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INTRODUCTION
GDM is defined as carbohydrate intolerance of variable severity with 
onset or first recognition during pregnancy. It is the most common 
medical complication of pregnancy with high maternal and fetal 
mortality and morbidity [1]. About 2% to 5% of the total pregnancies 
may be affected by diabetes mellitus. Among pregnancies 
complicated by diabetes mellitus, about 65% cases involve GDM, 
whereas 35% cases are associated with pre-existing diabetes 
mellitus [2]. Studies carried out in different parts of India found 
the prevalence of GDM ranges from 6.6% to 7.1% [3,4]. Kerala 
is known as the Diabetic capital of India [5]. The global increase 
in diabetes occurs because of population ageing and growth, 
increasing trends towards obesity, unhealthy diet and sedentary life 
style. The incidence of diabetes continues to rise and increasingly 
affect individuals of all ages including young adult, children and 
women of child bearing age during pregnancy. The increasing 
prevalence of type 2 diabetes in general and in younger people in 
particular has led to an increase in number of pregnancies with this 
complication [1]. Racial differences in population also influence the 
disease prevalence and perinatal outcome in GDM [6].

Umbilical cord, though outlives its usefulness at birth is having 
a paramount importance in intrauterine life as it is the only vital 
link between the mother and the fetus. It is composed of two 
arteries and one vein to maintain the feto-maternal exchange of 
oxygen, nutrients and waste products. These blood vessels are 
surrounded with wharton’s jelly, a gelatinous stroma and covered 
by a single layer of amnion to provide flexibility, mobility and 
strength to resist compression, while at the same time allows the 
fetus to move freely [7].

Umbilical cord lacks vasa vasorum and depends on the blood in 
the umbilical vessels and wharton’s jelly for its nutrition and hence 
vulnerable to hypoxic injuries easily [8].

The morphology of the umbilical cord is important in understanding 
feto-maternal functional relationship. It can provide more clinically 
useful information about the placental state, as well as impeding 
fetal jeopardy. Diabetes exerts a heavy toll on the vascular system. 
Vessels of all sizes are affected from aorta down to the smallest 
arterioles and capillaries [9]. Maternal diabetes significantly influences 
the expression of genes in the umbilical cord and alters the umbilical 
vessel phenotype, with possible long term consequences for the 
neonate [10]. GDM causes rupture of endothelium of umbilical 
arteries, unduly dilated umbilical vein, disruption and degeneration 
of muscle fibers and empty spaces in the wharton’s jelly [11] which 
would definitely have effects on umbilical cord gross morphology. 
GDM is an alarming threat with specific ethnicity and exacerbating 
factors. In the the present study we observed the morphological 
differences in GDM umbilical cords, an antenatal detection of 
which would be helpful in identifying the impact of GDM on the 
umbilical cord and alert the physician of the upcoming threat and 
to choose the correct line of treatment to reduce the fetomaternal 
complications.

MATERIALS AND METHODS

Study Design
This was a population based comparative study conducted in the 
Department of Anatomy in PK DAS Institute of Medical Sciences, 
Palakkad from December 2015-June 2018. According to the 
present criteria of the American Diabetic Association [12] mothers 
confirmed with pregnancy complicated by GDM and mothers with 
normal pregnancy following normal vaginal deliveries or caesarean 
section, within 36th to 40th week of gestation, were included in the 
study. Women having any other pathological abnormalities like 
pre-eclampsia, eclampsia, heart, liver, renal diseases, endocrine 
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ABSTRACT
Introduction: Gestational Diabetes Mellitus (GDM) has great 
effects on umbilical cord gross morphology. Antenatal detection 
of altered morphology would be helpful to identify the impact of 
GDM on umbilical cord to reduce fetomaternal complications.

Aim: To assess and compare the morphological features of 
umbilical cord among gestational diabetic and normal subjects.

Materials and Methods: The study was conducted in the 
Department of Anatomy, PK Das Institute of Medical Sciences 
Palakkad, Kerala, India. The subjects included in this present 
study were divided into two groups. Group I consisted of normal 
non-diabetic pregnant women (n=52) and group II consisted of 
mothers with GDM (n=59). A total of 111 placentas along with the 
umbilical cord were collected and morphological parameters of 
umbilical cord such as length, diameter, circumference, coiling 

index, insertion, knots and number of vessels were noted. 
Descriptive statistical analysis was done using the statistical 
software SPSS version 23.0.

Results: Mean diameter (1.303±0.1884) and circumference 
(4.073±0.595) were found more in GDM mothers than normal 
(1.163±0.1815 and 3.648±0.5952) which was statistically 
significant (p-value 0.0001). No significant changes were 
observed in length, coiling index, mode of insertion and false 
knots among GDM and normal. The number of umbilical 
cord vessels was same in both the groups and true knots 
were absent.

Conclusion: Knowledge about the variation in the morphometric 
measurements of umbilical cord is important for the early 
detection of the maternal complications and to prevent the 
adverse fetal outcome.
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DISCUSSION
Umbilical cord is the only lifeline between the fetus and mother. 
The sustenance of fetus in the intrauterine life depends upon the 
morphological and functional aspects of umbilical cord. In the 
present study we observed and compared the morphological 
and morphometric parameters of umbilical cord such as length, 
diameter, circumference, coiling index, mode of insertion, knots 
and number of vessels in both the GDM and normal pregnancies. 
Variations in the number and type of vessels present in the umbilical 
cord can be associated with GDM causing congenital anomalies, 

disorders, malignancies and in normal pregnancies mothers 
having familial history of diabetes was excluded. After ethical 
approval from institutional ethical committee (IEC No-IEC/12-
2/2015) and written consent from the patient, 59 GDM and 52 
normal umbilical cords attached to placenta were procured from 
the operation theatre and labour room, Department of Obstetrics 
and Gynaecology of PK DAS Institute of Medical Sciences. The 
sample size was calculated based on a comparative study by 
Rafiqul A et al., taking morphometic measurements of cord and 
artery as variables and decided to be 30 GDM and 30 normal 
cases to make the study statistically significant [13]. All the 
available specimens were collected during the study period. The 
collected specimens were tagged and washed thoroughly to 
remove blood and mucus. After examining the number of vessels 
at the cut end of the umbilical cord from the fetal side, the number 
of knots was observed in the entire length of the cord.

The umbilical cord insertion was considered velamentous when 
it was located in the membranes, furcated when there was split 
in umbilical vessels and left wharton’s jelly before reaching the 
chorionic plate surface, marginal when the distance between the 
cord insertion and the placental margin was less than 1 cm and 
central when the cord is placed at the centre and 1 cm away from 
the centre and the remaining were called eccentric.

Length of the cord was measured using a metallic tape from 
placental end to the fetal end. Length less than 30 cm is considered 
as short cord and more than 70 cm as long cord [7].

The Umbilical Cord Diameter (UCD) was measured using 
dividers placed outer-to-outer and measuring scale. Diameter 
less than 0.8 cm is considered thin cord and more than 2 cm as 
thick cord [8].

Umbilical cord circumference was calculated by the formula 
π×d (d=diameter of the cord). The coiling index was measured by 
dividing the number of coils by the length of the umbilical cord in 
cm. Coiling index below 0.1 coils/cm was considered hypocoiled 
and above 0.3 coils/cm was considered hypercoiled [14].

STATISTICAL ANALYSIS
Data collected were entered into Microsoft Excel spread sheet 
and analysed using SPSS version 23.0 software. Descriptive 
data tables were generated to elaborate the findings and 
appropriate statistical analysis was used. Descriptive statistical 
analysis was done which includes mean, Standard Deviation 
(SD), and range for various parameters. Categorical data 
expressed in frequencies and percentage. Continuous variables 
were compared using independent t-test whereas Chi-square 
test and Fisher’s-exact test was used to compare categorical 
variables. The p-value <0.05 was considered as statistically 
significant.

RESULTS
Morphological study was done for 52 normal and 59 GDM cases 
having age group ranging from 18-41 years and the results 
were expressed in [Table/Fig-1-5]. All the cases from both the 
groups had normal range of diameter and circumference [7] and 
maximum number of cases from both the group had length and 
coiling index within the normal range [Table/Fig-1-3]. Mean length 
and coiling index was found higher in normal than GDM group but 
was not statistically significant. Mean umbilical cord diameter and 
circumference was significantly higher in GDM (p-value 0.0001) 
[Table/Fig-1]. In all umbilical cords two umbilical arteries and one 
umbilical vein were found. True knot was not present in both the 
groups and the number of false knot was more in GDM (13 cases 
vs 8 cases) though statistically not significant [Table/Fig-4]. No 
variation was found in umbilical cord insertion between the two 
groups [Table/Fig-5].

group p-value 
( Independent 

t-test)Umbilical cord gDM Normal

Length
Mean (cm)/SD/Range

50.305±10.0589 
(24-74)

52.779±9.4384 
(31-76)

0.186

Diameter
Mean (cm)/SD/Range

1.303±0.1884 
(0.8-1.6)

1.163±0.1815 
(0.8-1.6)

*0.0001

Circumference
Mean (cm)/SD/Range

4.073±0.5950 
(2.5-5)

3.648±0.5952 
(2.5-5)

*0.0001

Coiling index
Mean (coils/cm)/SD/Range

0.2600±0.17600 
(0.09-0.93)

0.2783±0.14678 
(0.10-0.77)

0.987

[Table/Fig-1]: Comparison of umbilical cord length, diameter, circumference and 
coiling index among GDM and normal umbilical cord.
Independent t test. *: significant p-value

Umbilical cord length
group

total
gDM (%) Normal (%)

Short cord <30 cm 1 (1.7) 0 (0) 1

Normal cord 35-70 cm 56 (94.9) 50 (96.2) 106

Long cord >70 cm 2 (3.4) 2 (3.8) 4

Total 59 (100) 52 (100) 111

[Table/Fig-2]: Classification of umbilical cord length among GDM and normal placenta.
Fischer’s-exact test p-value=0.526 Not significant

Coiling index
group

total
gDM (%) Normal (%)

Hypo coiled <0.1coils/cm 1 (1.7) 0 (0) 1

Normal coiled 0.1-0.3 coils/cm 44 (74.6) 33 (63.5) 77

Hyper coiled >0.3 coils/cm 14 (23.7) 19 (36.5) 33

Total 59 (100) 52 (100) 111

[Table/Fig-3]: Classification of coiling index among GDM and normal placenta. 
Fischer’s-exact test p-value=0.235. Not significant

No. of false knots
group

total
gDM (%) Normal (%)

0 46 (78) 44 (84.6) 90

1 9 (15.3) 6 (11.5) 15

2 3 (5.1) 2 (3.8) 5

3 1 (1.7) 0 (0) 1

Total 59 (100.0) 52 (100.0) 111

[Table/Fig-4]: Comparison of false knot among GDM and normal placenta.
Fischer’s-exact test p-value=0.616 Not significant

Umbilical cord 
insertion

Placenta
total Statistical significance

gDM Normal

Marginal 6 (50%) 6 (50%) 12

Fischer’s-exact value-8.21
p-value-0.08

Central 19 (42.2%) 26 (57.8%) 45

Velamentous 3 (100%) 0 3

Furcate 1 (100%) 0 1

Eccentric 30 (60%) 20 (40%) 50

Total 59 52 111

[Table/Fig-5]: Comparison of umbilical cord insertion among placenta of GDM 
and Normal pregnancy.
Fischer’s-exact test p-value=0.08. Not significant
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intrauterine growth retardation, prematurity and perinatal morbidity 
[15,16]. In the present study in both GDM and normal groups 
we got two arteries and one vein. Three umbilical arteries were 
observed in a GDM case in which fusion had occurred between 
two through their media [13]. Single umbilical artery is found to have 
some association with GDM [1]. Two arteries and one vein were 
found in all the three groups in a study conducted on Pregnancy 
Induced Hypertension (PIH), pregnancy Induced Hypertension with 
GDM and control [17]. The diameter of umbilical cord can be larger 
in GDM cases compared to the normal, increase in wharton’s jelly 
and lumen of vessels can be the reason for this [18-22]. Some 
studies also reported that there is no significant differences in the 
diameter of the umbilical cord in normal and GDM [13,17]. In the 
present study we found the mean diameter of GDM umbilical cords 
were more than the normal which was statistically significant. In 
accordance to the previous studies, in the present study also we 
found mean circumference of umbilical cords higher in GDM group 
which was statistically significant [21-23].

Cord length is difficult to detect through ultrasonography [24]. 
Factors associated with the increase in cord length can be the 
parity, the size of the uterine environment, increased fetal movement, 
male fetus, genetic background, fetal weight and women with the 
past history of long umbilical cord in previous pregnancies [24-26]. 
Decreased umbilical cord length is associated with decreased fetal 
movements. This can be related to the disease conditions such as 
down syndrome, skeletal dysplasia, central nervous system lesions 
that impair fetal movement, amnion bands and uterine structural 
malformations and multifetal gestations [24]. An excessively long or 
coiled cord may beat increased risk for torsion [27]. Male fetuses 
had longer cord length than female and vertex presentation had 
longer cord length than breech presentation [28]. Increase in cord 
length was associated with GDM in few studies [29]. A few authors 
couldn’t find a significant relation between the GDM and cord length 
[30]. In our study there was no statistically significant difference in 
length among GDM and normal umbilical cords. Some studies 
shows significant correlation between the true knots of umbilical 
cord and GDM [29,31,32]. A few authors also reported there was 
no correlation between the true knots and GDM [13,21]. Folding 
and tortuosity of the vessels which are longer than the cord itself 
frequently create nodulations on the surface and are called false 
knots which are essentially varices [1].

In the present study, among 111 umbilical cords observed there 
was no case of true knot observed in normal or GDM. False knots 
were present more in GDM (13 cases vs 8 cases) and was not 
statistically significant.

Umbilical cord insertion into the placenta is varied. The distance of the 
umbilical cord insertion from the placental centre has been proposed 
as a clinically useful marker of placental insufficiency [33,34]. Central 
and eccentric insertions are normal and more common. Marginal 
velamentous and furcated are rare and associated with pathology 
[35]. Marginal and velamentous insertions are suggested to result 
from disturbances of implantation [36]. The cord insertion was found 
not to be significantly different between non affected pregnancies 
and pregnancies affected by GDM, pre-eclampsia, PIH and small 
for gestational age babies [14,34,37]. No significant difference was 
found in cord insertion in a study conducted between normal, PIH 
and PIH with GDM groups [16]. Marginal insertion was found in 
GDM group with single umbilical artery [14]. In our study there was 
no difference in the mode of insertion between GDM and normal 
group. Normal umbilical cord coiling is approximately 1 coil/5 cm 
of umbilical cord length or 0.20 to 0.24 coils/cm quantified via the 
Umbilical Coiling Index (UCI) [36]. Coiling index is probably one 
of the most frequently reported umbilical cord related parameters 
in high risk pregnancies. Pre-eclampsia and gestational diabetes 
have been suggested as maternal risk factors for abnormal coiling 
[38]. In gestational diabetes both non-coiling and hypercoiling were 

significantly more frequent than in normal pregnancies [39]. No 
significant difference was reported in umbilical cord coiling index 
with pre-eclampsia, PIH, GDM and small for gestational age in 
some studies [34].

LIMITATION
Study results cannot be generalised as it was conducted at one 
center. Sexual dimorphic changes in the morphology of umbilical 
cord and GDM with co-morbidities were not included in the study. 
A multicentric study on a large sample size is recommended to 
validate the results.

CONCLUSION
GDM increases the diameter and circumference of the umbilical 
cord. Maternal, fetal and placental factors can also alter the 
structure and morphology of umbilical cord and knowledge about 
these variations is important for radiologists and obstetricians 
for early antenatal detection and prevention of feto-maternal 
complications.

REFERENCES
 Cunningham FG, Leveno KJ, Bloom SL, Hauth JC, Rouse DJ, Spong CY. [1]

Williams Obstetrics Diabetes. New York. 23th ed. McGraw-Hill Companies. 
2010:1104-06.

 Saxena R. Bedside obstetrics and gynaecology. New Delhi: Jaypee Brothers [2]
Medical Publishers (P) Ltd. 2010;13:234-55.

 Kalra P, Kachhwaha CP, Singh HV. Prevalence of gestational diabetes mellitus and [3]
it soutcome in western Rajasthan. Indian J Endocr Metab. 2013;17(4):677-80.

 Rajput R, Yadav Y, Nanda S, Rajput M. Prevalence of gestational diabetes [4]
mellitus and associated risk factors at a tertiary care hospital in Haryana. Indian 
J Med Res. 2013;137:728-33.

 Mohan V, Sandeep S, Deepa R, Shah B, Varghese C. Epidemiology of type 2 [5]
diabetes. Indian scenario. Indian J Med Res. 2007;125(3):217-30.

 Sharon LD, Byod EM, Nam H. Gestational diabetes mellitus. Influence of race [6]
on disease prevalence and perinatal outcome in a US population. Diabetes. 
1991;40(2):25-29.

 Predanic M. Sonographic assessment of the umbilical cord. Donald School J [7]
Ultrasound Obstet Gynecol. 2009;3(2):48-57.

 Barnwal M, Rathi SK, Chhabra S, Nanda S. Histomorphometry of umbilical cord [8]
and its vessels in pre-eclampsia as compared to normal pregnancies. NJOG. 
2012;7(1):28-32.

 Kumar V, Abbas AK. Asterj. Robbins Basic Pathology. Philadelphia. 9[9] th 
ed.Saunders/Elsevier; 2012:744-45.

 Koskinen A, Lehtoranta L, Laiho A, Laine J, Kaapa P, Soukka H. Maternal [10]
diabetes induces changes in the umbilical cord gene expression. Placenta. 
2015;36(7):767-74.

 Singh SD. Gestational diabetes and its effect on the umbilical cord. Early Hum [11]
Dev. 1986;4:89-98.

 Gestational Diabetes Mellitus. American Diabetes Association Diabetes Care. [12]
2003;26(1):103-05.: https://doi.org/10.2337/diacare.26.2007.S103. [Accessed 
on 12 November 2018].

 Rafiqul A, Abdul M, Anjuman AS, Nurul SM. Gross and histomorphologic study of [13]
the umbilical cord in pre-gestational diabetes mellitus and Gestational Diabetes 
Mellitus. Bangladesh Journal of Anatomy. 2014;12:1.

 Strong TH, Jarles DL, Vega JS, Feldman DB. The umbilical coiling index. Am J [14]
Obstet Gynecol. 1994;170(1):29-32. Available from: https://www.ncbi.nlm.nih.
gov/pubmed/8296839. [Accessed on 17 November 2018].

 Altshuler G, Tsang RC, Ermocilla R. Single umbilical artery. Correlation of clinical [15]
status andumbilical cord histology. Am J Dis Child. 1975;129:697.

 Heifetz SA. Single umbilical artery. A statistical analysis of 237 autopsy cases and [16]
review ofthe literature. Perspect Pediatr Pathol.1984;8:345.

 Rita RS, Nazma F, Mallika K. Study of umbilical cord in pregnancy induced [17]
hypertension with and without diabetes mellitus. Bangladesh Journal of Anatomy. 
2014;12(1):3-6.

 Gill P, Jarjoura D. Wharton’s jelly in the umbilical cord. A study of its quantitative [18]
variationsand clinical correlates. J Reprod Med. 1993;38:611-14.

 Weissman A, Jakobi P. Sonographic measurements of the umbilical cord [19]
in pregnancy complicated by gestational diabetes. Journal of Ultrasound in 
Medicine. 1997;16(10):691-94.

 Manuel VB, Hilda R, Roberto A. Histopathology and histomorphometry of [20]
umbilical cord blood vessels. Findings in normal and high risk pregnancies. 
Artery Research. 2011;5(2):50-57.

 Chakraborty S, Yousuf B, Banu L, Shamim K. A gross and histomorphological [21]
study of the umbilical cord in gestational diabetes mellitus. Bangladesh Journal 
of Anatomy. 2011;9(1):21-25.

 Jain A, Ranjan R, Jha K. Histomorphometry of umbilical cord in gestational [22]
diabetes mellitus. Medical Science. 2014;6(21):71-73.

 Dooley SL, Lamb R, Helseth DL. Umbilical cord circumference as a measure of [23]
Wharton’s Jelly. Sixth Annual Meeting of the Society of Perinatal Obstretricians. 
San Antonio, Texas; 1986.



Seema Valsalan Ennazhiyil et al., Effects of Gestational Diabetes Mellitus on Umbilical Cord Morphology www.jcdr.net

Journal of Clinical and Diagnostic Research. 2019 Jul, Vol-13(7): AC01-AC0444

 Baergen R, Malicki D, Behling C, Benirschke K. Morbidity, mortality, and placental [24]
pathology in excessively long umbilical cords. Retrospective Study. Pediatr Dev 
Pathol. 2001;4:144.

 Sornes T, Bakke T. Uterine size, parity and umbilical cord length. Acta Obstet [25]
Gynecol.1989;68:439.

 Naeye R. Umbilical cord length. Clinical significance. J Pediatr. 1985;107:278.[26]
 Monique DL. Neonates of gestational diabetic mothers are therefore more [27]

likely to have hypercoiled or non-coiled umbilical blood vessels. The Journal of 
Maternal-Fetal and Neonatal Medicine. 2005;17:2.

 Wu JF, Chang SY, Hsu TY, Hsieh CH, Kung FT, Hwang FR, et al. Multivariate [28]
analyses of the relationship between umbilical cord length and obstetric outcome. 
Chang Geng Yi Xue Za Zhi. 1996;19(3):247-52.

 Linde LE, Rasmussen S, Kessler J, Ebbing C. Extreme umbilical cord lengths, [29]
Cord knot and entanglement. Risk factors and risk of adverse outcomes, a 
population-based study. PloS ONE. 2018;13(3):e0194814. Available from: https://
doi.org/10.1371/journal.pone.0194814. [Accessed on 16 October 2018].

 Georgiadis L, [30] Keski-Nisula L, Harju M, Räisänen S, Georgiadis S, Hannila ML, 
et al. Umbilical cord length in singleton gestations. A Finnish population-based 
retrospective register study. Placenta. 2014;35:275-80.

 Hershkovitz R, Silberstein T, Sheiner E, Shoham-Vardi I, Holeberg G, Katz M. Risk [31]
factors associated with true knots of the umbilical cord. Eur J Obstet Gynecol 
Repord Biol. 2001;98:36-39.

 Sherer DM, Dalloul M, Zigalo A, Bitton C, Dabiri L, Abulafia O. Power Doppler [32]
and 3-Dimensional sonographic diagnosis of multiple separate true knots of the 
umbilical cord. J Ultrasound Med. 2005;24:1321-23.

 Viero S, Chaddha V, Alkazaleh F, Simchen MJ, Malik A, Kelly E, et al. [33]
Prognostic value ofplacental ultrasound in pregnancies complicated 
by absent end diastolic flow velocity in the umbilical arteries. Placenta. 
2004;25(9):735.

 Whittle W, Chaddha V, Wyatt P, Huppertz B, Kingdom J. Ultrasound detection [34]
of placental insufficiency in women with unexplained abnormal maternal serum 
screening results. Clin Genet. 2006;69(2):104.

 Pathak S, Hook E, Hackett E, Murdoch E, Sebire NJ, Jessop M, et al. [35]
Cord Coiling umbilical cord insertion and placental shape in an unselected 
cohort delivering atterm. Relationship with common obstetric outcomes. 
2010. Available from: www.elsevier.com/locate/placenta. [Accessed on 
23 September 2018].

 Kouyoumdjian A. Velamentous insertion of the umbilical cord. Obstet Gynecol. [36]
1980;56(6):737.

 Saini P, Pankaj J, Anjali J, Agarwal GC. Effect of gestational diabetes mellitus on [37]
gross morphology of placenta. A comparative study. Int J Anat Res. 2015;3(1):889-
94. Weblog. Available from: http://dx.doi.org/10.16965/ijar.2015.111. [Accessed 
on 14 July 2018].

 Ezimokhai M, Rizk DE, Thomas L. Maternal risk factors for abnormal vascular [38]
coiling of the umbilical cord. Am J Perinatol. 2000;17:441-45.

 Ezimokhai M, Rizk DE, Thomas L. Abnormal vascular coiling of the [39]
umbilical cord in gestational diabetes mellitus. Archives of Physiology and 
Biochemistry. 2001;109:3. Weblog. Available from: 209214, DOI: 10.1076/
apab.109.3.209.11593. [Accessed on 8 September 2018].

PARtICULARS OF CONtRIBUtORS:
1. Tutor, Department of Anatomy, P K DAS Institute of Medical Sciences, Palakkad, Kerala, India.
2. Professor and Head, Department of Anatomy, P K DAS Institute of Medical Sciences, Palakkad, Kerala, India.
3. Assistant Professor, Department of Anatomy, P K DAS Institute of Medical Sciences, Palakkad, Kerala, India.
4. Associate Professor, Department of Community Medicine, P K DAS Institute of Medical Sciences, Palakkad, Kerala, India.
5. Professor and Head, Department of Pathology, Saveetha Medical College Hospital, Chennai, Tamil Nadu, India.
6. Assistant Professor, Department of Anatomy, P K DAS Institute of Medical Sciences, Palakkad, Kerala, India.
7. Junior Resident, Intensive Care Unit (ICU), Velammal Medical College, Hospital and Research Institute, Madurai, Tamil Nadu, India.

NAME, ADDRESS, E-MAIL ID OF tHE CORRESPONDINg AUtHOR:
Dr. Seema Valsalan Ennazhiyil,
No.14, Shanmuganathan Visithravanitha Illam, S.K.S. Nagar, Uthangudi, Madurai, Tamil Nadu, India.
E-mail: dr.n.saranya@gmail.com

FINANCIAL OR OtHER COMPEtINg INtEREStS: None.

Date of Submission: Oct 27, 2018
Date of Peer Review: Nov 10, 2018
Date of Acceptance: Dec 11, 2018

Date of Publishing: jul 01, 2019


