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First Trimester Prediction of Gestational 
Diabetes using a Predictive Model 

of Biochemical Parameters- 
A Longitudinal Study

INTRODUCTION
Gestational Diabetes Mellitus is defined as carbohydrate intolerance 
with onset or first recognition during pregnancy [1,2]. GDM 
affects 7% of all pregnancies worldwide [3]. Current international 
guidelines recommend screening for GDM between 24-28 weeks 
of gestational age. Also current evidence indicates that about 40-
66% of GDM can be identified even earlier during pregnancy [4,5]. 
It has been proven that early diagnosis and prompt treatment can 
effectively reduce and can even avoid many of the maternal and 
foetal complication [6,7]. Most of the current international diagnostic 
criteria were derived from 2nd or 3rd trimester data and none from 
the 1st trimester. Hence the diagnosis of GDM in early pregnancy by 
either Fasting Plasma Glucose (FPG) or Oral Glucose Tolerance Test 
(OGTT) values is not evidence based [8]. 

Recently there has been interest in the first trimester biomarkers 
that can be predictive of GDM. There are very few studies on 
this subject and have varied conclusions making it hard to be of 
clinical utility. Some of the first trimester biomarkers that have been 
investigated include maternal serum Sex Hormone Binding Globulin 
(SHBG), high Sensitive C-reactive Protein (hsCRP), uric acid, 
creatinine and albumin and other special novel markers [9]. Among 
these, one of the widely investigated markers is serum uric acid. It is 
well known that serum uric acid is a marker of metabolic syndrome 

and has been linked with insulin resistance outside pregnancy. The 
Glomerular Filtration Rate (GFR) increases by 50% during normal 
pregnancy, leading to decrease in the serum creatinine and uric acid 
levels. So, it can be hypothesised that it is abnormal if the uric acid 
and creatinine levels do not fall in first trimester and those women 
will be predisposed to metabolic syndrome with an increased risk 
of developing GDM [10]. Similarly serum albumin levels is altered 
by haemodilution with added effect from the reduced liver function 
in GDM [11]. We undertook this study to evaluate the utility of 
measuring serum uric acid, albumin and creatinine in first trimester 
in predicting the development of GDM using the current diagnostic 
criteria between 24-28 weeks. 

MATERIALS AND METHODS
This longitudinal prospective observational study was conducted in 
the Department of Obstetrics and Gynaecology at the SRM Institute 
of Science and Technology, Kancheepuram, Tamil Nadu, India 
from January 2017 to July 2018 after obtaining Institutional Ethics 
Committee (IEC) approval (1124/IEC/2017). A written informed 
consent was taken from all participants [Table/Fig-1].

Inclusion criteria: All pregnant women in the first trimester (<15 weeks) 
attending antenatal clinic were enrolled after taking written consent. 
Flowchart shows the recruitment of participants in the study.
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ABSTRACT
Introduction: Current international guidelines recommend screening 
for Gestational Diabetes Mellitus (GDM) between 24-28 weeks of 
gestational age. It has been proven that early diagnosis and prompt 
treatment can effectively reduce and can even avoid many of the 
maternal and foetal complications. There are no accepted methods 
of testing before the recommended 24-28 weeks which can predict 
the development of GDM.

Aim: To develop a risk based predictive model using clinical and 
biochemical parameters for predicting the development of GDM 
in the first trimester.

Materials and Methods: This longitudinal prospective observational 
study was conducted in the Department of Obstetrics and 
Gynaecology at the SRM Institute of Science and Technology, 
Kancheepuram, Tamil Nadu, India from January 2017 to July 2018 
and included 120 pregnant women with gestational age <15 weeks 
over a period of 18 months. Detailed history, height, weight, Body 
Mass Index (BMI) and blood pressure were recorded followed by 
measurement of serum creatinine, uric acid and albumin. At 24-
28 weeks of gestation, screening for GDM was performed according 
to Diabetes in Pregnancy Study group of India (DIPSI) criteria. 
Predictive modelling using step-wise linear regression to choose the 

best model that can predict the development of GDM was performed. 
A Receiver Operating characteristic Curve (ROC) was constructed 
to identify the best cut-off value that can predict the development 
of GDM.

Results: A total of 130 pregnant women who fulfilled the inclusion 
criteria were enrolled for the study. Ten women were lost to 
follow-up in 2nd trimester. Final cohort consisted of 120 women 
and 19 (15.8%) of them developed GDM based on DIPSI criteria 
between 24-28 weeks. Rest 101 (84.2%) did not develop GDM. 
Significant correlation was found between BMI (r=0.49, p<0.005), 
systolic Blood Pressure (BP) (r=0.35, p<0.005) and diastolic 
BP (r=0.33, p<0.005) with GDM. There was significant increase 
in creatinine and uric acid (p<0.005) and decrease in albumin 
(p<0.005) in GDM as compared to non GDM. First trimester uric 
acid >3.35 mg/dL showed sensitivity of 100% and specificity of 
84.2% for predicting GDM. Predictive modelling showed that 
model containing uric acid, creatinine and albumin had a higher 
correlation (r=0.82) with Plasma Glucose (PG) as compared to other 
models containing uric acid alone or uric acid and creatinine. 

Conclusion: It is possible to predict the development of GDM 
early  in the first trimester using this predictive model of 
biochemical parameters with high accuracy.
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STATISTICAL ANALYSIS
Descriptive statistics was done for all data and were reported in 
terms of mean±standard deviation (SD) and percentages. Continuous 
variables were analysed with unpaired t-test and ANOVA, and 
categorical variables with Chi-Square test and Fischers-exact test. 
Pearson’s correlation coefficient was calculated to see the correlation 
between plasma glucose levels and various parameters. Predictive 
modelling has been done using step-wise linear regression to choose 
the best model that can predict the development of GDM. A ROC 
was constructed to identify the best cut-off value that can predict the 
development of GDM. Statistically significance was considered with 
p-value <0.05. Statistical Package for the Social Sciences (SPSS) 
version 16 and Microsoft Excel 2007 were used for data analysis.

RESULTS
A total of 130 pregnant women who fulfilled the inclusion criteria 
were enrolled for the study. Ten women were lost to follow-up in 
2nd trimester. Final cohort consisted of 120 women and 19 (15.8%) 
of them developed GDM based on DIPSI criteria between 24-
28  weeks. Rest 101 (84.2%) did not develop GDM. They were 
screened again between 32-36 weeks using DIPSI and all had 
two hour PG <140 mg/dL. 

The mean age of pregnant women was 26.4 years with a range of 
18-38 years. In the first trimester, the mean value of serum uric acid, 
creatinine and albumin were found to be 2.9 mg/dL, 0.8 mg/dL and 
3.5 g/dL, respectively. The pregnancy outcomes showed that the 
mean gestational age at delivery was 36.8 weeks and the mean 
birth weight was 3.1 kg [Table/Fig-2].

Continuous variables Mean±SD

Age (years) 26.4±4.9

BMI (kg/m2) 23.7±2.4

Systolic BP (mmHg) 118.8±13.5

Diastolic BP (mmHg) 76±10.1

1st trimester uric acid (mg/dL) 2.9±0.9

1st trimester creatinine (mg/dL) 0.8±0.3

1st trimester albumin (g/dL) 3.5±0.6

2nd trimester uric acid (mg/dL) 3.4±0.9

2nd trimester creatinine (mg/dL) 0.9±0.3

2nd trimester albumin (g/dL) 3.1±0.6

Gestational age of delivery (weeks) 36.8±2.2

Birth weight (kg) 3.1±0.6

[Table/Fig-2]:	 Clinical and laboratory findings of 120 pregnant women.

Age groups (years) Non GDM, N (%) GDM, N (%)

≤20 13 (12.8%) 3 (15.7%)

21-25 29 (28.7%) 8 (42.1%)

26-30 31 (30.6%) 6 (31.5%)

>30 28 (27.7%) 2 (10.5%)

[Table/Fig-3]:	 Age distribution of pregnant women with and without GDM.

Exclusion criteria: Women with first trimester two hour plasma 
glucose >140 mg/dL, known renal and liver disease, pregestational 
diabetes, history of GDM, chronic hypertension, gout, smoking 
and alcohol intake, taking drugs known to increase uric acid levels, 
thyroid disorders and multiple pregnancy. Pregnant women with 
pregestational diabetes, history of GDM in the prior pregnancy 
and chronic hypertension were excluded to avoid confounding 
and selection bias. Also DIPSI was performed in the first trimester 
and excluded the pregnant women with two hour plasma glucose 
>140 mg/dL. This important step was performed to avoid including 
the pregnant women who can be easily diagnosed as overt diabetic 
or GDM in the first trimester thereby avoiding selection bias.

Study Procedure
During the first visit before 15 weeks, a detailed history and clinical 
examination was performed and gestational age was confirmed 
with Ultrasonography (USG). Height, weight and blood pressure 
were measured. BMI was calculated and the BMI categories based 
on the  revised consensus for Asian Indians was used underweight 
(<18.5 kg/m2), normal (18.5-22.9 kg/m2), overweight (23.0-24.9 kg/m2) 
and obese (≥25 kg/m2) [12]. Serum uric acid, creatinine and albumin 
were measured using appropriate laboratory methods and had prefix I 
to denote first trimester measurements. Serum uric acid was estimated 
using uricase method. Serum creatinine was estimated using Jaffe’s 
method and serum albumin was estimated using bromocresol green 
dye binding method [13-15].

About 75 g of glucose mixed with water irrespective of fasting 
status was then given orally and two hour plasma glucose level was 
measured. Those with plasma glucose ≥140 mg/dL were excluded 
from the study and referred for further workup of GDM/overt DM. 
Patients with plasma glucose <140 mg/dL were included in the 
study and were followed-up.

During the second visit between 24-28 weeks, screening for GDM 
was performed according to DIPSI [16]. Using 75 g of oral glucose 
load irrespective of fasting state, two hour plasma glucose was 
measured and two groups were categorised: (1) GDM (≥140 mg/
dL) and (2) Non GDM (<140 mg/dL). Serum uric acid, creatinine and 
albumin were also measured again and and had prefix II to denote 
second trimester measurements. Subjects were followed till term/
termination of pregnancy. Non GDM group were tested using DIPSI 
again at 32-36 weeks and those with plasma glucose ≥140 mg/dL 
were excluded from the study. 

[Table/Fig-1]:	 Flowchart of recruitment of participants.

In the age distribution, dominant age group was 21-30 years in 
both GDM and non GDM groups. About 42.1% of GDM group 
were  between 21-25 years, as compared to only 28.7% in the 
non GDM group [Table/Fig-3].

Mean BMI was 23.2±2.1 and 26.7±1.6 kg/m2 in non GDM and 
GDM groups, respectively. Among the non GDM mothers, 45 were 
in the  oevrweight category and 24 were in obese category. In 
contrast, in the GDM group, all except one were in the obese 
category [Table/Fig-4].

Overall the foetal complications were found in 24 (20%) cases. 
Among the GDM and non GDM mothers, foetal complications were 
noted in 10 (52%) and 14 (14%), respectively [Table/Fig-5].
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Foetal complications
Non GDM

N (%) 
GDM
N (%)

Birth injury 0 (0) 1 (5.2)

Hyperbilirubinaemia 2 (2) 2 (10.5)

Hypoglycaemia 1 (1) 2 (10.5)

IUGR 4 (4) 1 (5.2)

MAS 3 (3) 1 (5.2)

RDS 1 (1) 1 (5.2)

Sepsis 3 (3) 1 (5.2)

Stillbirth 0 (0) 1 (5.2)

Maternal complications

Abortion 2 (2) 2 (10.5)

Polyhydramnios 2 (2) 1 (5.2)

PPH 3 (3) 3 (15.7)

Preeclampsia 9 (9) 3 (15.7)

[Table/Fig-5]:	 Foetal and maternal complications in GDM and non GDM groups.
IUGR: Intrauterine growth restriction; MAS: Meconium aspiration syndrome; RDS: Respiratory 
distress syndrome; PPH: Postpartum haemorrhage

Parameters

GDM group

p-valueMean (N=101) Mean (N=19)

Age (years) 26.7±4.8 25.1±5.2 0.19

BMI (kg/m2) 23.2 ±2.1 26.7±1.6 0.005

Systolic BP (mmHg) 116.7±13.1 129.5±10.3 0.005

Diastolic BP (mmHg) 74.6±9.9 83.7±8.3 0.005

1st trimester uric acid (mg/dL) 2.7±0.7 4.6±0.7 0.005

1st trimester creatinine (mg/dL) 0.7±0.2 1.3±0.2 0.005

1st trimester albumin (g/dL) 3.6±0.5 2.8±0.4 0.005

2nd trimester uric acid (mg/dL) 3.1±0.7 4.8±0.6 0.005

2nd trimester creatinine (mg/dL) 0.8±0.2 1.3±0.2 0.005

2nd trimester albumin (g/dL) 3.2±0.6 2.4±0.3 0.005

Gestational age at delivery (weeks) 37.1±1.8 35.4±3.4 0.50

Birth weight (kg) 3.1±0.5 3.1±1 1.00

[Table/Fig-6]:	 Comparison between GDM and non GDM groups by using ANOVA.

Parameters Correlation coefficient (r)

BMI 0.49

Systolic BP 0.35

Diastolic BP 0.33

1st trimester uric acid 0.72

1st trimester creatinine 0.71

1st trimester albumin -0.63

2nd trimester uric acid 0.74

2nd trimester creatinine 0.72

2nd trimester albumin -0.65

[Table/Fig-7]:	 Pearson’s correlation coefficient of clinical and laboratory parameters 
with plasma glucose.

Model Predictors R
R 

Square
Adjusted 
R Square

Std. error 
of the 

estimate df1 df2

Model 1
1st trimester 
uric acid

0.72 0.52 0.52 10.79 1 118

Model 2
1st trimester 
uric acid and 
creatinine

0.80 0.64 0.63 9.46 1 117

Model 3

1st trimester 
uric acid, 
creatinine 
and albumin

0.82 0.67 0.67 9.01 1 116

[Table/Fig-8]:	 Linear regression by using step-wise method to detect the best 
predictor models.

[Table/Fig-4]:	 BMI distribution of pregnant women with and without GDM.
was to detect abnormality in first trimester that can predict GDM. 
The three best predictive models using biochemical parameters 
were designed. Model three has higher correlation (r=0.82) with 
blood glucose level as compared to other models [Table/Fig-8]. 
Models using the clinical parameters that were statistically significant 
between GDM and non GDM group did not show adequate power 
to predict the development of GDM.

The ROC curves were constructed to determine the best cut-off 
value for each parameter in predicting GDM. For uric acid, cut-
off value was found to be 3.35 mg/dL at sensitivity of 100% and 
specificity of 84.2%. Similarly it was 0.95 mg/dL at sensitivity of 
89.5% and specificity of 93% for serum creatinine [Table/Fig-9]. 
For serum albumin, the cut-off value was very difficult to decide 
upon because if we tried to gain upon the sensitivity, the specificity 
was losing and vice versa. The best cut-off found was 2.55 mg/dL 
showing a good sensitivity of 73.7% with extremely low specificity 
of only 1%.

DISCUSSION
In present study significant difference was found in mean values 
of BMI, systolic and diastolic BP, first trimester serum uric acid, 

Significant difference in mean values of BMI, systolic and diastolic 
BP, first and second trimester findings of uric acid, creatinine and 
albumin were found between the two groups [Table/Fig-6].

It was found that for systolic and diastolic BP and BMI, there was 
low positive correlation. Moderate negative correlation was seen 
for both first and second trimester serum albumin. High positive 
correlation was seen for both first and second trimester uric acid 
and creatinine [Table/Fig-7].

A step-wise predictive modelling was performed by taking the clinical 
and biochemical parameters of the first trimester as the intention 

[Table/Fig-9]:	 ROC curve to detect the best cut-off of biochemical parameter to 
predict GDM.
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creatinine and albumin between the diabetic and normal pregnant 
women. GDM prevalence of 15.8% in the present study matches 
the reported data 3. Dominant age group was 21-30 years in both 
GDM and non GDM groups. On a closer look, 42% of GDM group 
were between 21-25 years, as compared to only 28% in the non 
GDM group. It points towards the increasing incidence of GDM 
among young women implying early onset of disease with long term 
consequences. 

Obesity was an established risk factor for both pregestational 
diabetes and GDM. In present study, mean BMI in non GDM group 
was lower than the GDM group and was statistically significant. 
These results strongly support obesity as an important risk factor 
in the development of GDM. Another important factor which has 
been associated with both pregestational diabetes and GDM is 
hypertension and the relation has been established for both essential 
hypertension and preeclampsia. Present study results were in 
concordance with the existing studies with higher mean systolic and 
diastolic BP in GDM as compared to normal pregnant women and 
the difference showed high statistical significance [17-19].

Foetal complications were noted in 14% and 52% and maternal 
complications in 16% and 47% in non GDM and GDM groups, 
respectively. This was one of the main factors that necessitate early 
diagnosis of GDM thereby initiating appropriate treatment at the 
right time to reduce the harmful faetomaternal outcomes [1,20]. 

Out of the three parameters, uric acid has been the most studied 
biomarker as it is an established marker related to metabolic 
syndrome and also preeclampsia. Study by Laughon SK et al., 
concluded that pregnant women with elevated uric acid in the 
highest quartile showed a 3.25 fold increased risk of developing 
GDM [21]. Study by Rasika C et al., showed that first trimester uric 
acid had better association with GDM than second trimester levels 
in a small cohort [22]. Another study investigated the association 
between serum uric acid, creatinine and albumin levels in 112 
pregnant women out of which 56 developed GDM. They found 
that only serum creatinine showed statistical difference between 
the two groups while serum uric acid and albumin did not reach 
statistical significance [23]. These conflicting results could be due to 
two factors: (1) Biochemical parameters were measured between 
24-28 weeks and not in the first trimester (2) Serum uric acid was 
higher in the diabetic group but did not reach statistical significance 
which could be due to sample size and statistical methodology. 
Another study which measured many biomarkers in 269 pregnant 
women, found no significant difference in the serum uric acid, 
albumin and creatinine between diabetic and normal mothers. It 
was speculated that this could be due to exclusion of women who 
developed preeclampsia during the course of pregnancy and not 
excluding those with prior history of GDM. 

In the present cohort, it was found that in first trimester serum uric 
acid >3.35 mg/dL and serum creatinine >0.95 mg/dL showed 
high sensitivity and specificity in predicting GDM. Sahin Aker S et 
al., found that GDM can be predicted with 100% sensitivity using 
a serum uric acid cut-off of 3.95 mg/dL [24]. Laughon SK et al., 
showed that pregnant women with uric acid >3.5 mg/dL had a 3.25-
fold increased risk of developing GDM [21]. Wolak T et al., similarly 
showed that uric acid in the highest quartile is associated with 
increased risk for both GDM and mild preeclampsia [25]. Also Zhou 
J et al., measured lipids and uric acid in 1000 women at 20 weeks 
of gestation and found that increased uric acid is associated with 
two fold risk for preeclampsia and a 2.34 fold risk for GDM [26]. The 
present study’s findings confirm the association of uric acid with 
GDM and also the early pregnancy uric acid levels in present study 
were similar to those reported by others. 

Three best predictive models were found and out of which model 
three which included uric acid along with creatinine and albumin 
showed higher correlation with blood glucose levels as compared 
to other models. Adding the significant clinical parameters did not 

improve the predictive ability of above models. This was again 
consistent with the current recommendation of universal screening 
for GDM as opposed to risk based screening methods. 

Limitation(s)
Sample size was relatively smaller. The present study used the 
DIPSI criterion which is widely adopted in the Indian setup although 
its diagnostic accuracy is debatable. 

CONCLUSION(S)
Present study findings supported that measurement of simple 
biochemical markers could be helpful in predicting the development 
of GDM before 15 weeks which is well ahead the routine screening 
period of 24-28 weeks. Normal organogenesis happens around 
eight weeks of gestation. Hence in the future, larger multicentre 
trials need to be designed to evaluate the significance of these 
biomarkers in the early weeks of gestation, thereby helping in very 
early prediction of GDM. This in turn can lead to optimal treatment 
early in the pregnancy with significant reduction or even prevention 
of faetomaternal complications. 

References 
	 Proceedings of the 4[1] th International Workshop-Conference on Gestational 

Diabetes Mellitus. Chicago, Illinois, USA. 14-16 March 1997. Diabetes Care. 
1998;21(Suppl 2):B1-167.

	 Practice bulletin no. 180: Gestational diabetes mellitus. Obstet Gynecol. [2]
2017;130:e17-e37.

	 Seshiah V, Balaji V, Balaji MS, Paneerselvam A, Arthi T, Thamizharasi M, et [3]
al. Prevalence of gestational diabetes mellitus in South India (Tamil Nadu)-a 
community based study. J Assoc Physicians India. 2008;56:329-33.

	 Meyer WJ, Carbone J, Gauthier DW, Gottmann D. Early gestational glucose [4]
screening and gestational diabetes. J Reprod Med. 1996;41:675-79.

	 Nahum GG, Wilson SB, Stanislaw H. Early-pregnancy glucose screening for [5]
gestational diabetes mellitus. J Reprod Med. 2002;47:656-62.

	 Crowther CA, Hiller JE, Moss JR, McPhee AJ, Jeffries WS, Robinson JS, et al. [6]
Effect of treatment of gestational diabetes mellitus on pregnancy outcomes. New 
England Journal of Medicine. 2005;352:(24)2477-86. Available at: https://www.
nejm.org/doi/full/10.1056/NEJMoa042973.

	 Damm P. Gestational diabetes mellitus and subsequent development of overt [7]
diabetes mellitus. Dan Med Bull. 1998;45:495-09.

	 Classification and diagnosis of diabetes: Standards of medical care in [8]
diabetes—2018. Diabetes Care. 2018;41:S13-S27. Available at: http://care.
diabetesjournals.org/content/diacare/41/Supplement_1/S13.full.pdf.

	 Maged AM, Moety GA, Mostafa WA, Hamed DA. Comparative study between [9]
different biomarkers for early prediction of gestational diabetes mellitus. J Matern 
Fetal Neonatal Med. 2014;27(11):1108-12.

	 Nagalakshmi CS, Devaki RN, Akila P, Suma KB. Exploration of the clinico-[10]
biochemical parameters to explain the altered renal mechanisms in gestational 
diabetes mellitus. J Clin Diagn Res. 2012;6(Suppl-1):369-71.

	 Khan R, Khan Z, Javed K, Ali K. Effect of gestational diabetes on blood sugar, [11]
liver and renal function tests. J Ayub Med Coll Abbottabad. 2012;24:95-98.

	 Misra A, Chowbey P, Makkar BM, Vikram NK, Wasir JS, Chadha D, et al. [12]
Consensus statement for diagnosis of obesity, abdominal obesity and the 
metabolic syndrome for asian indians and recommendations for physical activity, 
medical and surgical management. J Assoc Physicians India. 2009;57:163-70.

	 Liao F, Zhao YS, Zhao LN, Tao J, Zhu XY, Liu L, et al. Evaluation of a kinetic [13]
uricase method for serum uric acid assay by predicting background absorbance 
of uricase reaction solution with an integrated method. Journal of Zhejiang 
University Science B. 2006;7:497-02. Available at: https://pubmed.ncbi.nlm.nih.
gov/16691645. https://www.ncbi.nlm.nih.gov/pmc/articles/PMC1473994/.

	 Doumas BT, Peters T Jr. Serum and urine albumin: A progress report on their [14]
measurement and clinical significance. Clin Chim Acta. 1997;258:03-20.

	 Toora BD, Rajagopal G. Measurement of creatinine by jaffe’s reaction-[15]
determination of concentration of sodium hydroxide required for maximum color 
development in standard, urine and protein free filtrate of serum. Indian J Exp 
Biol. 2002;40:352-54.

	 Anjalakshi C, Balaji V, Balaji MS, Ashalata S, Suganthi S, Arthi T, et al. A single test [16]
procedure to diagnose gestational diabetes mellitus. Acta Diabetol. 2009;46:51-54.

	 Bryson CL, Ioannou GN, Rulyak SJ, Critchlow C. Association between gestational [17]
diabetes and pregnancy-induced hypertension. American Journal of Epidemiology. 
2003;158:1148-53. Available at: http://dx.doi.org/10.1093/aje/kwg273.

	 Ostlund I, Haglund B, Hanson U. Gestational diabetes and preeclampsia. Eur J [18]
Obstet Gynecol Reprod Biol. 2004;113:12-16.

	 Roberts R. Hypertension in women with gestational diabetes. Diabetes Care. [19]
1998;21(Suppl 2):B27-32.

	 Reece EA. The fetal and maternal consequences of gestational diabetes mellitus. [20]
J Matern Fetal Neonatal Med. 2010;23:199-203.

	 Laughon SK, Catov J, Provins T, Roberts JM, Gandley RE. Elevated first-trimester [21]
uric acid concentrations are associated with the development of gestational 
diabetes. Am J Obstet Gynecol. 2009;201(4):402 e1-5.



www.jcdr.net	 Yegu Palaniappan et al., First Trimester Prediction of Gestational Diabetes

Journal of Clinical and Diagnostic Research. 2022 Sep, Vol-16(9): QC01-QC05 55

	 Rasika C, Samal S, Ghose S. Association of elevated first trimester serum uric [22]
acid levels with development of gdm. J Clin Diagn Res. 2014;8:OC01-05.

	 Gungor ES, Danisman N, Mollamahmutoglu L. Relationship between serum uric [23]
acid, creatinine, albumin and gestational diabetes mellitus. Clin Chem Lab Med. 
2006;44:974-77.

	 Sahin Aker S, Yuce T, Kalafat E, Seval M, Söylemez F. Association of first trimester [24]
serum uric acid levels gestational diabetes mellitus development. Turk J Obstet 
Gynecol. 2016;13(2):71-74.

	 Wolak T, Sergienko R, Wiznitzer A, Paran E, Sheiner E. High uric acid level during [25]
the first 20 weeks of pregnancy is associated with higher risk for gestational 
diabetes mellitus and mild preeclampsia. Hypertens Pregnancy. 2012;31:307-15.

	 Zhou J, Zhao X, Wang Z, Hu Yali. Combination of lipids and uric acid in mid-[26]
second trimester can be used to predict adverse pregnancy outcomes. J Matern 
Fetal Neonatal Med. 2012;25:2633-38.

PARTICULARS OF CONTRIBUTORS:
1.	 Assistant Professor, Department of Obstetrics and Gynaecology, Dhanalakshmi Srinivasan Medical College, Perambalur, Tamil Nadu, India.
2.	 Professor, Department of Obstetrics and Gynaecology, SRM Medical College, Chennai, Tamil Nadu, India.
3.	 Professor, Department of Obstetrics and Gynaecology, SRM Medical College, Chennai, Tamil Nadu, India.
4.	 Associate Professor, Department of Obstetrics and Gynaecology, SRM Medical College, Chennai, Tamil Nadu, India.

PLAGIARISM CHECKING METHODS: [Jain H et al.]

•  Plagiarism X-checker: Feb 17, 2022
•  Manual Googling: May 26, 2022
•  iThenticate Software: May 24, 2022 (12%)

Etymology: Author OriginNAME, ADDRESS, E-MAIL ID OF THE CORRESPONDING AUTHOR:
Dr. Yegu Palaniappan,
No. 3028, Indira Nagar, 2nd Street, Machuvadi Post, Pudukkottai, Tamil Nadu, India.
E-mail: yegupalan@gmail.com

Date of Submission: Feb 11, 2022
Date of Peer Review: May 03, 2022
Date of Acceptance: May 27, 2022

Date of Publishing: Sep 01, 2022

Author declaration:
•  Financial or Other Competing Interests:  None
•  Was Ethics Committee Approval obtained for this study?  Yes
•  Was informed consent obtained from the subjects involved in the study?  Yes
•  For any images presented appropriate consent has been obtained from the subjects.  NA

http://europeanscienceediting.eu/wp-content/uploads/2016/11/ESENov16_origart.pdf

