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Abstract:  
Background: Egypt is over populated and continuing population growth places a major 
strain on land and resources alike. Grandmultiparity can impose costly burden on Egypt; not 
only that, but also it can hinder economic development, increase health problems for the 
mother and children and erode the quality of life by reducing access to education, nutrition 
and employment. The aim of the present study was to compare maternal and neonatal 
outcome between grandmultipara and low parity women. Research design: A case control 
design was used in carrying out this study and a representative sample of 200 grandmultipara 
and low parity women were recruited for this study. The tools used for data collection were; 
an interview questionnaire sheet, a clinical assessment form, the partograph, a summary of 
labor sheet and a neonatal assessment sheet. The results of the study revealed that, 
grandmultipara women were more than 35 years, illiterate or can read and write and were 
living in rural areas. Previous abortion (54.0%), neonatal deaths (51.0%) and previous CS 
(63.0%) were more common and they had a statistically higher rate of contraceptive failure 
(p= 0.020). Their current pregnancy was associated with a higher proportion of anemia 
(65.0%), gestational diabetes and mal-presentation. They also had more failure of labor 
progress, uterine inertia, elective type of CS (67.6%), and postpartum hemorrhage. Neonatal 
deaths (5.0%), need of resuscitation as well as admission to NICU were also more common 
among grandmultipara women. It can be concluded that, the grandmultiparity was 
associated with ante-partum, intra-partum and postpartum complications, as well as neonatal 
morbidity and mortality. It was recommended that, the antenatal care and quality delivery 
services, adequate counseling to improve patient’s awareness pertaining to family planning 
and on issues relating to education, economic empowerment, as well as the misuse of culture 
and tradition that impedes their progress. wwwwwwwwwwwwwwwwwwww 
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Introduction: 

  Gravidity is defined as the 
number of times that a woman has 
been pregnant. While, parity is the 
number of times that she has given 
birth to a fetus with a gestational age 
of 28 weeks or more, regardless of 
whether the child was born alive or 
stillborn. Grandmultiparity is the 
condition of giving birth after the 28th 
weeks of gestation, following five or 
more previous viable babies. (1)           ww 

         Grandmultiparity continued to be 
regarded as a high risk factor and 

challenge for obstetric practice in the 
developing world. Grandmultiparity is 
one of the major contributing factor in 
increasing maternal, neonatal 
morbidity and mortality. Furthermore, 
the pregnancy complications are 
highly related to parity and continue to 
be of interest to obstetricians. 
Pregnancies in grandmultiparas have 
been considered risky for many 
decades. (2) wwwwwwwwwwwwwwwwwwwww 

            The problem of 
grandmultiparity in developing 
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countries is further compounded by; a 
high prevalence of low socio-
economic status, poor female literacy, 
social deprivation, as well as poor 
utilization of contraceptive services. 
On the contrary, in developed 
countries with improved and optimal 
obstetric services, grandmultiparity is 
not regarded as a major risk for 
adverse obstetric and perinatal 
outcomes (3).  In Egypt the incidence 
of grandmultiparity was 26.3%. (4) 
While, in most developed countries the 
incidence of grandmultiparity has 
decreased in recent years where 
women’s education and utilization of 
family planning played a great role. (5) 

The known antepartum complications 
in the grandmultiparas are increased 
risk of abortion, anemia, multiple 
pregnancy, malpresentation, ante-
partum hemorrhage and preterm labor. 
Medical complications such as 
diabetes and hypertension are seen to 
complicate these pregnancies more 
than those of lower parity because of 
increasing age. Intra-partum 
complications such as fetopelvic 
disproportion, dysfunctional labor, 
uterine inertia, uterine rupture, 
intrauterine death, macrosomia and 
subsequent operative delivery with its 
consequent risk of maternal mortality 
and morbidity. Furthermore, puerperal 
complications are also more frequently 
encountered such as postpartum 
hemorrhage and uterine sub- 
involution. The neonates of the 
grandmultiparas are at higher risk of 
abnormal birth weight, preterm birth, 
congenital malformation and neonatal 
intensive care unit stay. (6) wwwwwwww 
           The proper management  of 
grandmultiparity include; taking a 
careful history especially past obstetric 
history, assessment of hemoglobin 
(HB) and iron stores, increasing 
screening in pregnancy, checking fetal 
presentation at each visit >36 weeks 

,“watch and wait” in labor, using of 
oxytocins with caution. Moreover, 
providing good antenatal care, quality 
delivery services by monitoring the 
strength of uterine contractions and 
fetal presentation during delivery, 
applying active management of the 3rd 
stage of labour to prevent postpartum 
hemorrhage, good physiotherapy and 
postnatal follow up for 
urogynaecological problems. 
Furthermore; giving adequate 
counseling about family planning 
methods to improve patient’s 
awareness and knowledge. (7) wwwww 
 
Significances of the study: wwwww 
            Grandmultiparity is not only a 
medical problem, but also a major 
community health problem, because it 
affects negatively the community 
development. The Egyptian 
community is well known for its 
restricted resources, high 
unemployment rates and low socio- 
economic status of a large scale of the 
community. Usually those with 
grandmultiparity are those women 
who are not educated, not working and 
rarely utilize health care services and 
lacking knowledge or autonomy 
regarding utilization of family 
planning. (8)   
Aim of the study: 
         Aim of the current study was to: 
Compare maternal and neonatal 
outcome  between grandmultipara and 
low parity women. 
Research question: 
What is the maternal and neonatal 
outcome in grandmultipara women? 
Subjects and methods: wwwwwwww 
Research design: wwwwwwwwwwww  
        Case control design was adopted 
in this study to achieve the stated aims. 
Setting: 
        The study was conducted in the 
labor room at Maternity Hospitals in 
Zagazig University. 
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Subjects: 
        A purposive sample of all 
parturient women who attended the 
study setting for delivery during the 
time of data collection regardless of 
age, parity or labor condition.  

Sampling technique:  
          A consecutive sampling 
technique was used through out the 
period of 6 months of the study; 
Women were assigned to one of the 
two groups (100 women in each 
group). The first group (study group) 
consisted of 100 women with parity 
five or more (grandmultiparas). The 
second group (control group) consisted 
of 100 women with parity one to four 
(multiparas). The only exclusion 
criterion was for primigravida women.  
Tools of data collection: 
          Data collection was done 
through the use of the following tools: 
I) A structured interview 
questionnaire: The questionnaire was 
designed to collect data from 
parturient women in both groups 
regarding to:  

 Socio demographical data: such 
as name, age, education and 
residence. 

 Obstetrical history: such as 
parity, number of previous 
abortion, spacing between 
deliveries and types of previous 
deliveries and number of living 
children. 

  Past medical history: it included 
data indicating the presence or 
absence of the following diseases:  
diabetes mellitus, hypertension and 
cardiac disease…….etc. 

 Contraceptive history: it included 
data about previous use of family 
planning method and causes of 
grandmultiparity from women's 
point of view. 

 Current pregnancy condition: it 

included data about history of 
receiving antenatal care and any 
problems encountered during the 
present pregnancy and presence of 
any antenatal complications such 
as placenta previa, anemia, 
preeclampsia ……etc  

 Current labour data: it included 
data about phase on admission to 
labour room, membrane's 
condition, amniotic fluid condition 
and agumentation by oxytocin 
drug. 

II) Maternal assessment on  
          admission to labor room:  
 General examination, such as 

maternal vital signs, auscultation 
of FHR as well as recording signs 
of complications during the 
examination of the woman. 

 Local abdominal examination 
and PV examination to obtain 
fundal level, fundal grip, umbilical 
grip and pelvic grip. Furthermore; 
to determine signs of progress of 
labour eg cervical dilatation, 
effacement and fetal 
station………etc. 

 CTG: for evaluation of the uterine 
contractions and fetal heart rate. 

 Laboratory investigations: such 
as blood analysis to determine 
level of hemoglobin, RH, red 
blood cell count ……etc 
 III) Partograph: The partograph 
was used for women who had 
normal labour and emergency 
cesarean section to evaluate fetal 
and maternal condition and also 
evaluate the labor progress during 
the active phase of the first stage of 
labor 

IV) Summary of labor sheet: It 
includes data about labor 
progress, assessment of labor 
complications and its 
management. 
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*Labor progress was assessed by using 
the partograph.  
*Also, the mode of labor whether it 
was spontaneous vaginal delivery or 
instrumental delivery (forceps or 
ventous) or cesarean section delivery 
was assessed. Furthermore, it included 
data about the condition of the uterus 
after labor whether there was inertia or 
not.  
It also included data about labour 
complications which included 
obstructed labor, uterine inertia, 
prolonged labor, retained 
placenta…..etc  and immediate post 
natal problems such as presence of 
postpartum hemorrhage or maternal 
mortality. 
V) Neonatal Assessment sheet: For 
evaluation of the neonatal condition, 
the following data was obtained: 

 Apgar scores at the first and fifth 
minute. 

 Birth weighs of the newborn. 
 Neonatal complications such as: 
 Asphyxia 
 Need for resuscitation 
 Admission to Neonatal Intensive 

Care Unit (NICU). 
 Neonatal Death  wwwwwww 

Content validity: wwwwwwwww 
          The tools were tested for 
content validity by five experts in 
the field of obstetrics and 
gynecological nursing. The 
recommended modifications were 
done and the final form was ready 
for use. 

Pilot study:  

        A pilot study was conducted on 
20 parturient women to assess the 
applicability of the data collection 
tools and the feasibility of the study. 
And assess the degree of women's 
understanding of the questionnaire and 
acceptance to be involved in the study. 
Any necessary modifications were 
done. 

Field work: 
        Data collection took a period of 
six months - from first of September 
2011 till the end of February 2012. 
After getting the official permission 
the pilot testing of the study tools was 
done and analyzed. The researcher 
started the data collection for 3 days 
per week during the afternoon shift as 
the chance to work by self was 
allowed. The researcher interviewed 
the parturient women and explained 
the purpose of the study, and started 
the data collection.  

The researcher collected the data 
through the following phases: 

1. Interviewing Phase: The 
researcher attended study setting 
three days per week for six months. 
All women in both groups were 
interviewed (structured interview). 
The researcher collected data 
related to woman’s socio-
demographic characteristics, 
obstetric profile, present medical 
history, current pregnancy and 
labour condition. 

2. Assessment Phase: In this phase, 
the researcher together with the on 
duty physician started the 
examination of the parturient 
woman. Regular assessment of the 
maternal and fetal condition started 
immediately after admission to 
labor and delivery unit, by 
measuring vital signs, carrying out 
general, local abdominal and pelvic 
examination. The required 
laboratory investigations were 
done.  

 Fetal monitoring by Cardio-Toco 
Graphy (CTG) was done for each 
woman throughout labor by the 
researcher, under the supervision 
of the on duty obstetrician. The 
obstetrician was present at all times 
in order to manage any problem 
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that can happen such as; none 
reassuring fetal heart rate patterns. 

 Mode of labor and its duration, and 
the condition of the mother during 
the labor were also assessed. 
Neonatal assessment was done 
through assessment of the Apgar 
score and finding out any 
abnormality that needed admission 
to neonatal intensive care unit, 
resuscitation or death. These data 
were recorded in the summary of 
labor and newborn sheets. 

 Medical records for all women 
were obtained and reviewed in 
detail to obtain data pertaining to 
discharge summaries. 

Administrative and ethical wwwwww 
considerations:  
        An official permission was 
granted after submission of an official 
letter from the Faculty of Nursing to 
the responsible authorities of the study 
setting to obtain the permission for 
data collection.  
The aim of the study was explained to 
every woman before participation, 
which was totally voluntary. Women 
were assured that the study maneuver 
used will not interfere with the course 
or mode of delivery, and will cause no 
actual or potential harm on them or 
their newborns, and professional help 
will be provided whenever needed. 
Statistical design: 
         After data collection, it was 
revised, coded and fed to statistical 
software SPSS version 16. The 
statistical analysis used considered all 
tests to be T test with alpha error = 
0.05. Microsoft office excel software 
was used to construct the needed 
graphs. After data coding the 
following data manipulations were 
done. After that all numeric data were 
expressed in the form of range 
(minimum to maximum), mean and 
standard deviation (SD). Categorical 

data were expressed in the form of 
frequencies and percentages. 
After data manipulation was done all 
numeric data were expressed in the 
form of range (minimum to 
maximum), mean and standard 
deviation (SD). Categorical data were 
expressed in the form of frequencies 
and percentages. 
A. Analysis of numeric data: One-
Sample Kolmogorov-Smirnov Test: 
a procedure compares the observed 
cumulative distribution function for a 
variable with a specified theoretical 
distribution which was the normal 
distribution at the current data (testing 
for distributional assumption for 
numerical data).Nearly all data were 
found to be following normal 
distribution so the following statistical 
analysis was done:  
a. Independent sample t test: which 
was used to compare between the 
means of two normally distributed 
independent groups. 
    Some data variables were found to 
have a skewed distribution so the 
following non parametric analysis was 
done: 
b. Man Whitney test (Z): a procedure 
compares ranks (medians) for two 
independent groups of cases. Ideally, 
for this test, the subjects should be 
randomly assigned to two groups.  
B. Analysis of categorical data 
 Pearson’s chi square test: it is a 

non parametric statistic that is used 
to test for the association (or 
relationship) between the 
categories of two independent 
samples (row and column 
variables) to reflect a real 
association between these 2 
variables in the population. 

 Mont Carlo exact and Fishers 
exact test: they are alternatives for 
the Pearson’s chi square test if 
there were many small expected 
values.  
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 For all statistical tests done, the 
threshold of significance was fixed at 
the 5% level (p-value). A p-value > 
0.05 indicates non significant result 
and the p-value < 0.05 indicates a 
significant results and the p-value is 
the degree of significance. The smaller 
the p-value obtained, the more 
significant is the result, the p-value 
being the probability of error of the 
conclusion.  

Results: 
        Table (1): presents the socio-
demographic characteristics of women 
in grandmultipara group it revealed 
that their age ranged between 25-35 
years with a mean of 35.8 ± 4.0 years 
as compared with 20-30 and 27.5 ± 4.6 
years in the control group. Differences 
observed were statistically significant 
(t=13.7 and p=0.000).Meanwhile, the 
great majority of grandmultipara 
women were illiterate or had a basic 
education compared to the women in 
the control group (36.0%, 45.0% vs. 
1.0%, 25.0% respectively). Statistical 
significant difference was found 
between the two groups in relation to 
education (P= 0.000).Concerning 
women's obstetric history table (2) 
Shows that grandmultipara women had 
statistically high mean number of para 
(5.2 ± 0.6) compared to women with 
low parity 2.0 ± 0.8 (P=0.000). Also 
they had a higher percentage of 
abortion and neonatal deaths (54.0% & 
51.0%) compared to 26.0% and 7.0% 
in the control group, with statistical 
significant difference (p=0.000).  
        Table (3) shows that repeated 
abortion and neonatal death were the 
most common causes with the highest 
percentage (54.0%), followed by 
negative attitude toward the use of 
family planning methods (42.0%) 
,desire to have large number of 
children and early marriage (35.0% 
&35.0 respectively). Meanwhile, 
inaccessibility, unavailability and lack 

of awareness of the family planning 
methods constituting the rest of the 
causes (22.0%, 30.0% and  
respectively). 
        Table (4) and figure (1&2): 
describe the complications 
encountered in both groups. It shows 
that 40.0% of women in 
grandmultipara group and more than 
one fourth (26.0%) had mal-
presentation and gestational diabetes, 
compared to the control group (25.0% 
& 8.0% respectively) and the 
difference was statistically significant 
(p=0.035, 0.040). In addition, they 
were statistically more likely to have 
anaemia and preeclampsia (65.0% & 
34.0% vs. 32.0% & 12.0%). The same 
table also shows that preterm labour 
and multiple pregnancies were 
significantly more common in the 
grandmultipara women than the 
control group, but with no statistically 
significant difference.  
          Table (5): reveals the 
comparison of intra-partum 
complications among women in the 
study and control groups has revealed 
statistically significant differences. It 
shows that grandmultipara women 
were more likely to have failure of 
labour progress (19.0%), uterine 
inertia (12.0%), obstructed labour 
(10.0%) and hysterectomy (7.0%). The 
corresponding figure in the control 
group were 1.0%, 3.0%, 4.0% and 
0.0% respectively, differences 
observed were statistically significant. 
           Table (6): shows statistically 
significant differences were detected 
as regards the occurrence of 
postpartum complications between the 
study and control groups. It indicates, 
more than one fifth (22.0%) of 
grandmultipara women had primary 
postpartum hemorrhage with the most 
common type was atonic (54.5%), 
followed by the traumatic (27.3%) and 
combined postpartum hemorrhage 
(18.2%). On the other hand only 8.0% 
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of women with low parity had 
postpartum hemorrhage, most 
commonly the traumatic type (62.0%) 
with a lesser percentage of the atonic 
type (25.0%). Differences observed 
were statistically significant. 
       Table (7): demonstrate points to 
statistical significant differences 
between the two groups as regards to 
their Apgar score at the  1st minute 
(P=0.000). It is evident that 
grandmultipara women had less mean 
Apgar score at the 1st minute (4.9 ± 
1.7) compared to low parity group (5.1 
± 1.2). They also had less mean Apgar 
score at 5th minute (6.9 ±1.8) 
compared to low parity group (7.3 ± 
1.3), but with no statistical significant 
differences.  
        Table (8): presents the 
distribution of the studied women 
according to neonatal complications. It 
is obvious that the newborn of 
grandmultipara women had higher 
percentage of neonatal death (5.0%) 
compared to 2.0% in the newborn of 
women with low parity. Neonatal 
deaths in the grandmultipara group 
were due to asphyxia and fits. While it 
was due to neonatal asphyxia in the 
control group. Meanwhile, the 
neonates of women in the 
grandmultipara were more likely to 
have the need for resuscitation (26.0%) 
and admission to the NICU (35.0%) 
compared to those of low parity 
(22.0% and 22.0% respectively). 
Statistical significant difference was 
noted between the two groups 
(p=0.047). 
       Figure (3): illustrate that there is 
statistical significant difference 
between the two groups as regards to 
the mode of delivery (P=0.000). It is 
evident that that the rate of 
spontaneous delivery was higher in the 
control group (58.0%), compared to 
the study group (26.0%). Conversely, 
the rate of CS was higher in 
grandmultipara group and mostly an 

elective type of CS, compared to the 
control group (74.0% &67.6% and 
42.0% &83.3% respectively, p= 0.005) 
Discussion: 
        Worldwide, more than 200 
million women become pregnant each 
year. Although most pregnancies end 
with a live baby to a healthy mother, in 
some cases, the event is a time of pain, 
suffering, and even death. In fact, an 
estimated 585,000 women die each 
year, and another 20 million women 
develop chronic, debilitating illnesses 
as a result of pregnancy-related 
complications. Of these maternal 
deaths, an estimated 99% take place in 
developing countries.(9) 
           Among the factors that may 
affect grandmultiparity are the socio-
demographic characteristics of the 
mother such as; age and educational 
level. According to the present study 
finding, more than three fifth of 
women in grandmultipara group were 
older (35+) than those in the control 
group with statistically significant 
difference (p=0.000). This is in 
conformity with Rozina et al.,(10) in 
Pakistan and Ojiyi et al., (11) in 
Nigeria, whose results revealed that, 
the mean age of grand multipara was 
significantly high compared with 
control group. Moreover, Smriti et al., 
(12) in India have also found that 
grandmultipara women had a higher 
mean age (32.0 ± 5 years) as compared 
to controls (27.09 ± 4.2), (P 0.001).  
            On the other hand Benecke et 
al., (13) in South Africa, have reported 
in their retrospective case control 
study that; there was no statistical 
significant difference between the two 
studied groups regarding to their age. 
Meanwhile, the great majority of 
grandmultipara women were illiterate 
or had a basic education compared to 
the women in the control group. This 
finding is similar to Rozina et al., (10) 
in Pakistan, who reported that, the 
majority (86%) of the study group had 
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no education (illiterate). Furthermore, 
Severinski et al.,(14) study in India, 
revealed that; grandmultipara women 
were more likely to be older, less 
educated and unemployed compared 
with control group.  
        Significantly women in the study 
group were associated with high mean 
number of para in the present result. In 
a Nigerian study, the range of parity 
among grandmultipara women was 
between 5 and 15 with a mean parity 
of 7.78± 0.63 as against a parity range 
of 1-4, and a mean parity of 2.29±0.15 
among control group Omole et al. (15) 
While, Ojiyi et al., (11) in Southeastern 
Nigerian study revealed that; majority 
of grandmultipara (89 %) had a 
statistically higher mean number of 
para (8.6±1.1) than the present study. 
Differences observed in the above 
mentioned studies and the present one 
may be due to cultural and religious 
reasons. 
          In partial agreement with the 
present study Roman et al,(2) in his 
prospective study found a significantly 
higher rate (10.7%) of abortions, 
neonatal deaths (3.4%) among 
grandmultipara group. Furthermore, 
Smriti et al (12) reported that; all 
grandmultipara women in his study 
were more likely to have bad obstetric 
history which include; spontaneous 
abortions, stillbirths and early neonatal 
death. Meanwhile Begum (16) in his 
study found that grandmultipara was 
more likely to have previous CS. This 
is inconsistent with the result of Hong 
et al., (17) in South Africa which show 
that, women with high parity were less 
likely to have abortion and neonatal 
deaths with statistical significant 
difference (p=0.0001).  
         The main reasons given for 
grandmultiparity in the current study 
include; repeated abortion and 
neonatal death, negative attitude 
toward family planning and the 
economic advantage of having an 

increasing number of children, early 
marriage, in addition, to complying to 
social norms and religious rules. The 
reasons given to justify 
grandmultiparity are numerous and 
similar in almost all studies done in 
this domain and over the years.(18) On 
the contrary El Tony (8) revealed that, 
lack of awareness and lack of 
availability and accessibility of family 
planning methods were the most 
common causes that lead to 
grandmultiparity. 
         The present study confirms the 
statistical association of 
grandmultiparity with the presence of 
current obstetrical complications. 
Anemia was at the top of the list with 
statistically higher percentage, 
followed by mal-presentation, 
preeclampsia and gestational diabetes. 
This finding is consistent with  Shaista 
et al.,(19) study in Pakistan "Obstetrical 
Complications In Grandmultiparity" 
who have reported  a higher frequency 
of complications which include; 
anemia ,hypertensive disorders in 
pregnancy, mal-presentation, preterm 
birth and twins pregnancy than control 
group (89.0%, 14.0%, 15.0%,6.0% and 
4.0% vs  62.0%, 5.0% ,2.0% ,2.0% 
and 4.0% respectively). Moreover; in 
India in retrospective case control 
study have demonstrated that, there 
was a significant increase in the 
prevalence of anemia, gestational 
diabetes, malpresentation, antepartum 
hemorrhage, preeclampsia, ruptured 
uterus and obstructed labor among 
grandmultipara group than women 
with low parity (P 0.001).(12) 
         As for the mode of delivery, 
there was a statistically significant 
difference between both groups in 
relation to the mode of delivery, 
almost three quarters (74.0%) of 
grandmultipara group were delivered 
by CS, of those almost one third (32.4) 
had an emergency CS compared to 
women with low parity (42.0% and 
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16.7% respectively). This results is in 
accordance with the finding of Rozina 
et al., (10) who reported that, the 
majority (93.0% )of  low parity group 
had  the highest percent of normal 
vaginal delivery compared to 86.0% of 
grandmultipara women who were 
expected to have higher rate of 
caesarean deliveries (14% vs 7%) than 
low parity group but, with no 
statistical significant difference. 
While, Tahira et al., (20) found that, the 
CS rate (20%) in the GM group was 
less than the CS rate (24%) in the MP 
group and there was no statistically 
significantly different. This can be 
attributed to different setting and 
different sample technique.  
          The present results were also 
consistent with those reported by 
Rozina et al., (10) in his cohort study 
which revealed that 18.0% of 
grandmultipara vs 8.0% in multiparous 
group were more likely to develop 
uterine inertia and failure of labor 
progress. On the contrary, Roman et 
al., (2) found a tendency for a lower 
incidence of uterine atony and failure 
of labour progress in grandmultipara 
group than control group but, with no 
statistical significant difference.  
        In the current study, 
grandmultipara women were 
significantly more likely to be exposed 
to precipitated labor, hysterectomy. 
Also two women had uterine rupture.  
This is in conformity with Benecke     
et al., (13) and Ojiyi et al., (11), whose 
results revealed that, uterine rupture 
was high among grandmultipara than 
control group but with no statistical 
significant difference. In this regard, 
Onah (21) has claimed that uterine 
rupture constitutes one of the gravest 
risks of grandmultiparity. It may be 
related to intra-partum 
mismanagement which include; un 
monitored oxytocin dose, an 
obstructed labor as a result of delivery 
of a large baby which resulted in 

increasing the strain on the uterus and 
leads to its rupture.  
            The present study indicates that 
women in the study group were 
significantly more likely to have post 
partum hemorrhage; thus, more than 
one fifth of grandmultipara women 
had primary postpartum hemorrhage, 
of those the majority was atonic type. 
Differences observed were statistically 
significant. This is partially in 
agreement with Nordin et al. (22) who 
observed that, postpartum hemorrhage 
was common among grandmultipara 
women than low parity group (0.84 vs 
0.39) but with no statistically 
significant (P=0.612). Moreover, 
Rozina et al., (10) reported that 12.0% 
of grandmultipara women developed 
post partum hemorrhage and have 
blood transfusion vs 3% of control 
group with statistically significant 
difference. On the contrary Rayis et 
al., (23) in Eastern Sudan found no 
direct association between 
grandmultiparae and post partum 
hemorrhage.  
            As regards neonatal outcome, 
more than one fourth newborns in the 
present study (26.0%) had Apgar score 
at the  1st minute less than 3, which is 
considered abnormal and needs 
immediate resuscitation and the 
difference between the two groups was 
highly significant (P=0.000). 
However, it was improved at the 5th 
minute with no statistical significant 
difference between the two groups. 
These findings were not totally in 
congruence with, Severinski et al., (14) 
and Rozina et al .,(10) who have 
reported that; there was significantly 
higher incidence of low apgar scores at 
1 and 5 minutes  among 
grandmultipara group compared with 
multipara group (P=0.002).          
     In the current study the neonates 
of women in the grandmultipara were 
more likely to have the need for 
resuscitation and admission to the 
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NICU compared to those of low parity. 
Statistical significant difference was 
noted between the two groups 
(p=0.047). Conversely, Smiljan et al., 
(14) reported that, grandmultiparity was 
associated with low percent of 
neonatal death (0.0%) compared to 
control group (2.8%), with no 
statistical significant difference (P= 
0.345). 
Conclusion: 
      According to the findings of the 
present study, it can be concluded that 
grandmultiparity is still associated 
with maternal and neonatal 
complications. 

Recommendations: 
 The availability of reliable 

contraception for grandmultipara, 
regardless of age or ability to pay, 
is an essential first step. They 

require access to age-appropriate 
and culturally sensitive 
reproductive health care services, 
including emergency 
contraception. 

  Good antenatal care and quality 
delivery services, adequate 
counseling to improve patient’s 
awareness on issues relating to 
education, economic 
empowerment, as well as the 
misuse of culture and tradition that 
impedes their progress is 
mandatory. 
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Table (1): Distribution of the studied women according to their socio- 
                      demographic characteristics 
 

Group  
Cases (n=100) Controls (n=100) 

 
Socio- demographic 
data No. % No. % 

 
 
X2 

 
 
P 

Age: 
 20- 

 
0 

 
0.0 

 
24 

 
24.0 

 25- 4 4.0 49 49.0 
 30- 30 30.0 18 18.0 
 35- 66 66.0 9 9.0 

 
 

95.4 

 
 

0.000 * 

Mean ± SD 35.8 ± 4.0 27.5 ± 4.6 t =13.7 0.000 * 
Education : 

 Illiterate 
 
36 

 
36.0 

 
1 

 
1.0 

 Basic 45 45.0 25 25.0 
 Secondary 19 19.0 63 63.0 

 University 0 0.0 11 11.0 

 
 

73.4 

 
 

0.000 * 

* P < 0.05 (significant) 
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Table (2):  Distribution of the studied women according to their obstetrical  
                     history (n=200) 

Group 
 

Cases (n=100)  
 

Controls (n=100) 

 
 
Obestatric 
history No. % No. % 

 
 
 X2 

 
 

p 

Parity: 
 Primipara 

 
0 

 
0.0 

 
26 

 
20.0 

 2-4 0 0.0 74 74.0 
 5-8 100 100.0 0 0.0 

Mean ± SD  5.2 ± 0.6 2.0 ± 0.8 

 
 
 

150.0 

 
 
 

0.000* 

Abortion : 
 No 

 
46 

 
46.0 

 
74 

 
74.0 

 Yes 54 54.0 26 20.0 

 
16.3 

 
0.001* 

Neonatal death 
 No 

 
49 

 
49.0 

 
93 

 
93.0 

 Yes  51 51.0 7 7.0 

 
47.1 

 
0.000* 

* P < 0.05 (significant) 
 
 
 

 
Table (3): Distribution of the study group according to causes of  
                        grandmultiparity from the women's point of view (n= 100)  

         
            $ More than one response was allowed.                                                                                                            
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 

Factors affecting grandmultiparity $ No. % 
 Repeated abortion / neonatal death 54 54% 
 Negative attitude toward family planning methods  42 42% 
 Desire to have large number of children 35 35% 
 Early marriage 35 35% 
 Unawareness of family planning methods 30 30% 
 Lack of availability and accessibility of family 

planning services  
22 22% 
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Table (4): Distribution of the studied women according to the complications  
                    encountered "as diagnosed by doctor" on admission to labour room.  
                    (n=200)    

Group 
Cases (n=100) Controls (n=100) 

 
 
Complications$ No. % No. % 

 
 
 X2 

 
 

p 
Gestational diabetes:   

 No 
 

74 
 

74.0 
 

92 
 

92.0 
 Yes 26 26.0 8 8.0 

 
4.8 

 
0.04 

Placenta previa: 
 No 

 
81 

 
81.0 

 
90 

 
90.0 

 Yes 19 19.0 10 10.0 

 
3.2 

 
0.068 

Abruption placenta 
 No 

 
95 

 
95.0 

 
99 

 
99.0 

 Yes 5 5.0 1 1.0 

 
2.4 

 
0.078 

Malpresentation: 
 No 

 
60 

 
60.0 

75 75.0 

 Yes 40 40.0 25 25.0 

 
4.5 

 
0.035* 

Twins pregnancy:  
 No 

 
91 

 
91.0 

 
97 

 
97.0 

 Yes 9 9.0 3 3.0 

 
2.2 

 
0.527 

Pre term labour: 
 No 

 
90 

 
90.0 

 
93 

 
93.0 

 Yes 10 10.0 7 7.0 

 
1.3 

 
0.627 

$ More than one response was allowed. 
  Total is not exclusive 

 

 

Table (5): Distribution of the studied women according to intra-partum complications  
                   (n=200)   

 

$ More than one response was allowed. 
* P < 0.05 (significant) 
 
 
 
 
 
 
 
 

Group 
Cases(N=100) Controls(n=100) 

 
Intrapartum 
complications $ No. % No. % 

 
 

X2 

 
 

P 
Obstructed labour 10 10.0 4 4.0 1.9 0.178 
Uterine inertia 12 12.0. 3 3.0 4.6 0.031* 
Ruptured uterus 2 2.0 0 0.0 0.7 0.477 
Precipitate labour 9 9.0 1 1.0 5.2 0.032* 
Hysterectomy 7 7.0 0 0.0 5.3 0.021* 
Failure of progress 19 19.0 1 1.0 14.6 0.007* 
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Table (6): Distribution of the studied women according to postpartum  
                    complications (n=200) 

  $ More than one response was allowed                     
  P value based on Mont Carlo exact probability 

        * P < 0.05 (significant)  
 
 
 

Table (7): Distribution of the studied women according to apgar score at  
                   the 1st and the 5th minute and birth weight (n=200). 

 
  *Fisher exact test                            * P < 0.05 (significant) 

 
 
 
 
 
 

Group 
Cases 

(n=100) 
Controls 
(n=100) 

 
 

Post partum 
complications No. % No. % 

 
 

X2 

 
 

P 

Immediate P.P 
haemorrhage 

    

 Yes 22 22.0 8 8.0 
 No 78 78.0 92 92.0 

 
 

3.9 

 
 

0.038* 

Type of P.P 
haemorrhage 

 
N=22 

  
N=8 

 

  Atonic 12 54.5 2 25.0 
 Traumatic 6 27.3 5 62.5 
 Combined 4 18.2 1 12.5 

 
 

6.7 

 
 

0.001* 

Maternal mortality 1 3.8 0 0.0 FET 0.128 

Groups 
Cases (n=100) Controls (n=100) 

  
  
Item  No. % No. % 

 
 

X2 

 
 

P 
Apgar score 
after 1 minute 

    

 <3 26 26.0 8 8.0 
 4-6 55 55.0 82 82.0 
 7+ 19 19.0 10 10.0 

 
 
 

17.6 

 
 
 

0.000* 

Range 2-9 2-8 
Mean ± SD 4.9 ± 1.7 5.1 ± 1.2 

 
t=0.97 

 
0.332 

Apgar score 
after 5 minutes 

    

 <3 7 7.0 1 1.0 
 4-6 22 22.0 20 20.0 
 7+ 71 71.0 79 79.0 

 
 

5.1 

 
 

0.081 

Range 2-10 3-10 
Mean ± SD 6.9 ±1.8 7.3 ± 1.3 

 
t=1.7 

 
0.086 
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Table (8): Distribution of the studied women according to neonatal  
                       complications (n=200). 

 
                        * P < 0.05 (significant)   
 
 
 
 
 
                                                             

35.0

65.068.0

32.0

0.0

10.0

20.0

30.0

40.0

50.0

60.0

70.0

80.0

90.0

100.0

No Yes

Anaemia 

%

Cases
Controls

 
Figure (1): Distribution of the studied women according to presence of 

Anemia during pregnancy (n=200) 
 
                             

Group 
Cases (n=100) Controls (n=100) 

 
Neonatal 
complications No. % No. % 

 
 

X2 

 
 

P 
 Early neonatal death     

 No 95 95.0 98 98.0 
 Yes 5 5.0 2 2.0 

 
1.5 

 
0.630 

Need of resuscitation     
 Yes 26 26.0 22  22.0 
 No 74 74.0 78  78.0  

  
0.44 

 
0.508 

 

Admission to NICU     
 Yes 35 35.0 22 22.0 
 No 65 65.0 78 78.0 

 
3.9 
 

 
0.047* 
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Figure (2):Distribution of the studied  women according to presence of 
preeclampsiaduring pregnancy(n=200) 

   
            

 
 

Figure(3): Distribution of the studied women according to mode of 
delivery (n= 200) 
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النتاج الأمومى و الوليدى فى السيدات الولودات بكثرة فى مستشفيات جامعة 
  الزقازيق

  
  )٤(، إيمان السيد الصباغ )٣( ، أمينة سعد جنيد )٢(، سناء على نور الدين)١(إيمان احمد جودة 

           النـساء   أستاذ  تمـريض    )٢(،   جامعة الزقازيق  - كلية التمريض  - تمريض النساء و الولادة    معيدة بقسم    )١(   
     كلية التمـريض   - أستاذ مساعد تمريض النساء والولادة       )٣( ،    جامعة الزقازيق  - كلية التمريض  -الولادةو   
   جامعة الزقازيق–كلية التمريض- مدرس تمريض النساء والولادة )٤(،  جامعة الزقازيق-  
  

  :مقدمــة
 واسـتمرار النمـو    مزدحمة سـكانيا مصرتعتبر  

لـى الأراضـي     إجهادا كبيـرا ع    ببيسالسكاني  
تعدد فرض أن ي يمكن و، والموارد على حد سواء

 و ليس ذلك    كلفة على مصر  تعبئا باهظ ال  الإنجاب  
 يق التنميـة الاقتـصادية    عي بل يمكن أن     ،فحسب

 ـمشاكل  الزيادة  يؤدى إلى   كذلك  و      صحية لـلأم  ال
 بعـد  للحملوينظر  .  الجنين، والأسرة والمجتمع   و

قلق، وخاصة مـن قبـل      وحذر  ب ةمسالولادة الخا 
الـذين يعملـون    أطباء التوليد في البلدان النامية      

 إلـى   لا تزال هناك حاجـة    و،  بموارد غير كافية  
معـدلات  جـل تحـسين     أمن  ذات أهمية    رعاية

 .  وحديثي الولادة والوفيات بين الأمهات الاعتلال
  

  :هدف البحث
 النتاج الأمومى وقد أجريت هذه الدراسة لتحديد        

  تهنمقارنوالوليدى فى السيدات الولودات بكثرة و     
  .الولادات ات المعدل المنخفض من ذومع 

  :عينة و مكان البحث
 وقد أجريت هذه الدراسة على مجمـوعتين مـن         

   :ءالنسا
خمـس مـرات أو     (سيدة ولود بكثرة    ١٠٠ " 

 )أكثر
-١(سيدة ذات معدل ولادات منخفض      ١٠٠  

 فــي الــولادة مستــشفىمــن  )  مــرات٤
 .ستشفيات جامعة الزقازيقم

 إلـى   ٢٠١١ العمل الميداني من سبتمبر      واستمر 
  .٢٠١٢ لأبري

  : أدوات جمع البيانات
  :وتألفت الأدوات المستخدمة لجمع البيانات من

استبيان مقابلة الأمهات والذي تـم تـصميمه         
لجمع بيانات عن الخـصائص الاجتماعيـة       

 .تاريخ المرضىالوالديمغرافية و
 في غرفة    السيدة عند الدخول   استمارة فحص  

البيانـات  الولادة وتتضمن هـذه الاسـتمارة       
 الفحص الموضعى والباطنى  المتعلقة ببيانات   

  الخ.....الفحص المعملي  أيضا و
 تم استخدامه للسيدات اللاتـي    : البارتوجراف 

أجريت لهن عمليـة ولادة طبيعيـة وأيـضا         
  لتجميع البيانـات الخاصـة      طارئة قيصرية

ين والأم ومدى تقدم الولادة خـلال       بحالة الجن 
المرحلة النشطة من المرحلة الأولـى مـن        

  .الولادة
 بيانـات حـول     ويتـضمن : ملخص الولادة   

طريقة الولادة ومدتها وكـذلك المـضاعفات       
 .الفورية أثناء وبعد الولادة

استمارة تقييم حديثى الولادة، وقـد شـملت          
درجات أبجار في الدقائق الأولى والخامـسة       

 . حديثى الولادةمضاعفات التي قد تصيبوال
 امـرأة فـى     ٢٠وأجريت الدراسة التجريبية على     

حالة ولادة لتقييم إمكانية تطبيق أدوات جمع       
 .البيانات والجدوى من هذه الدراسة

  
  :النتائج

 : النتائج التالية عنو قد كشفت نتائج الدراسة
 بين   الولودات بكثرة ما   تراوحت أعمار النساء   

 ٤,٠ ± ٣٥,٨ بمتوسـط    كثر وأ ة سن ٣٥-٢٥
 سنة  ٤,٦ ± ٢٧,٥ و   ٣٠-٢٠بسنة مقارنة   

 الاختلافـات   كانـت و .مجموعة المقارنة في  
   .ذات دلالة إحصائية

لـديهن  أميات أو   كن    الولودات بكثرة  النساء 
النساء فـي مجموعـة     ب مقارنة   أساسيتعليم  

ــة ٪، ١,٠٪ مقابــل ٤٥,٠٪، ٣٦,٠ (المقارن
 فـروق   مثل ذلك وقد  ). ٪ على التوالي  ٢٥,٠

ذات دلالة إحصائية بين المجمـوعتين فيمـا        
 .يتعلق بالتعليم

  فـى   عالية إحـصائيا   الولودات بكثرة النساء   
) ٠,٦ ± ٥,٢(عدد مـرات الـولادة      متوسط  

 ذات معدل الولادة المـنخفض    مقارنة بالنساء   
 أعلى نـسبة    كما أنه كان لديهن    ٠,٨ ± ٢,٠

  سـابقا  وفيات حديثي الـولادة والإجهـاض     
ــة ) ٪٥١,٠٪ و٥٤,٠( ٪ ٧,٠٪ ٢٦,٠مقارن
، مع فـروق ذات دلالـة       المقارنةمجموعة  ب

 .إحصائية
أعلى إحصائيا  السابقةالولادة القيصرية  معدل 

) ٪٦٣,٠(  الولودات بكثرةالنساء في مجموعة
 .٪ في مجموعة المقارنة٤٠مقارنة مع 

 لـديهن  ٪٥٠بكثـرة  الولودات  نصف النساء 
 اسـتخدام   حمل غير مخطط له بسبب عـدم      
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 .وسائل منع الحمل
الإجهاض المتكرر ووفاة حديثى الولادة كانوا       

الأكثرتأثيرا فى تعدد الإنجاب الكثير بـأعلى       
، يليهم الموقف الـسلبي تجـاه       )٪٥٤(نسبة  

) ٪٤٢( تنظــيم الأســرة اســتخدام وســائل
طفـال  والرغبة فى إنجاب عدد كبير من الأ       

 .٪٣٥والزواج المبكر
 النـساء الولـودات     من) ٪٢٥,٠(الربع فقط    

علـى   الحمل بكثرة يتلقين رعاية صحية أثناء
من النساء ذات   ) ٪٩٦,٠(النقيض من الغالبية    

 .المعدل المنخفض من الولادات
 من مجموعة) ٪٢٦,٠(أكثر من الربع بقليل  

النساء الولودات بكثرة لـديهن فقـر الـدم،         
ووضع جنيني خاطئ وسكر الحمل، مقارنـة       

والفرق كان ذات دلالة    مع مجموعة المقارنة    
 .إحصائية

 معدل الولادة القيصرية أعلى في مجموعـة  
  من نـوع نالنساء الولودات بكثرة ومعظمه

، مقارنـة مـع     الاختيارية الولادة القيصرية 
ــة  ــة المقارن ٪ و ٣٢,٤٪ و ٧٤,٠(مجموع

 ). ، على التوالي١٦,٧٪ و٪ ٤٢,٠
النساء الولودات بكثرة أكثر عرضـة لعـدم         

، القصور الذاتي   )٪١٩,٠(ولادة  إحراز تقدم ال  
) ٪١٠,٠(، الولادة المتعسرة    )٪١٢,٠(الرحم  

 ٢٢بالإضافة إلى   ). ٪٧,٠(واستئصال الرحم   
٪ لديهن نزيف أولى  ما بعد الولادة وكـان          
النــوع الأكثــر شــيوعا هــو الارتخــائى 

 ).٪٢٧,٣(، يليه التصادمي )٪٥٤,٥(
ى الولادة للسيدات الولودات بكثـرة      أن حديث  

 يعانون من ضعف معدل ابجـار عنـد         كانوا
وأكثر عرضـة   ) ١,٧ ± ٤,٩(الدقيقة الاولى   

كثـر احتياجـا للإنعـاش      وأ بالوفاةللإصابة  
  .عناية حديثي الولادة والدخول في

 
  :الخلاصة

  :أن نتائج الدراسة ونستخلص من
أكثر عرضة   إحصائيا النساء الولودات بكثرة كن
دة، وبعـد   أثناء الـولا   لمضاعفات ما قبل الولادة،   

الأنيميا، وداء الـسكري، والوضـع      : الولادة مثل 
الجنيني الخاطئ وعدم إحـراز تقـدم الـولادة،         
وعطالــة الــرحم، ونــوع الــولادة القيــصرية 
الاختيارية، استئصال الرحم ونزيـف مـا بعـد         

كذلك كان معدل  وفيات حديثي الـولادة،         .الولادة
 والاحتياج للإنعاش وكذلك أيـضا الـدخول فـي        

أكثر شـيوعا   اية المركزة لحديثى الولادة كانالعن
  . الولودات بكثرة بين النساء

  
  
  

  :التوصيات
  :ء هذه النتائج، فانه يوصى بالآتىفي ضو

 فر وسائل منع حمل موثوق بها للنـساء اتو 
الولودات بكثرة ، بغض النظر عن العمر أو        

  .القدرة على الدفع، هو خطوة أولى أساسية
 نلودات بكثرة أن يحصلالو ينبغى على النساء 

على خدمات رعاية صحية إنجابية ملائمـة       
للعمر ، بما في ذلك وسائل منع الحمل فـي          

 .حالات الطوارئ
ينبغي تدريب الممرضات لإزالة سوء الفهـم        

 ـ    تعـدد الإنجـاب     نوالمعتقدات الخاطئة ع
   .الكثير

تحسين وتوافر نوعية خدمات الرعاية السابقة       
 .للولادة

 




