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Abstract 

Background: Diabetes mellitus is associated with an increased risk of complications after abdominal surgery. We 
evaluated retrospectively the impact of preoperative risk factors and outcome of diabetic patients after laparoscopic 
cholecystectomy (LC) compared with open cholecystectomy (OC) for symptomatic gallstones. 

Objective: To determine Laparoscopic cholecystectomy in obese diabetic women 

Methods: A cross-sectional study was conducted at Shifa International hospital Islamabad Pakistan, which was 
performed between April 2020 and March 2022. The total number of patients in our study were 100. The number of 
female patients were 95 and male were 5. In 100 consecutive patients who underwent for blood tests and some 
diagnostic tests too. We included only old age people in our study age above than 40 years. We took BMI for every 
patients. Data was tabulated and analyzed by SPSS. 

Results: In a current study total 100 patients were enrolled. The minimum age of patients were 40 and the maximum 
age of the patients were 80. The mean age were 11.81±10.2 years. The minimum BMI were 30 and maximum BMI were 
40. The mean BMI were 3.041±13.5. The minimum Operation hours were 1 and maximum Operation hours were 2. The
mean of the operation hours were 1.045±3.76. 

Fig 1, shows us gender distribution, in which 95 were female patients while 5 were male patients. The frequency of male 
patients were 95 and the percentage were 95. The frequency of female patients were 5 and its percentage were 5. The 
frequency of nausea patients were 16 and its percentage were 16. The frequency of vomiting patients were 84 and its 
percentage were 84. The frequency of sever right abdominal patients was present in 97 patients and was not present in 
3 patients. The frequency of diabetes mellitus 97 and its percentage were 97 while the frequency of diabetes mellitus 
were not present in 3 patients. 

75% of patients were cholelithiasis while 25% of patients were not affected by cholelithiasis. The second figure shows 
18 % of patients have choledocholithiasis and 82 % of patients were not affected by this disease. The third figure shows 
that 3% of patients have cholecystitis while 97% of patients were not affected by this type of disease. The fourth figure 
shows that type 2 Diabetes mellitus were present in 97% of patients while were not present in 3% of patients. 

Conclusion: Laparoscopic cholecystectomy as a new technique for the treatment of cholecystectomy. The main benefit 
of laparoscopic cholecystectomy for diabetic patients is that the wound recovers fast and its no major complications. In 
our study females were as compared to males. The operation time is from 1 to 2 hours on laparoscopic Cholecystectomy. 

http://creativecommons.org/licenses/by/4.0/deed.en_US
https://wjbphs.com/
https://doi.org/10.30574/wjbphs.2024.17.2.0067
https://crossmark.crossref.org/dialog/?doi=10.30574/wjbphs.2024.17.2.0067&domain=pdf


World Journal of Biology Pharmacy and Health Sciences, 2024, 17(02), 163–169 

164 

Keywords: Diabetes Mellitus (DM); Laparoscopic Cholecystectomy; Obesity; Cholecystocholedocholithiasis (CCL); 
Cholelithiasis. 

1. Introduction 

According to estimates from the International Diabetes Federation (IDF), 415 million people worldwide suffer from 
diabetes, with type 2 diabetes mellitus (T2DM) accounting for 91% of cases [1]. 8.8% of the world's population has 
diabetes, and the IDF estimates that by 2040, there will be 642 million cases worldwide.[1] Diabetes, often known as 
diabetes mellitus, is a metabolic illness characterized by persistently elevated blood sugar levels (World Health 
Organization, 2014).[2] The signs and symptoms include hyperosmolar coma, increased thirst, hunger, and frequent 
urination. [3] Obesity is become an international issue. The rising number of fat people has spread throughout the 
country, not just in the US.[4] Cholelithiasis is a significant issue in contemporary medicine. The most frequent 
operations in general surgery are gallbladder surgeries for cholelithiasis. At the moment, laparoscopic procedures are 
used to perform most cholecystectomies. According to recent epidemiological research, persons with liver disorders 
and cardiac insufficiency are more likely to develop gallstone disease.[5] It has been discovered that the frequency of 
cholelithiasis in diabetic patients is two to three times higher than in subjects without diabetes.[6] A number of 
variables, including prior abdominal surgery, acute infection, coronary heart disease, diabetes mellitus, and obesity, 
have been linked to an increased risk of operative morbidity in open cholecystectomy (OC).[7] Factors that raise the 
risk of intraoperative laparoscopic complications and the need for a conversion include male gender, age, the presence 
of gallbladder empyema, acute inflammation of the gallbladder, and preoperative ultrasonographic findings of increased 
gallbladder wall thickness. Systemic inflammatory response syndrome is defined by elevated inflammatory parameters, 
such as elevated white blood cell count and C-reactive protein. [8,9] Following every surgical treatment, postoperative 
discomfort, nausea, and vomiting are among the most common consequences. Between 46 and 72 percent of patients 
experience postoperative nausea and vomiting (PONV), and these symptoms continue despite decades of progress in 
understanding the pathophysiology of pain and PONV as well as advancements in less invasive procedures.[10,11] By 
using exact surgical technique, careful tissue dissection, and excellent visualization of anatomical landmarks, injuries 
during laparoscopic cholecystectomy can be avoided. In a difficult situation, intraoperative cholangiography should be 
used.[12,13] Throughout the world, one of the most popular general surgical procedures is laparoscopic 
cholecystectomy (LC). It is linked to a 10 percent overall complication rate and an increased risk of biliary damage. 
[14,15] One cannot overstate the significance of LC's safe operation.[16] Cholecystocholedocholithiasis (CCL), another 
name for the condition that occurs when gallstones and common bile duct (CBD) stones coexist, is one of the most 
prevalent clinical conditions that affects 8–20% of gallstone patients.[17,18,19,20] Currently, the most common 
minimally invasive method of treating CCL involves either endoscopic retrograde cholangiopancreatography (ERCP) 
plus laparoscopic cholecystectomy (ERCP+LC) or laparoscopic CBD exploration (LCBDE) plus laparoscopic 
cholecystectomy (LCBDE+LC).[21, 22] A common occurrence is acute cholecystitis (AC), for which laparoscopic 
cholecystectomy (LC) is now the accepted course of treatment.[23,24] 

2. Materials and methods 

A cross-sectional study was conducted at Shifa International hospital Islamabad Pakistan, which was performed 
between April 2020 and March 2022. The total number of patients in our study were 100. The number of female patients 
were 95 and male were 5. In 100 consecutive patients who underwent for blood tests and some diagnostic tests too. We 
included only old age people in our study age above than 40 years. We took BMI for every patients. Data was tabulated 
and analyzed by SPSS. 

3. Results 

Table 1 Mean age, BMI and Opertation time of all the enrolled patients (n=100) 

Variables   Minimum   Maximum Mean±SD 

Age (Years)  40 80 11.81±10.2 

 BMI (KG/m2) 30 40 3.041±13.5 

 Operation hours 1 2 1.045±3.76 

In a current study total 100 patients were enrolled. The minimum age of patients were 40 and the maximum age of the 
patients were 80. The mean age were 11.81±10.2 years. The minimum BMI were 30 and maximum BMI were 40. The 
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mean BMI were 3.041±13.5. The minimum Operation hours were 1 and maximum Operation hours were 2. The mean 
of the operation hours were 1.045±3.76. 

Table 2 Patient characteristics of enrolled patients (n=100) 

Variables      

Gender  Frequency  Percentage  

Male  95  95 

Female  5 5 

Nausea/ vomiting 

Nausea 16 16 

Vomiting 84 84 

Sever right Abdominal Pain 

 YES 97 97 

 NO 3 3 

Diabetes Mellitus 

 YES 97 97 

 NO 3 3 

Cholelithiasis 

 YES 75 75 

 NO 25 25 

Choledocholithiasis 

 YES 18 18 

 NO 82 82 

Cholecystitis 

 YES 3 3 

 NO 97 97 

Complications 

Bile leak  1 1 

Bleeding 3 3 

Surgical site infection 10 10 

No major comlication 86 86 

Laparoscopic Cholecystectomy 

YES 96 96 

NO 4 4 

In table 2, The frequency of male patients were 95 and the percentage were 95. The frequency of female patients were 
5 and its percentage were 5. The frequency of nausea patients were 16 and its percentage were 16. The frequency of 
vomiting patients were 84 and its percentage were 84. The frequency of sever right abdominal patients was present in 
97 patients and was not present in 3 patients. The frequency of diabetes mellitus 97 and its percentage were 97 while 
the frequency of diabetes mellitus were not present in 3 patients. The frequency of cholelithiasis were present in 75 
patients and its percentage were 75. The frequency of cholelithiasis were not present in 25 patients and its percentage 
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were 25. The frequency of choledocholithiasis were present in 18 patients and its percentage were 18. The frequency 
of choledocholithiasis were not present in 82 patients and its percentage were 82. The frequency of cholecystitis were 
present in 3 patients and its percentage were 3. The frequency of cholecystitis were not present in 97 patients and its 
percentage were 97. The frequency complication of bile leak were 1 and its percentage were same. The frequency of 
bleeding were 3 and its percentage were 3. The frequency of surgical site infection were 10 and its complications were 
same. The frequency of no major complication were 86 and its percentage were 86 too. The frequency of laparoscopic 
cholecystectomy were done in 96 patients and its percentage were 96% while the frequency of laparoscopic 
cholecystectomy were not done in 4 patients and its percentage were 4%. 

Table 3 Mean and SD of Blood Test and BMI of all the enrolled patients (n=100) 

  Means  SD 

Blood Test 

ALP (IU/L)  210.9 40.68 

ALT (u/L)  237.0 60.4 

BMI (KG/M2)  35.11 3.04 

In Table 3, The mean of the ALP blood test were 210.9 (IU/L) and its SD value were 40.68. The mean of the ALT blood 
test were 237.0(u/L) and its SD value were 60.4 (u/L). The mean of BMI were 35.11 (Kg/m2) and its SD value were 3.04 
(u/L).  

 

Figure 1 Gender distribution (n=100) 

Fig 1, shows us gender distribution, in which 95 were female patients while 5 were male patients 
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Figure 2 Pie chart of Cholelithiasis, cholecystitis, choledocholithiasis and Diabetes mellitus 

In Fig 2, the first figure shows 75% of patients were cholelithiasis while 25% of patients were not affected by 
cholelithiasis. The second figure shows 18 % of patients have choledocholithiasis and 82 % of patients were not affected 
by this disease. The third figure shows that 3% of patients have cholecystitis while 97% of patients were not affected 
by this type of disease. The fourth figure shows that type 2 Diabetes mellitus were present in 97% of patients while 
were not present in 3% of patients. 

4.  Discussion 

Lately, early LC has established itself as the norm for treating AC. However, extensive local inflammation might make it 
difficult for surgeons to perform LC for AC, which can raise the risk of postoperative complications such bile leakage, 
common bile duct injury, and bowel injury. [25,26,27] Obesity is a global issue at the moment. It has grown to be a bigger 
issue in Japan as well as in Western nations. According to our research, the percentage of women and young individuals 
increases with BMI. This appears to be a worldwide trend and is consistent with the findings of a prior study.[28] 
Hospital stays varied in duration from 1 to 13 days (with a median of 2 days and a range of 1 to 3 days for non-difficult 
cases) and a minimum of 4 days and a maximum of 13 days recorded for complicated cases.[29] It is debatable if 
gallbladder perforation during LC affects the emergence of postoperative infection. Gallbladder stone cases have a 
positive bile culture rate that ranges from 10% to 20%. [30] 

5. Conclusion 

Laparoscopic cholecystectomy as a new technique for the treatment of cholelithiasis. The main benefit of laparoscopic 
cholecystectomy for diabetic patients is that the wound recovers fast and its no major complications. In our study 
females were as compared to males. The operation time is from 1 to 2 hours on laparoscopic Cholecystectomy. 
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