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ABSTRACT
Sub-Saharan Africa has the highest rates of maternal
and neonatal mortality worldwide. Grandmultiparity
has been traditionally considered as a risk factor for
adverse pregnancy outcome. The aim of this study is
to determine the incidence, neonatal and maternal
outcome of pregnancy in grandmultiparous women.
This is a retrospective cross sectional study of grandmultiparous patients that were managed at the University of Port Harcourt Teaching Hospital, Rivers
State, Nigeria, from 1st April 2007 to 31st March 2009.
There were a total of 6760 deliveries during the study
period, out of which 130 were grandmultiparous giving an incidence of 1.92%. Their mean age was 35.99
years and mean parity 5.70. Most of the patients 62
(47.5%) were para 5. About 71 (54.5%) had seconddary education, while 30 (22.8%) had tertiary level of
education, 93 (71.3%) were Booked, while 37 (28.7%)
were unbooked. Hypertension, malaria, antepartum
haemorrhage, diabetes mellitus, anaemia and abnormal lie and presentation occurred in 68 (52.6%)
during the Antenatal period with some patients having more than one complication. Labour complications occurred in 25 (19.0%) of the patients and 36
(27.4%) had anaemia at delivery. 80 (61.4%) achieved vaginal delivery. The caesarean section rate was
34.7%, and 74.3% were performed as emergency procedure. The blood transfusion rate was 12%. The maternal mortality ratio was 1538.46/100,000 live births
and the perinatal mortality rate was 107.69/1000
births. It was concluded that the incidence of Grandmultiparity is low in our center compared to other
centres in Nigeria, however, they tend to have unfavorable obstetric outcome. Concrete measures must
be put in place to address these through specialized
antenatal care and adequate management of UnOPEN ACCESS

booked Emergencies.
Keywords: Grandmultiparity; Outcome; Incidence;
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1. INTRODUCTION
Grandmultiparity can be defined as women who have
had 5 or more deliveries after the age of viability which
is taken in our environment to be 28 weeks of gestation
[1,2]. Great-grandmultiparous women are those who are
undergoing their tenth or more delivery [3]. Grandmultiparity has traditionally been considered high risk, but
recent studies from developed countries have shown that
with satisfactory healthcare conditions, grandmultiparity
should not be considered dangerous. The risk assessment
in this group of patients should be based on the past and
present history and not simply on the parity [1,3].
Pregnancy after the fifth delivery is viewed with anxiety, especially by obstetricians in developing countries
working with inadequate facilities because of serious
consequences to the fetus, the mother, the family and the
society in general [4,5]. This has led to efforts being
made by the non-governmental, national and international agencies to reduce fertility rates.
The incidence varies from place to place with a low
incidence in developed countries and a seemingly increasing trend in developing countries [6]. The desire for
large families, male child preference, high perinatal and
child mortality rates are some of the contributing factors
to high parity seen in developing countries [1,2]. Others
are high rate of early marriages and divorce as well as
non-availability and poor utilization of contraceptive methods [2,7]. Compounding factors are low socioeconomic
status, poor female literacy, social deprivation, poor health care infrastructure and delivery system, non-utilization
of available antenatal services [2,7,8].
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Several retrospective studies have found increased
complication rates, such as gestational hypertension, diabetes, anaemia, multiple pregnancies, abnormal lie and
presentation, antepartum haemorrhage, premature labour,
prolonged labour, cephalopelvic disproportion, post partum haemorrhage, uterine rupture and increased maternal/perinatal morbidity and mortality [1,7-13].
These complications may be more pronounced in our
environment, due to little or no improvement in the socioeconomic status of the populace and lack of facilities
for maternal and child health services especially at the
primary and secondary levels of Health care. Therefore, a
baseline data based on the local population is helpful to
ascertain the incidence, maternal and fetal outcome of
the grandmultiparae, which are the aims of this study.

2. METHODOLOGY
The study is a two year retrospective study of Grandmultiparous pregnancies managed at University of Port Harcourt Teaching Hospital (UPTH), a tertiary hospital in
Rivers State, Nigeria from 1st April 2007 to 31st March
2009. Demographic and clinical data were obtained from
Antenatal, labour, and neonatal ward records, theater
records, patient’s records and case notes. The information obtained were coded and transferred onto a proforma already design for the study. Statistical analysis
was performed with Statistical Package for Social Sciences (SPSS version 10) where nominal data were compared using the chi square test (×2) and the difference
between means determined by the students t-test with the
level of significance set at α = 0.05 Ethical Consideration: Approval for this work was given by the Ethical
Committee of the UPTH.

3. RESULTS
During the period of study, there were 6760 deliveries
and 130 cases of grandmultiparae giving an incidence of
1.92%. 101 (77.69%) of the case notes were available for
the study and were analyzed.
Table 1 shows the socio-demographic characteristics
and booking status of the patients.
The age range of the women was 22 to 48 years with a
mean age and standard deviation (SD) of 35.99 ± 3.86
years. Their parity ranged from 5 to 10 with a mean parity of 5.70 ± 0.85. Great-grandmultiparae accounted for
only 1 (1.0%).
Majority of the patients had secondary level of education 71 (54.5%), while 30 (22.8%) had tertiary level of
education. The parturient were mainly petty traders 63
(48.5%) and unemployed housewives 36 (27.7%), while3
(2.0%) were university students.
The majority were booked patients 93 (71.3%) while
37 (28.7%) were unbooked, Pregnancy complications
Copyright © 2013 SciRes.

were found in 68 (52.6%) of the patients and 44 (33.9%)
were Anaemic at Booking (Table 2).
Delivery at term occurred in 92 (71.0%), 27 (21.0%)
had preterm delivery, while 10 (8.0%) of the pregnancies
were post term. Labour complications which included
hypertension, cephalo-pelvic disproportion, prolonged/
obstructed labour, intrapartum haemorrhage, post partum
Table 1. Socio-demographic characteristics of the patients.
Variable (n = 101)

Number

Percentage %

Age group (years)
<30

3

2.97

30 - 34

30

29.70

35 - 40

59

58.41

>40

9

8.910

5-6

88

87.1

7-8

12

11.9

9 - 10

1

1.0

Parity

Educational status
No formal education

1

1.0

Primary

22

21.8

Secondary

55

54.5

Tertiary

23

22.8

Civil servant

16

15.8

Occupation

Trader

49

48.5

Housewife

28

27.7

Students

2

2.0

Artisans (seamstress, beauticians, caterer)

6

5.9

Booked

72

71.3

Unbooked

29

28.7

Booking status

Table 2. Antenatal complications in grandmultiparae.
Complication

Frequency

Percentage %

Anaemia

24

14.18

Hypertension

17

10.04

Malaria

14

8.27

Twin pregnancy

8

4.72

Diabetes mellitus

6

3.54

Antepartum haemorrhage

6

3.54

Abnormal lie/presentation

5

2.95

PROM/Preterm labour

8

5.32

Total

88

52.6
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haemorrhage and retained placenta were found in 43
(32.8%) of patients (Table 3). The blood transfusion rate
was 16 (12.0%). There was no case of uterine rupture.
Spontaneous vaginal delivery occurred in 80 (61.4%),
while 45 (34.7%) had the caesarean section, majority of
which were performed as emergencies 33 (74.3%),
(Figure 1). The mean birth weight was 2.96 kg (Table
4).
There were two maternal deaths from eclampsia and
obstructed labour, with maternal mortality ratio of 1538/
100,000; all were unbooked (100%). Fifteen perinatal
deaths occurred giving a perinatal mortality rate of
115.38/1000 births out of which 13 (85.7%) occurred in
the unbooked patients and the remaining 14.3% were in
the booked.
Table 3. Labour complications in grandmultiparae.
Complication

Number

Percentage

Hypertension

10

8.6

Cephalopelvic disproportion

9

7.8

Obstructed labour

6

5.2

Post partum haemorrhage

5

4.3

Intrapartum haemorrhage

3

2.6

Prolonged labour

3

2.6

Genital laceration

1

0.9

Retained placenta

1

0.9

Nil

38

32.8

Table 4. Fetal outcome and fetal complication.
Number

Percentage %

Delivered alive

86

85.2

Fresh still birth

7

6.9

Macerated still birth

7

6.9

Fetal outcome

Early neonatal death
Fetal weight

1

1.0

1000 - 1499 g

3

3.0

1500 - 2499 g

16

15.8

2500 - 3999 g

65

65.3

Indication for “SCBU” admission

16

15.9

>4000 g

Prematurity

7

6.0

Birth asphyxia

4

3.4

Neonatal jaundice

2

1.7

Infant of diabetic mother

2

1.7

Risk of sepsis

1

0.9

Others

1

0.9
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Figure 1. Mode of delivery of grandmultiparae.

4. DISCUSSION
The incidence of grandmultiparity in this study was
found to be 1.92%. This was lower than was reported in
other centres like Lagos, Benin, Enugu and Jos in Nigeria respectively, where the incidence ranged from 4.11%
to 16.4% [1,6,12,13]. This may be attributed to literacy
level of the patients; majority of the patients being literate with over 50.0% with at least a secondary level of
education.
The mean age of the grandmultiparae in this study was
35.99 ± 3.86 years, this is higher than findings reported
from other studies [1,3,12,13]. This relatively older age
of very high parity mothers may be due to good embrace
of western education as reflected in their level of formal
education where majority of the patients had secondary
and tertiary education.
Majority of the grandmultiparae 4820 (71.3%) Registered for antenatal care either in the second or third trimester of pregnancy which is in keeping with studies
from other centers [1,6].
Anaemia is a common finding in grandmultiparous
women and was found in 14.1% of these patients. The
anaemia could be attributable to none replenished iron
stores before their index pregnancy [3].
Another common antenatal complication was hypertension and this was also reported from an earlier study
in Nigeria [1], this could be due to the increased age
found in this group of women; as well as the increased
risk of medical complications with increasing age.
Intra-partum complications (32.8%) reported in this
study was higher than what was obtained from other centers [1,3,14], with hypertension and cephalopelvic disproportion being the commonest intrapartum complications. Hypertension was common in booked patient,
while obstructed labour was the commonest intrapartum
complications in the unbooked grandmultiparae. This is
not surprising as mismanaged and neglected labour is
commonly found in this group of patients. The finding is
similar to that reported in other centres in the country
where majority of the patients with obstructed labour
OPEN ACCESS
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were unbooked [15-17]. The incidence of post partum
haemorrhage was similar to those from Enugu and Ilorin,
but lower than those from Jos [1,11,18]. Booking status
had no relationship with occurrence of post partum haemorrhage in this study. There was no uterine rupture recorded unlike reports from other centers in the country
[1,19].
The spontaneous vaginal delivery rate was within the
range of 55.35% to 95.2%, which was similar to earlier
reports from other centres in Nigeria [1,4,19].
The caesarean section rate was higher than 14.2%,
14.6% and 19.9% reported from South Africa, Jos and
Enugu respectively, but was comparable to 30.37% from
Lagos and 36.01% reported earlier from in our centre [1,
12-14,20], the common indications for caesarean section
were malpresentation, cephalopelvic disproportion, severe preeclampsia/eclampsia with an unfavourable cervix
and obstructed labour. Most of the patients who had caesarean section were booked, which is in contrast to findings from Lagos where caesarean section was commoner
in the unbooked [12].
The incidence of destructive operations was 1% which
was lower than 1.48% reported from Lagos [12]; this
could be attributed to a decline in the art of this procedure amongst practitioners [21].
Majority of the patients delivered at term and the incidence of post term was higher than that reported from
South Africa [14]. Macrosomic babies accounted for
16% of birth weights while low birth weight rate was
similar to findings in Ibadan [4]. The significant low
birth weight could be from high incidence of twin pregnancy, premature rupture of membrane, preterm labour,
intrauterine growth restriction which could occur in patients with hypertensive disorders as well as iatrogenic
prematurity from delivery of patients with severe preeclampsia.
Common puerperal morbidities found were; anaemia,
hypertension and genital/wound sepsis. These are reflection of complications prevalent during the antenatal and
intrapartum period observed in this study.
The maternal mortality ratio reported in the grandmultiparous women from this study was higher than the
overall maternal mortality ratio of 1090/100,000 reported
in this centre during the period of review [20]. This is
also higher than maternal mortality ratio of 1226/100,000
deliveries reported in Jos [13]. The causes of the two
maternal deaths recorded were eclampsia and obstructed
labour. Unbooked emergencies are known to constitute
the main high risk group for maternal mortality in this
country as they make up about 70% of all maternal death
[22]. Low socio-economic class, lack of formal education and antenatal care are significant risk factors for
maternal deaths and were found in this study.
The perinatal mortality rate was lower than the PNM
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of 169/1000 reported from Lagos but higher than 73.4/
1000 from Enugu [1,12]. The identified risk factors from
this study are unbooked status, increasing parity, low socio economic status, and illiteracy.

5. CONCLUSIONS
This study suggests that grandmultiparous patients need
more surveillance during the antenatal period because
they are prone to increased incidence of pregnancy and
labour complications. Early and safe referral of unbooked grandmultiparae to well manned and equipped
centres will help reduce maternal and perinatal morbidities and mortalities.
Improvement in socioeconomic conditions of the
populace, health education and widespread practice of
family planning are suggested to reduce the incidence of
grandmultiparity. More so, utilization of available antenatal services in the tertiary health centre by this group
of parturient will effectively reduce the morbidities associated with Grandmultiparity. With adequate care, the
maternal and fetal outcome of grandmutiparous women
is good and comparable to the multiparous women.
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