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A CONSIDERABLE literature has accumulated in the last three
rA decades on the grand multipara and the risks which attend her
during pregnancy and labour. Credit is sometimes given to
Solomons (1934) for being the first to draw attention to what be
called the dangerous multipara, but other writers such as Munro
Kerr (1933) and Robinson (1930) had previously emphasized the
increased maternal mortality associated with high parity. The
former pointed out that maternal mortality was lowest of all in a
two para, under average in third and fourth pregnancies but that
there was a greater maternal mortality in pregnancies in excess of
that number, which number increased steadily as parity became
greater. Robinson was moved to remark that it was safe to predict
that in a more advanced epoch the majority of eight paras and all
women over 40 would be delivered by caesarean section.

It seems certain that the obstetricians of past generations must
have been well aware of these dangers, particularly as large families
were the rule rather than the exception as today. Matthews Duncan
(1865-66) conducted an exhaustive enquiry " On the mortality of
childbed as affected by the number of labours " and formulated a
number of laws, three ofwhich are quoted:
Law number 3: As the number of a woman's labours increases

above nine, the risk of death following labour increases with the
number.
Law number 4: As the number of a woman's labours increases

above nine, the risk of death from puerperal fever following labour
increases with the number.
Law number 5: If a woman has a large faniily, she escapes extra-
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ordinary risks in surviving her first labour to come again into
extraordinary and increasing risk as she bears her ninth and sub-
sequent children.

Williams (1947) summed up the risks inherent in labour in the
grand multipara when he wrote " these complications may be all
the more difficult to surmount because they are often unexpected
and some major catastrophe such as rupture of the uterus or some
difficult operation such as high craniotomy may terminate the
labour. When difficult or obstructed labour occurs in a patient
after a long historv of normal deliveries, its explanation is often
puzzling ".

Barns (1953) and Feeney (1953) have recently published papers
restricted to women carrying their eighth pregnancy or more.
Barns from study of 306 cases emphasized the high incidence of
hypertension and pre-eclampsia. He found that accidental haemor-
rhage was the commonest cause of foetal loss (14 per cent) and that
this complication was also responsible for the four maternal deaths.
Feeney at the Coombe Lying-In Hospital, in a two-year period,
collected the amazing number of 518 women who had had seven
or more vaginal deliveries of conceptions lasting 28 weeks or more,
incidence of 12.6 per cent ofall hospital deliveries. Fifty-four of these
patients featured twice in his total.
A grand multipara is usually defined nowadays as a woman who

has had five or more viable babies and that is the criterion for
inclusion of such cases in this report. This report concerns grand
multiparae delivered in St. Mary's Hospital, Manchester, during
the years 1951-60 inclusive. That the grand multipara constitutes
a clinical entity in her own right and is on the priority list for
confinement in hospital is now well recognized and although large
families are less frequent than in the days of our grandparents, the
relative proportion of grand multiparae to all admissions has in-
creased steadily over the years as demonstrated in table I.
Age groups of these patients is shown in table II. Of these

patients 85.3 per cent were between the ages of 30 and 44. In
Fenney's series the figure was 93 per cent for similar age groups.
Parity
The parity of these patients is shown in table III.
It is obvious that patients ofa parity of seven or more are relatively

few, 351 or 25 per cent of the total. When the complications of
pregnancy are detailed later these facts are considered but it is
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TABLE
THE RELATIVE PROPORTION OF GRAND
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MULTIPARA TO ALL ADMISSIONS

Year Primigravidae Multiparae* Grand Percentage of
multiparae total admissions

1951 878 1,242 98 4*4
1952 1,118 1,321 117 4'6
1953 1,199 1,368 108 4-0
1954 1,237 1,356 104 4-0
1955 1,252 1,331 123 4 6
1956 1,384 1,205 139 5.1
1957 1,515 1,166 129 4*5
1958 1,260 1,359 154 55
1959 1,307 1,562 196 6 4
1960 1,253 1,745 221 6 9

Total deliveries: 27,447

*For convenience the term ' multipara ' is, in this report, restricted to those
who have had fewer than five viable babies.

TABLE II
AGE GROUP OF GRAND MULTIPARA

Less than 25 years of age .. .. 11
25-29 ,, ,, ,, .. .. 154
30-34 ,, ,, ,, .. .. 384
35-39 ,, ,, ,, .. .. 548
40-44 ,, ,, ,, .. .. 252
45 and over .. .. 34
Not known .. .. 6

TABLE III
THE PARITY OF GRAND MULTIPARA

Parity No. ofcases Parity No. ofcases Parity No. ofcases

5 493 10 55 15 6
6 340 11 30 16 0
7 205 12 12 17 1
8 141 13 11 18 0
9 91 14 3 19 1



evident that Manchester cannot compete with Dublin when it
comes to production of grand multiparae!
The 1,389 women had, therefore, 9,022 pregnancies in excess of

28 weeks prior to the pregnancy under review. They had also sus-
tained 772 abortions.

Complications of pregnancy

Toxaemia ofpregnancy
All types-incidence:

Primigravidae .. .. 2,185 in 12,403 patients = 17 6 per cent
Multiparae .. .. 1,891 in 13,655 patients = 13 9 per cent
Grand multiparae .. 170 in 1,389 patients = 12 2 per cent

There were no cases of eclampsia in grand multiparae.
Types of toxaemia in grand multiparae:

Essential hypertension
Pre-eclampsia
Chronic nephritis

58
111

1

170

Contrary to expectation there does not appear to be an increased
incidence of toxaemia. The results to the infants of these mothers
are as under:

Total live births
Total still births

163
20

183

to which must be added four neonatal deaths. There were 43
cases of twins in the total, 13 of whom showed toxaemia-one
essential hypertension and 12 pre-eclampsia.
The results to infants according to the nature of the toxaemia are

shown in table IV.
TABLE IV

THE RESULT TO INFANTS ACCORDING TO THE NATURE OF TOXAEMIA

Type oftoxaemia Total Live Still Neonatal
infants births births deaths

Essential hypertension .. 59 54 5 1
Preeclampsia .. .. 123 108 15 3
Chronic nephritis .. 1 1 0 0

183 163 20 4
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Consideration of these cases from the angle of parity is shown in
table V.

TABLE V
PARITY AND TOXAEMIA

Total Cases of Per- S.B.per-
Parity cases toxaemia centage Twins L.B. N.N.D. S.B. centage

5 493 72 14 6 6 70 1 8 10'3
6 340 33 9 7 1 30 1 4 11-7
7 205 20 9'8 1 18 - 3 14-3
8 141 18 12*8 1 18 1 1 5 1
9 91 9 9.9 1 9 1 1 10.0
10 55 8 14-5 3 9 - 2 18-0
11 30 6 200 - i - 1 -
12 12 2 - - 2 - - -
13 11 1 - - 1 - - -
17 1 1 - I - - -

170 13 163 4 20

There does not appear to be any great increase in the incidence
of toxaemia to any appreciable extent in the higher parities. The
incidence of toxaemia in paras 5, 6 and 7 taken together is 12 per
cent, compared with 13.2 per cent of the higher parities.

Ante-partum haemorrhage
Considering first accidental haemorrhage, the influence of grand

multiparity is much more striking and confirms the views put forward
by previous writers.

Primigravidae .. .. 334 cases in 12,403 patients = 2 7 per cent
Multiparae.. .. .. 565 cases in 13,655 patients = 4 1 per cent
Grand multiparae .. 77 cases in 1,389 patients = 5 6 per cent

Four of the grand multiparae with twins had accidental haemor-
rhage, i.e. 81 infants whose fate was as follows:

Live births .. .. 54 = 67 per cent
Neonatal deaths .. .. 5 = 6 per cent
Still births .. .. 27 = 33 per cent

Analysis by parity is shown in table VI.

The 77 cases were divisible again as follows:
Non-toxic accidental haemorrhage:

54 cases (1 set twins) Live births
Still births
Neonatal deaths

40
15
1
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Toxic accidental haemorrhage:
23 cases (3 sets twins) Live births 14

Still births 12
Neonatal deaths 1

It may, therefore, be concluded that the incidence of accidental
haemorrhage in grand multiparae is high and is associated with
grave consequences to the foetus. There was one maternal death.

TABLE VI
ANALYSIS BY PARITY

S.B. rate
Parity Cases Cases of Per- Twins L.B. N.N.D. S.B. percent-

acc. haem. centage age of
all births

5 493 23 4*7 1 13 4 11 45.9
6 340 23 6-8 - 18 - 5 21*8
7 205 12 5 8 1 9 1 4 30 8
8 141 4 2-8 - 2 - 2 50-0
9 91 9 9.9 - 5 _ 4 80 0
10 55 4 73 2 5 - 1 166
11 30 0 - - -- -

12 1 1 1 - - 1 - -
13 11 1 - - 1 - -

1,377 77 _ 54 5 27

Placentapraevia
Incidence:

50 cases in 12,403 primigravidae = 04 per cent
221 cases in 13,655 multiparae = 1 7 per cent
44 cases in 1,389 grand multiparae = 3-2 per cent

The 44 cases were treated as follows:
Spontaneous delivery 12
Carean section 30
Breech extraction 1
Forceps delivery 1

with results to infants as under:
Live birts
Neonatal deaths
Still births

These figures confirm the well recognized
placenta praevia in grand multiparity.

40
3
4

increased incidence of

Multiple pregnancy
The incidence of twins was found to be as follows:

Primigravidae 1 45 per cent
Multiparae 2 6 per cent
Grand multiparae 3*1 per cent (43 cases)
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Of these 43, complications were:
Essential hypertension 1
Pre-eclampsia 12
Accidental haemorrhage 4

The high incidence of multiple pregnancy is, as might be expected,
in women of high fertility.
The results to the infants were as follows:

Live births 81
Neonatal deaths 4
Still births 5

Delivery
Caesarean section was performed in 84 of 1,389 grand multiparae,

giving an incidence of 5.9 per cent. Of these, 8 had undergone the
operation once previously, 6 on 2 occasions and one patient 4 times.
The indications were as follows:

Placenta praevia 30
Rh. iso-immunization 8
Contracted pelvis/disproportion 15
Accidental haimorrhage 4 (2 followed by
Severe pre-eclampsia 2 hysterectomy)
Disordered uterine action 3
Prolapsed cord 8
Brow presentation 1
Myomnetomy previous C.S. I
Previous repair I
Carcinoma cervix 1
Chronic nephritis failed induction 1
Breech presentation long first stage 1
Psychiatric reasons 1
Previous pulmonary embolism bilateral

femoral thrombosis 1 (maternal death)
Foetal distress early in labour 2
Transverse lie I
Hydrocephaly ruptured uterus 1
Cervical dystocia-diabetes 1
Maternal distress 1

It is of interest to note in passing that the incidence of caesarean
section in grand multiparae increased from 1 in 98 (1951), 3 in 117
(1952) to 15 in 196 (1959) and 20 in 221 (1960). As above noted
there was one maternal death.
Forceps deliveries as mnight be expected were required only in-

frequently-25 times-21 live births and 4 still births resulting. The
indications were:

Foetal distress 2
DTA/POP 12
Second stage delay 10
Face presentation converted from brow 1
Maternal distress I
Placenta praevia type III I

25
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Malpresentation
1. Breech deliveries:
Uncomplicated: 21 cases-19 live births, 2 still births and 1 neonatal death.
Complicated: 60 cases-40 live births, 20 still births and 3 neonatal deaths.

2. Transverse and oblique lie was much more common in grand
multiparae. The respective percentages were:

Primigravidae 0.15 per cent
Multiparae 0 86 per cent
Grand multiparae I1 per cent (15 cases)

These 15 cases were dealt with as follows:
Spontaneous delivery partus corpore conduplicato 1 -live birth

(live births 3
Internal version and breech extraction 8 neonatal deaths 1

still births 5
live births 2

Caesarean section 3 neonatal deaths 1
still births 1

External cophalic version 3 live birth 2

3. Face presentation was encountered nine times. All had
spontaneous deliveries. There were five still births (three anen-
cephalic foetuses and two cases of hydrops foetalis).

4. Brow presentation was met with in labour on four occasions
and managed as follows:

Casarean section 1
Conversion to vertex normal delivery 1
Internal version breech extraction 1
Kielland's forceps 1

All infants survived.
Craniotomy was performed in three cases-one hydrocephalic

foetus and twice to the aftercoming head in breech delivery where
the child was known to be dead.

Prolapsed cord occurred in 20 cases, a percentage incidence of
1.4, compared with 0.8 per cent in multiparae and 0.27 per cent in
primigravidae. Methods of dealing with this complication and
results are shown in table VII.

Postpartum haemorrhage has long been considered to be one of the
great dangers attendant upon labour in a grand multipara. This
too in spite of the fact that many of these women have short first
and second stages with powerful uterine contractions. Failure of
retraction rather than contraction, coupled with a relative increase
in the fibrous tissue in the uterus is most likely to be responsible. The
overall incidence of postpartum haemorrhage in the present series
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does not, however, confirm this view. The percentage incidence
in the three groups was:

Primigravidae 6 7 per cent
Multiparac 6 5 per cent
Grand multiparac 6 3 per cent

The incidence in grand multiparae has varied greatly from year
to year, 10 per cent (the highest) in 1954 to 1.8 per cent (the lowest)
in 1960 These figures, however, give no indication of the severity
of the haemorrhage It seems reasonable to assume that this may be
judged by the necessity of blood transfusions when the figures tell
a very different story. (Table VIII.)

TABLE VII
METODS AND RESULTS OF MANAGEMNT OF PROLAPSED CORD

Method ofdelivery Cases L.B. N.N.D. S.B.

Spontaneous normal delivery 3 2 1
Caesarean section .. 8 7 1
Breach extraction .. .. 4 2 - 2
Forceps .. .. .. 2 1 1 1
Inter. version, br. extrac. .. 2 _ 2
E. P. V., breech extraction.. 1 1

20 13 1 7

TABLE VIII
TRANSFUSION FOR POSTPARTUM HMORRHAGE

Number of Percentage
Total cases cases needing cases
P.P.H. transfusion transfused

Primigravidae .. .. 839 148 17 7
Multiparae .. .. 884 160 18.1
Grand multiparae .. 88 32 36-4

It therefore appears that while the overall incidence of post-
partum haemorrhage in grand multiparae is no greater than in other
parities, when it does occur, it is more severe. No doubt the common
employment ofintravenous ergometrine with the birth ofthe anterior
shoulder is another factor.

Ruptured uterus. There were three cases of ruptured uterus. The
first was a patient with a contracted pelvis and a hydrocephalic
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foetus. Ruptured uterus was diagnosed after she had been in
labour 57 hours. Caesarean hysterectomy was performed and the
mother recovered well. The second patient collapsed and died
after a normal delivery. At post-mortem exaamination, a rupture
of the left side of the uterus was found, plus a massive air embolism.
The third case was an emergency admission who had sustained a
rupture of the uterus at the 28th week of gestation. Of interest is
the fact that between five previous normal deliveries and the present
pregnancy she had twice undergone dilation and curettage following
abortions at 12 weeks. Subtotal hysterectomy was performed and
the patient made a good recovery.
Manual removal of the placenta. This operation was undertaken

37 times in grand multiparae. Five of these followed forceps
deliveries in which " prophylactic exploration " of the uterus was
doubtless a factor. The percentage incidence is, therefore, 2.3.

Maternal deaths. There were three maternal deaths in 1,389
grand multiparae.

1. Following caesarean section undertaken on account ofprevious pulmonary
embolism and bilateral femoral thrombosis. At postmortem examination,
evidence of a huge pulmonary embolism was found and a huge haematoma of
the rectus abdominus muscles.

2. A case of ruptured uterus discovered after normal delivery. At autopsy,
evidence ofair embolism was discovered.

3. A severe case of concealed and revealed accidental haemorrhage.
Still births. Of the 1,432 infants born to the 1,389 grand multi-

parae, 123 were still born, giving a rate of 86 per thousand which is
considerably in excess of the overall still birth rate in the hospital
during the past ten years, which has varied between 45 and 60 per
thousand. The causes of the 123 still births are classified as follows:

Rh. iso-immunization 45
Accidental haemorrhage 22
Congenital deformity 12
Pre-eclampsia 10
Prematurity 9
Intracranial haemorrhage 5
Prolapsed cord 4
Atelectasis/asphyxia 3
Placenta praevia 3
Obstructed umbilical cord 2
Maternal death 1
Uncertain 7

It is appreciated that these figures do not always coincide with
results given earlier under complications of pregnancy and labour,
but in numerous cases several factors were concerned in the still
birth and each was classified under what appeared to be the primary
cause.
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Heady, Daly and Morris (1955) pointed out that the still birth
rate fell in the second and third pregnancy but rose thereafter with
increasing parity. But the still birth rate increases with age whatever
the parity, but particularly in primigravidae. The vast majority of
grand multiparae are in the higher age group-88 per cent of 30
years of age and over in the present series-and it seems likely that
age rather than parity is responsible for the high still birth rate.

Neonatal deaths. There were 46 neonatal deaths among the
1,309 infants born alive, an incidence of 35.1 per thousand.
The causes of death were classified as follows:

Rh. iso-immunization 16
Intracranial haemorrhage 13
Congenital deformity 3
Pyaeniia 1
Bronchopneumonia 2
Prematurity asphyxia maternal A.P.H. 4
Adrenal haemorrhage 1
Anoxia inhaled meconiumn 1
Prematurity 3
Atelectasis maternal diabetes 1
Atelectasis prediabetic state 1

Summary
1. The grand multipara is at greater risk during pregnancy and

in labour.
2. During pregnancy, the greatest risk is from antepartum

haemorrhage, placenta praevia and accidental haemorrhage being
more common and the latter associated with high foetal loss.

3. During labour there is an increased incidence of malpresenta-
tion and prolapsed umbilical cord. Postpartum baemorrhage when
it does occur is likely to be more severe.

4. There is an increase in the still birth and neonatal deaths. In
this series the commonest cause in each case was haemolytic disease
of the new born.
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