prognostic factors in 

a Japanese patient cohort. J Gastroenterol. 2018;53(7):854–860. doi:10.1007/s00535-017-1410-6
5. Wang Y, Huang A, Guo D, et al. Evaluating prognostic value of biliary stone in intrahepatic cholangiocarcinoma by propensity score matching 

analysis. J Cancer. 2023;14(7):1257–1271. doi:10.7150/jca.74275
6. Torres OJM, Coelho FF, Kalil AN, et al. Surgical resection for non-Asian intrahepatic lithiasis: the Brazilian experience. Asian J Surg. 2021;44 

(3):553–559. doi:10.1016/j.asjsur.2020.11.011
7. Wang S, Wu S. Percutaneous transhepatic choledochoscopy in the management of hepatolithiasis: a narrative review. Quant Imaging Med Surg. 

2024;14(7):5164–5175. doi:10.21037/qims-24-421
8. Anand TK, Basumani P, Ravi R. Percutaneous transhepatic cholangioscopic lithotripsy: a useful technique in the management of difficult biliary 

stones. Indian J Gastroenterol. 2023;42(6):857–859. doi:10.1007/s12664-023-01414-z
9. Zhang P, Dang X, Li X, Liu B, Wang Q. Enhanced recovery after surgery in percutaneous transhepatic cholangioscopic lithotripsy for patients with 

hepatolithiasis and choledocholithiasis. Surg Open Sci. 2024;20:38–44. doi:10.1016/j.sopen.2024.05.015

https://doi.org/10.2147/JIR.S513678                                                                                                                                                                                                                                                                                                                                                                                                                                                           Journal of Inflammation Research 2025:18 6214

Cheng et al                                                                                                                                                                          

Powered by TCPDF (www.tcpdf.org)Powered by TCPDF (www.tcpdf.org)

https://doi.org/10.3748/wjg.v30.i13.1836
https://doi.org/10.1007/s11894-020-00765-3
https://doi.org/10.1159/000522403
https://doi.org/10.1007/s00535-017-1410-6
https://doi.org/10.7150/jca.74275
https://doi.org/10.1016/j.asjsur.2020.11.011
https://doi.org/10.21037/qims-24-421
https://doi.org/10.1007/s12664-023-01414-z
https://doi.org/10.1016/j.sopen.2024.05.015


10. Lamanna A, Maingard J, Bates D, Ranatunga D, Goodwin M. Percutaneous transhepatic laser lithotripsy for intrahepatic cholelithiasis: a technical 
report. J Med Imaging Radiat Oncol. 2019;63(6):758–764. doi:10.1111/1754-9485.12952

11. Tao H, Wang P, Sun B, Li K, Zhu C. One-Step Multichannel Percutaneous Transhepatic Cholangioscopic Lithotripsy Applied in Bilateral 
Hepatolithiasis. World J Surg. 2020;44(5):1586–1594. doi:10.1007/s00268-020-05368-7

12. Cheng L, Niu J, Cheng Y, et al. Risk Factors for Systemic Inflammatory Response Syndrome After Percutaneous Transhepatic Cholangioscopic 
Lithotripsy. J Inflamm Res. 2024;17:2575–2587. doi:10.2147/JIR.S453653

13. Ou Y, Li J, Liang C, et al. Risk factors analyses associated with postoperative infection in choledochoscopy for intrahepatic bile duct stones (IHDs): 
a single-center retrospective study in real-world setting. Surg Endosc. 2024;38(4):2050–2061. doi:10.1007/s00464-024-10737-7

14. Ramchandani M, Pal P, Reddy DN. Endoscopic management of acute cholangitis as a result of common bile duct stones. Dig Endosc. 2017;29 
(2):78–87. doi:10.1111/den.12848

15. van der Poll T, van de Veerdonk FL, Scicluna BP, Netea MG. The immunopathology of sepsis and potential therapeutic targets. Nat Rev Immunol. 
2017;17(7):407–420. doi:10.1038/nri.2017.36

16. Turan AS, Jenniskens S, Martens JM, et al. Complications of percutaneous transhepatic cholangiography and biliary drainage, a multicenter 
observational study. Abdom Radiol. 2022;47(9):3338–3344. doi:10.1007/s00261-021-03207-4

17. Póvoa P, Coelho L, Dal-Pizzol F, et al. How to use biomarkers of infection or sepsis at the bedside: guide to clinicians. Intensive Care Med. 2023;49 
(2):142–153. doi:10.1007/s00134-022-06956-y

18. Singer M, Deutschman CS, Seymour CW, et al. The Third International Consensus Definitions for Sepsis and Septic Shock (Sepsis-3). JAMA. 
2016;315(8):801–810. doi:10.1001/jama.2016.0287

19. Seymour CW, Kennedy JN, Wang S, et al. Derivation, Validation, and Potential Treatment Implications of Novel Clinical Phenotypes for Sepsis. 
JAMA. 2019;321(20):2003–2017. doi:10.1001/jama.2019.5791

20. Li X, Zhang Y, Wang X, et al. Predicting Infectious Complications after Percutaneous Thermal Ablation of Liver Malignancies: a 12-year 
Single-Center Experience. Radiology. 2023;308(2):e223091. doi:10.1148/radiol.223091

21. Gao Y, Gan X. A novel nomogram for the prediction of subsyndromal delirium in patients in intensive care units: a prospective, nested 
case-controlled study. Int J Nurs Stud. 2024;155:104767. doi:10.1016/j.ijnurstu.2024.104767

22. Blum DL, Koyama T, M’Koma AE, et al. Chemokine markers predict biochemical recurrence of prostate cancer following prostatectomy. Clin 
Cancer Res. 2008;14(23):7790–7797. doi:10.1158/1078-0432.CCR-08-1716

23. Matsuda N, Hattori Y. Systemic inflammatory response syndrome (SIRS): molecular pathophysiology and gene therapy. J Pharmacol Sci. 2006;101 
(3):189–198. doi:10.1254/jphs.CRJ06010X

24. Qiu X, Lei YP, Rx Z. SIRS, SOFA, qSOFA, and NEWS in the diagnosis of sepsis and prediction of adverse outcomes: a systematic review and 
meta-analysis. Expert Rev Anti Infect Ther. 2023;21(8):891–900. doi:10.1080/14787210.2023.2237192

25. Fujita N, Yasuda I, Endo I, et al. Evidence-based clinical practice guidelines for cholelithiasis 2021. J Gastroenterol. 2023;58(9):801–833. 
doi:10.1007/s00535-023-02014-6

26. Yamamoto R, Tazuma S, Kanno K, et al. Ursodeoxycholic acid after bile duct stone removal and risk factors for recurrence: a randomized trial. 
J Hepatobiliary Pancreat Sci. 2016;23(2):132–136. doi:10.1002/jhbp.316

27. Lei J, Huang J, Yang X, Zhang Y, Yao K. Minimally invasive surgery versus open hepatectomy for hepatolithiasis: a systematic review and meta 
analysis. Int J Surg. 2018;51:191–198. doi:10.1016/j.ijsu.2017.12.038

28. Tringali A, Lemmers A, Meves V, et al. Intraductal biliopancreatic imaging: European Society of Gastrointestinal Endoscopy (ESGE) technology 
review. Endoscopy. 2015;47(8):739–753. doi:10.1055/s-0034-1392584

29. Tonozuka R, Nagai K, Tsuchiya T, et al. Potential versatile uses of a novel ultra-thin peroral cholangioscope. J Hepatobiliary Pancreat Sci. 2024;31 
(3):e11–e3. doi:10.1002/jhbp.1390

30. Hwang MH, Mo LR, Yang JC, Lin CS. Percutaneous transhepatic cholangioscopic ultrasonic lithotripsy (PTCS-USL) in the treatment of retained or 
recurrent intrahepatic stones. Gastrointest Endosc. 1987;33(4):303–306. doi:10.1016/S0016-5107(87)71604-6

31. Nadler RB, Rubenstein JN, Kim SC, et al. Percutaneous hepatolithotomy: the Northwestern University experience. J Endourol. 2002;16 
(5):293–297. doi:10.1089/089277902760102776

32. Suhocki PV. Commentary on “Long-term outcome of percutaneous transhepatic cholangioscopic lithotomy for hepatolithiasis”. Am J Gastroenterol. 
2003;98(12):2589–2590. doi:10.1111/j.1572-0241.2003.08773.x

33. Gamal W, Treskes P, Samuel K, et al. Low-dose Acetaminophen induces early disruption of cell-cell tight junctions in human hepatic cells and 
mouse liver. Sci Rep. 2017;7(1):37541. doi:10.1038/srep37541

34. Pradhan-Sundd T, Monga SP. Blood-Bile Barrier: morphology, Regulation, and Pathophysiology. Gene Expr. 2019;19(2):69–87. doi:10.3727/ 
105221619X15469715711907

35. Jirouskova M, Nepomucka K, Oyman-Eyrilmez G, et al. Plectin controls biliary tree architecture and stability in cholestasis. J Hepatol. 2018;68 
(5):1006–1017. doi:10.1016/j.jhep.2017.12.011

36. Goh KH, Wang L, Yeow AYK, et al. Artificial intelligence in sepsis early prediction and diagnosis using unstructured data in healthcare. Nat 
Commun. 2021;12(1):711. doi:10.1038/s41467-021-20910-4

37. Evans L, Rhodes A, Alhazzani W, et al. Surviving sepsis campaign: international guidelines for management of sepsis and septic shock 2021. 
Intensive Care Med. 2021;47(11):1181–1247. doi:10.1007/s00134-021-06506-y

38. Johnson KM, Newman KL, Green PK, et al. Incidence and Risk Factors of Postoperative Mortality and Morbidity After Elective Versus Emergent 
Abdominal Surgery in a National Sample of 8193 Patients With Cirrhosis. Ann Surg. 2021;274(4):e345–e54. doi:10.1097/SLA.0000000000003674

39. Bunchorntavakul C, Chamroonkul N, Chavalitdhamrong D. Bacterial infections in cirrhosis: a critical review and practical guidance. World 
J Hepatol. 2016;8(6):307–321. doi:10.4254/wjh.v8.i6.307

40. Li H. Intercellular crosstalk of liver sinusoidal endothelial cells in liver fibrosis, cirrhosis and hepatocellular carcinoma. Dig Liver Dis. 2022;54 
(5):598–613. doi:10.1016/j.dld.2021.07.006

41. Durst MM, Eitzen EA, Benken ST. Comparison of Vasopressor Duration in Septic Shock Patients With and Without Cirrhosis. Ann Pharmacother. 
2021;55(8):970–979. doi:10.1177/1060028020980727

Journal of Inflammation Research 2025:18                                                                                          https://doi.org/10.2147/JIR.S513678                                                                                                                                                                                                                                                                                                                                                                                                   6215

Cheng et al

Powered by TCPDF (www.tcpdf.org)Powered by TCPDF (www.tcpdf.org)

https://doi.org/10.1111/1754-9485.12952
https://doi.org/10.1007/s00268-020-05368-7
https://doi.org/10.2147/JIR.S453653
https://doi.org/10.1007/s00464-024-10737-7
https://doi.org/10.1111/den.12848
https://doi.org/10.1038/nri.2017.36
https://doi.org/10.1007/s00261-021-03207-4
https://doi.org/10.1007/s00134-022-06956-y
https://doi.org/10.1001/jama.2016.0287
https://doi.org/10.1001/jama.2019.5791
https://doi.org/10.1148/radiol.223091
https://doi.org/10.1016/j.ijnurstu.2024.104767
https://doi.org/10.1158/1078-0432.CCR-08-1716
https://doi.org/10.1254/jphs.CRJ06010X
https://doi.org/10.1080/14787210.2023.2237192
https://doi.org/10.1007/s00535-023-02014-6
https://doi.org/10.1002/jhbp.316
https://doi.org/10.1016/j.ijsu.2017.12.038
https://doi.org/10.1055/s-0034-1392584
https://doi.org/10.1002/jhbp.1390
https://doi.org/10.1016/S0016-5107(87)71604-6
https://doi.org/10.1089/089277902760102776
https://doi.org/10.1111/j.1572-0241.2003.08773.x
https://doi.org/10.1038/srep37541
https://doi.org/10.3727/105221619X15469715711907
https://doi.org/10.3727/105221619X15469715711907
https://doi.org/10.1016/j.jhep.2017.12.011
https://doi.org/10.1038/s41467-021-20910-4
https://doi.org/10.1007/s00134-021-06506-y
https://doi.org/10.1097/SLA.0000000000003674
https://doi.org/10.4254/wjh.v8.i6.307
https://doi.org/10.1016/j.dld.2021.07.006
https://doi.org/10.1177/1060028020980727


42. Wang P, Sun B, Huang B, et al. Comparison Between Percutaneous Transhepatic Rigid Cholangioscopic Lithotripsy and Conventional 
Percutaneous Transhepatic Cholangioscopic Surgery for Hepatolithiasis Treatment. Surg Laparosc Endosc Percutan Tech. 2016;26(1):54–59. 
doi:10.1097/SLE.0000000000000222

43. Chen Z, Hua Z, Lin R, Zhuang H, Liu X. A Two-Step Method for Percutaneous Transhepatic Choledochoscopic Lithotomy. J Vis Exp. 2022;2022 
(187):1.

44. Rao Z, Brunner E, Giszas B, et al. Glucocorticoids regulate lipid mediator networks by reciprocal modulation of 15-lipoxygenase isoforms affecting 
inflammation resolution. Proc Natl Acad Sci U S A. 2023;120(35):e2302070120. doi:10.1073/pnas.2302070120

45. Martinelli S, Anderzhanova EA, Bajaj T, et al. Stress-primed secretory autophagy promotes extracellular BDNF maturation by enhancing MMP9 
secretion. Nat Commun. 2021;12(1):4643. doi:10.1038/s41467-021-24810-5

46. Lu H. Narrative Review: glucocorticoids in Alcoholic Hepatitis-Benefits, Side Effects, and Mechanisms. J Xenobiot. 2022;12(4):266–288. 
doi:10.3390/jox12040019

47. Alvaro D, Gigliozzi A, Marucci L, et al. Corticosteroids modulate the secretory processes of the rat intrahepatic biliary epithelium. 
Gastroenterology. 2002;122(4):1058–1069. doi:10.1053/gast.2002.32374

48. Huang C, Zhu XD, Shi GM, et al. Dexamethasone for postoperative hyperbilirubinemia in patients after liver resection: an open-label, randomized 
controlled trial. Surgery. 2019;165(3):534–540. doi:10.1016/j.surg.2018.09.002

49. Steinthorsdottir KJ, Awada HN, Schultz NA, et al. Preoperative high-dose glucocorticoids for early recovery after liver resection: randomized 
double-blinded trial. BJS Open. 2021;5(5). doi:10.1093/bjsopen/zrab063.

50. Huang Y, Xu L, Wang N, et al. Preoperative dexamethasone administration in hepatectomy of 25-min intermittent Pringle’s maneuver for 
hepatocellular carcinoma: a randomized controlled trial. Int J Surg. 2023;109(11):3354–3364. doi:10.1097/JS9.0000000000000622

51. Hasegawa Y, Nitta H, Takahara T, et al. Glucocorticoid use and ischemia-reperfusion injury in laparoscopic liver resection: randomized controlled 
trial. Ann Gastroenterol Surg. 2020;4(1):76–83. doi:10.1002/ags3.12298

Journal of Inflammation Research                                                                                               

Publish your work in this journal 
The Journal of Inflammation Research is an international, peer-reviewed open-access journal that welcomes laboratory and clinical findings on 
the molecular basis, cell biology and pharmacology of inflammation including original research, reviews, symposium reports, hypothesis 
formation and commentaries on: acute/chronic inflammation; mediators of inflammation; cellular processes; molecular mechanisms; pharmacology 
and novel anti-inflammatory drugs; clinical conditions involving inflammation. The manuscript management system is completely online and 
includes a very quick and fair peer-review system. Visit http://www.dovepress.com/testimonials.php to read real quotes from published authors.  

Submit your manuscript here: https://www.dovepress.com/journal-of-inflammation-research-journal

Journal of Inflammation Research 2025:18 6216

Cheng et al                                                                                                                                                                          

Powered by TCPDF (www.tcpdf.org)Powered by TCPDF (www.tcpdf.org)

https://doi.org/10.1097/SLE.0000000000000222
https://doi.org/10.1073/pnas.2302070120
https://doi.org/10.1038/s41467-021-24810-5
https://doi.org/10.3390/jox12040019
https://doi.org/10.1053/gast.2002.32374
https://doi.org/10.1016/j.surg.2018.09.002
https://doi.org/10.1093/bjsopen/zrab063
https://doi.org/10.1097/JS9.0000000000000622
https://doi.org/10.1002/ags3.12298
https://www.dovepress.com
http://www.dovepress.com/testimonials.php
https://www.facebook.com/DoveMedicalPress/
https://twitter.com/dovepress
https://www.linkedin.com/company/dove-medical-press
https://www.youtube.com/user/dovepress

	Introduction
	Material and Methods
	Patients
	Data Collection and Definitions
	PTCSL Procedures
	Model Development
	Statistical Analysis

	Results
	Baseline Characteristics
	Variable Selection and Nomogram Construction
	Performance of the Sepsis Prediction Nomogram

	Discussion
	Conclusion
	Data Sharing Statement
	Ethics Approval and Informed Consent
	Author Contributions
	Funding
	Disclosure

