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Abstract

Although the influence of advanced maternal age (AMA) and delayed childbearing on adverse maternal and
perinatal outcomes has been studied extensively, no universal consensus on the definition of AMA exists. This
terminology currently refers to the later years of a woman’s reproductive life span and generally applies to
women age ‡35 years. AMA increases the risk of pregnancy complications, including ectopic pregnancy,
spontaneous abortion, fetal chromosomal abnormalities, congenital anomalies, placenta previa and abruption,
gestational diabetes, preeclampsia, and cesarean delivery. Such complications could be the cause of preterm
birth and increase the risk of perinatal mortality. For women who have a chronic illness, pregnancy may lead to
additional risk that demands increased monitoring or surveillance. The management of pregnant women of
AMA requires understanding the relationship between age and preexisting comorbidities. The outcomes from
pregnancy in AMA may have a negative impact on women’s health as they age because of both the changes from
the pregnancy itself and the increased risk of pregnancy-related complications. Postpartum depression affects
women of AMA at higher rates. Links between preeclampsia and the risk of future development of cardiovascular
disease require follow-up surveillance. The association between hypertensive pregnancy disorders and cognitive
and brain functions needs further investigation of sex-specific risk factors across the life span. Educating providers
and women of AMA is crucial to facilitate clinical decision making and such education should consider cultural
influences, risk perception, and women’s health literacy, as well as providers’ biases and system issues.

Keywords: advanced maternal age, pregnancy outcomes, adverse maternal outcomes, maternal mortality and
morbidity, beliefs and behaviors, health equity

Introduction

Atrend has developed worldwide for women to delay
childbearing into their 30s and, in some cases, their

40s.1,2 According to the Centers for Disease Control and
Prevention, the number of pregnancies in women of ad-
vanced maternal age (AMA) continues to escalate in the
United States, especially among women ‡40 years. In 2014,
9% of first births were to women age ‡35 years, an increase of
23% from 2000.3 Numerous reasons underlie the increased
rates of AMA pregnancies or births.4–7 Demographic data

show an increased population of women age 35–45 influ-
enced by evolving social and cultural changes, including
higher rates of divorce, having multiple partners before set-
tling down, living together before marriage, and having a
later or second marriage. Women with higher socioeconomic
status (SES) and higher level of education tend to delay
motherhood into their mid-to-late 30s. Advances in medical
sciences have provided women with better contraceptive
options and more available fertility treatment, but SES affects
access to and utilization of assisted reproductive technology
(ART). Limited job-related policies (e.g., unavailability or
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limitations with childcare, low benefit levels, policies unfa-
vorable to motherhood and work/career) are among other
reasons for delaying motherhood. Education and job oppor-
tunities thus contribute to delaying motherhood to later in
life. Maternal education is shown to be among the strongest
predictors of contraceptive use, with college-educated wo-
men generally having low first-birth rates in their 20s and
higher birth rates in their 30s.

Despite having become more common, older expectant
mothers remain a stigmatized social identity,8 with some still
referring to the outdated term ‘‘geriatric pregnancy.’’ Although
the impact of AMA and delayed childbearing on maternal and
perinatal outcomes has been studied extensively, no universal
consensus on its definition exists. This terminology currently
refers to the later years of a woman’s reproductive life span and
generally applies to women age ‡35 years.9,10 The effects of
increasing age, however, occur as a continuum, with a decline
in fertility, particularly observed after their mid-30s. Regard-
less of the age used to define AMA, pregnancies in women age
‡35 years are considered at risk of both obstetric complications
and interventions.

Culture and Risk Perception of Providers
and Women

Comparing studies assessing pregnancy risk perception of
providers, midwives, and women is challenging because of
the differences in their methodological approaches.11 Risk
perception is multifaceted and influenced by various per-
sonal, psychological, and societal factors. Differences in
perception among providers, midwives, and women have
been attributed to women’s more subjective views and lim-
ited knowledge related to risk. Most pregnant women express
fears with the birth process and the wellbeing of babies, but
the risk usually is accepted as part of the psychological
strategies of pregnancy that women use to cope with their
apprehensions. These strategies likely help them endure the
higher degrees of risk, because they believe that better out-
comes for themselves and for their babies will be reached.11

Women generally go beyond the medical and social models
of care to include feelings of experienced risk and resilience
factors (e.g., prior use of ART).8,11 Providers express a more
objective and science-based perception because they focus on
the biomedical risk and physiological outcomes. Midwives
adopt a more holistic attitude that encompasses the psycho-
logical and social wellbeing of the patient.

Culture contributes to increased maternal mortality be-
cause of harms to the mother during the perinatal period (e.g.,
direct harmful acts, inaction, use of care, and social status).
Direct harmful practices and factors that contribute to ma-
ternal mortality include burning, cutting, food and water
shortages, forced or delayed placental expulsion, and expo-
sure to infectious agents. A woman may not respond ade-
quately to prevent adverse outcomes; obstetric emergencies
may not be recognized, or cultural beliefs about their causes,
treatment, and implications may preclude her from seeking
help. Culture may affect maternal mortality because of a lack
of or limited access to health services during pregnancy and
childbirth.12,13 Several factors may contribute to a woman’s
perception of pregnancy risk, including medical risk, psy-
chological factors, risk characteristics, stage of pregnancy,
and the judgment of health care providers.14

Preexisting Comorbidities and Impact
on Pregnancy Outcomes

For women living with a chronic illness, pregnancy may be
experienced as a time of additional risk that demands in-
creased monitoring or surveillance.15 The management of
pregnant women of AMA requires understanding the inter-
play between age and preexisting comorbidities.16,17 The
aging process alone contributes to some obstetric complica-
tions, and other complications largely relate to additional
coexisting factors or conditions (e.g., multiple gestation,
higher parity, chronic diseases). With aging, the prevalence
of coexisting conditions (e.g., surgical illnesses, cancer, di-
abetes, obesity, and cardiovascular, renal, and autoimmune
diseases) increases considerably, putting pregnant women
age ‡35 years at high risk of experiencing two- to three-fold
higher rates of hospitalization, cesarean delivery, and other
pregnancy-related complications.17–20

Primiparas of AMA are more likely to be single, have
chronic conditions, and have higher rates of gestational dia-
betes, gestational hypertension, and preeclampsia/eclampsia.
Multiple pregnancies hold additional risk and may reduce the
effect of age. In multivariable analysis, being of age ‡45 was
an independent risk factor for gestational diabetes, gesta-
tional hypertension, and preeclampsia/eclampsia.

Preexisting and pregnancy-related hypertension are the
most common complicating conditions, particularly because
of their high prevalence in older women and in those who are
overweight. The chances of being diagnosed with chronic
hypertension are two- to four-fold higher in women age ‡35
years (vs. 30–34 years).18 Hypertensive pregnancy disorders
(HPDs)—including gestational hypertension, preeclamp-
sia/eclampsia, chronic hypertension, and preeclampsia or
eclampsia superimposed to chronic hypertension—are major
causes of maternal and fetal morbidity and mortality that
affect *12% of all pregnancies.

Preexisting diabetes and gestational diabetes increase three-
to six-fold in women age ‡40 years (vs. 20–29 years).19,21–24

Preexisting diabetes is associated with increased risks of con-
genital anomalies and perinatal mortality and morbidity. The
incidence of gestational diabetes in the general obstetric pop-
ulation is 3%, increasing to 7%–12% in women age >40 years
and to 20% in those age >50 years.19,23,24 A major complication
of gestational diabetes is macrosomia.25

Pregnancy Outcomes in AMA

Maternal mortality rate (MMR) has increased consider-
ably in the United States during the past 25 years and is
currently the highest among developed countries. In 2016,
658 women died of maternal causes, with a MMR of 17.4
deaths per 100,000 live births; racial and ethnic groups were
affected disproportionately, with the MMR for non-Hispanic
Black women (37.1 deaths/100,000 live births) being 2.5
times the rate for non-Hispanic White women (14.7) and 3.1
times the rate for Hispanic women (11.8).26 Age, disabilities,
geographic areas, and social and structural determinants of
health are significant contributing factors. One-third of
pregnancy-related deaths occur during pregnancy, one-third
during or in the week after delivery, and one-third between 1
week and 1 year postpartum. The leading mortality causes in
the United States include hemorrhage, infection, and car-
diovascular disease.
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Although all women can suffer complications early or later
in pregnancy, the risk for some of these complications is
higher with AMA. From 1991 to 1997, the risk of pregnancy-
related mortality in the United States was five-fold higher for
women age >40 years and more than double for women age
35–39 years compared with that of women age 25–29 (9 vs.
21 vs. 46/100,000 live births, respectively).27,28 In 2016, the
MMR in the United States increased with successively older
age groups, with the rate for women age ‡40 years (81.9) equal
to 7.7 times that for women age <25 years (10.6).26 In devel-
oping countries, maternal mortality remains a significant
problem; limitations in access to and quality of care contribute
significantly to maternal losses, but maternal characteristics
(e.g., increasing age, parity) also are important factors.29

Early pregnancy outcomes

Ectopic pregnancy. Maternal age of ‡35 years is asso-
ciated with a four- to eight-fold increased risk of ectopic
pregnancy, a major cause of maternal mortality and mor-
bidity in early pregnancy.30,31 This finding likely reflects
accumulated risk factors over time (e.g., multiple sexual
partners, pelvic infection, tubal conditions).

Gene and chromosomal abnormalities, congenital mal-
formations. Except for ART, the data on AMA’s effect on
gene abnormalities (e.g., single gene disorders, epigenetic
events) are limited. Epidemiological studies show an association
between advanced maternal and paternal ages and the risk of
autism spectrum disorders in the offspring.32,33 As women age, a
stable increase in the risk of chromosomal abnormalities (e.g.,
aneuploidy [autosomal trisomy]) is reported in karyotype anal-
ysis from spontaneous abortions, pregnancy terminations, ge-
netic amniocenteses, and both live-born and stillborn infants.34,35

These age-related errors seem to augment the risk of nondis-
junction resulting in unequal chromosome products at comple-
tion of cell division. Furthermore, the risk of AMA-associated
nonchromosomal anomalies includes the highest rates of cardiac
anomalies.36 AMA also is a risk factor for Down’s syndrome;
mothers who give birth to a child with this syndrome often have
characteristics consistent with accelerated aging.37,38

Spontaneous abortion. With AMA, the rates of sponta-
neous abortion increase, with most losses occurring between
6 and 14 weeks of pregnancy.39,40 Trisomic and euploid
losses are linked to a decline in the quality of the oocyte and
possible functional changes (i.e., uterine, hormonal). An
overall rate of 11% in spontaneous abortion has been reported
in a large Scandinavian study of hospitalized women.30 The
risk of loss in different age groups was based on the hy-
pothesis that only 80% of women with abortions were hos-
pitalized. Higher rates of loss were associated with AMA
versus younger age groups (<30 years, 12%; 30–34 years,
15%; 35–39 years, 25%; 40–44 years, 51%; ‡45 years, 93%).
Spontaneous abortion was affected by maternal age inde-
pendently of parity and previous abortion history. However,
Magnus et al.40 found that the risk of miscarriage varied
significantly with maternal age, showed a strong pattern of
recurrence, and was increased after adverse pregnancy out-
comes. This risk increased if there was a history of prior
preterm delivery, stillbirth, cesarean section, or gestational
diabetes. Women who were small for their baby’s gestational

age were at slightly greater risk for miscarriage. These find-
ings suggest that biological conditions or unmeasured com-
mon risk factors may be among the shared underlying causes
for miscarriages and other complications. The highest rates of
spontaneous abortion with AMA have been confirmed in a
study of pregnancies resulting from ART use.41,42

Multiple gestation. An increased prevalence of multiple
gestation is seen with AMA. Multiple gestation is related to a
higher risk of naturally conceived twins and higher ART use.
In contrast to singletons, the outcome of multiple pregnancies
in AMA is as good or better than the outcome reported for
younger women.43

Late pregnancy outcomes

Preeclampsia. Preeclampsia affects 4%–8% of all preg-
nancies. The rates of preeclampsia have increased by 25% over
the past two decades.44 In the general obstetric population, the
incidence of preeclampsia is 3%–4%, increasing to 5%–10% in
women >40 years of age, becoming as high as 35% in those >50
years.23,24 In a large study in Ontario (2012–2015) mothers at
very AMA were at greater risk of developing multiple adverse
outcomes consisting of preeclampsia, intrauterine growth re-
tardation, stillbirth, or placental abruption.45

Interpregnancy interval. Maternal and perinatal outcomes
at different birth intervals in a cohort of 148,000 pregnancies
revealed an increased risk of severe maternal morbidity or
mortality for women ‡35 years of age at the time of index birth.
Women at 6-month interpregnancy intervals presented with
adverse fetal and neonatal outcomes, particularly spontaneous
preterm delivery. Women age 20–34 years giving birth at a
similar time interval showed no such risks.21

Placenta previa and placental abruption. AMA is linked
to a higher prevalence of placenta previa and placental
abruption, both of which cause bleeding in late pregnancy
(after about 20 weeks). Placental abruption is a rare but se-
rious complication in the second half of pregnancy and life-
threatening for both the mother and the fetus. Death is
inevitable if a complete or near-placental separation occurs,
unless an immediate cesarean section is performed. Fetal
mortality rates of 1%–40% have been reported, but these
rates depend on the age of the fetus and extent of separation.
Around 1%–5% of maternal deaths each year are linked to
placental abruption.46 Mothers at very AMA also are at a
higher risk for placental abruption.45 Multiparity is associ-
ated with a considerable proportion of the excess risk for both
placental abruption and placenta previa; however, no sig-
nificant correlation was observed between maternal age and
abruption when parity and hypertension were considered.

Age and parity seem to be independent risk factors for
placenta previa. Despite a small absolute risk (0.25% vs.
0.03%), nulliparous women age ‡40 years have a 10-fold
increased risk of placenta previa compared with nulliparous
women age 20–29 years.21

Amniotic fluid embolism and obstetric shock. Although
the etiology of amniotic fluid embolism remains unknown,
the embolism may occur in healthy women during labor,
including cesarean section; after abnormal vaginal delivery;
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during the second trimester of pregnancy; up to 48 hours
postdelivery or during abortion; after abdominal trauma;
and during amnioinfusion.47 In a population-based study
(830,000 singleton births), women ‡40 years of age showed
an eight-fold increased risk of amniotic fluid embolism and a
three-fold increased risk of obstetric shock compared with
women age 25–29 years.48

Peripartum cardiomyopathy. Peripartum cardiomyopathy
is a rare, generally dilated form of cardiomyopathy with sys-
tolic dysfunction that presents in late pregnancy or, more
commonly, in the early postpartum period. Black-descendent
women are at highest risk, with high rates seen in Nigeria and
Haiti. Preeclampsia, AMA, and multiple gestation pregnancy
are among the risk factors for cardiomyopathy. Although its
pathophysiology is still unclear, vascular/hormonal pathways
likely play a role in women with underlying susceptibility (e.g.,
sarcomere gene mutation). In general, more than half of af-
fected women recover from systolic function, but some develop
chronic cardiomyopathy, and few require mechanical support
or cardiac transplantation (or both). Thromboembolism and
arrhythmias are potential negative outcomes, as well.49

Cesarean delivery. The optimal gestational age for labor
or cesarean delivery at AMA is unclear. Some support de-
livery in the 39th week of gestation.50 Studies consistently
report that women ‡35 years of age are more likely to ex-
perience labor dystocia51 and undergo a cesarean proce-
dure.14,21,22,24,52 A cohort of >78,000 singleton births in the
United States (2003–2012) showed that the proportion of a
primary cesarean delivery (PCD) increased with age for both
primiparous and multiparous women.14 The PCD rate was
20% for women age 25–34 years, 26% for those 35–39 years,
31% for those 40–44 years, 36% for those 45–49 years, and
61% for those ‡50 years. The overall PCD rate for singleton
births in the United States was *22% during a similar time
period.53 The reasons for such high rates in older women are
controversial, but they involve an increased frequency of
medical complications, labor induction, fetal malposition,
and a lower threshold among patients and physicians for
performing a cesarean delivery. Maternal request for cesar-
ean delivery is becoming more common, particularly among
women of AMA.54 These women appear to have an increased
risk of failure of labor to progress normally.

Throughout the childbearing years, the association be-
tween uterine dysfunction increases with maternal age .55–57

Findings have not been consistent in recent studies that ex-
amine the effect of age on the length of the first stage of labor;
however, the length of the second stage seems to increase as
age increases.57,58 Despite the impact of age on uterine
function, a meta-analysis of five trials (>2,600 women) re-
ported that labor induction at term in women age ‡35 years
did not increase the cesarean delivery rate compared with
women undergoing expectant management.59 Women of
AMA subjected to a trial of labor after a previous cesarean
delivery appear to be at increased risk for both failed trial and
uterine rupture.60,61 Regardless of the known risks, older
pregnant women frequently are treated as ‘‘higher risk,’’ re-
sulting in elevated rates of cesarean section for nonmedical
reasons and more frequent induced labor.62–65 Because worse
outcomes are more prevalent in this group, poorer outcomes
are likely to increase with increasing age.65

Preterm delivery, low birth weight, and stillbirth. Few
studies have examined the associations between maternal age
and pregnancy perinatal outcomes in low- and middle-
income countries. Data from Consortium for Health Or-
ientated Research in Transitioning Societies (COHORTS), a
collaboration of five birth cohorts from low- and middle-
income countries (Brazil, Guatemala, India, the Philippines,
and South Africa) evaluated mothers who were recruited
before or during pregnancy, and their children were followed
up to adulthood.66 Unadjusted and adjusted analyses for
maternal SES, height, parity, and breastfeeding duration were
conducted using data from 22,188 mothers (1969–1989).
After adjustment, AMA remained associated with increased
risk of preterm birth, but children of older mothers had less 2-
year stunting and failure to complete secondary schooling
compared with those whose mothers were age 20–24 years.
Extreme maternal ages showed higher adult fasting glucose
concentrations (roughly 0.05 mmol/L), likely reflecting
compromised offspring glucose metabolism.

Several population-based studies have documented the
link between AMA and increased rates of low birth weight
(LBW) and preterm delivery.1,19,23,67–69 A cohort of 173,715
healthy nulliparous women delivering singletons showed that
being of age 35–40 related to a significantly higher risk of
very and moderate LBW and preterm birth and to a small-
for-gestational-age infant compared birth outcome.1 A sub-
sequent study (32,000 women ‡40 years) confirmed the
increased risk of preterm delivery after adjusting for con-
founders (e.g., multiple gestation, smoking, parity, maternal
disease).70 The rates of preterm delivery in <32 weeks for
women age 20–29 years, 40–44 years, and ‡45 years were
1.01%, 1.80%, and 2.24%, respectively. In the United States,
the adjusted odds ratios (OR) for delivering an LBW White
infant increased progressively, with each 5-year increase in
maternal age, reaching 2.3 in women ‡40 years of age.68 The
maternal age effect on both very LBW and preterm delivery
was similar. Although women of AMA have more preterm
deliveries, their neonates are not at an increased risk for
morbidity compared with those of younger women.

Large studies worldwide consistently report a significant
increased risk for stillbirth in women age ‡35 years. A sys-
tematic review and meta-analysis showed that the maternal age
of >35 years was associated with a 65% increased risk of a
stillbirth, with a higher relative risk at age 40 years.71 This risk
is most notable after *37 weeks of gestation.72,73 In addition,
the extra perinatal mortality involving women of AMA is
mainly caused by nonanomalous fetal deaths (often unex-
plained), even after adjusting risk factors (e.g., hypertension,
diabetes, antepartum bleeding, smoking, multiple gesta-
tion).9,70,73–76 In developed countries, the absolute risk of
stillbirth is small, even at very AMA. In a Swedish study, the
absolute risk of an intrauterine fetal death at ‡28 weeks of
gestation or death of the live-born child within the first 28 days
of life was 1.1% in women age ‡40 years (343 deaths/31,662
deliveries) and 1.7% in women age ‡45 years (20 deaths/1,205
deliveries) after adjusting for confounders (e.g., parity, con-
genital malformations, smoking, maternal disease) versus wo-
men age 20–29 years (5,246 deaths/876,361 deliveries).70 In
the United States, the risk of stillbirth at 37–41 weeks for pri-
miparous women increased considerably with maternal age in
an analysis of more than 5 million nonanomalous singleton
gestations73: 3.73 (women <35 years), 6.41 (35–39 years), and
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8.65 (>40 years) per 1,000 ongoing pregnancies. This persisted
after controlling for disease and race/ethnicity and increased
abruptly at 40 weeks of gestation, suggesting that women of
AMA are ‘‘post term’’ sooner than younger women.

Antepartum and postpartum hemorrhage. An adjusted
analysis of a cohort (37 million deliveries, 2006–2015)
demonstrated that women age 45–54 years had 3.5 times the
risk of severe maternal morbidity and showed the highest
rates of cesarean delivery, preeclampsia, postpartum hem-
orrhage, gestational diabetes, thrombosis, and hysterecto-
my.77 Another cohort study (64,886 pregnant women78) also
analyzed multiple risk factors and found that women age ‡35
years (n = 12,686) had increased frequency for antepartum
hemorrhage, placenta previa, hypertension, gestational dia-
betes, and overweight or obesity. In the multiple logistic re-
gression analysis, advanced age had a negative effect.
Authors concluded that AMA served as a surrogate factor for
postpartum hemorrhage due to the associated increased risk
factors, obstetric complications, and interventions.

Subsequent Health Postpregnancy in AMA

Outcomes from pregnancy in AMA may negatively affect
health as women continue to age, because of both pregnancy-
induced changes and the increased risk of pregnancy-related
complications. The findings from the Women’s Health In-
itiative show a trend toward increased risk of hemorrhagic
stroke in women who had their last pregnancy at age ‡40
years versus before age 40.79 Preeclampsia, a risk factor for
future cardiovascular disease, is also much more common in
women of AMA.79 Israeli women giving birth at age ‡45
years had about 40% lower mortality risk compared with
women who gave birth before age 35.80 Further studies are
needed to investigate mortality risk in AMA, because factors
other than reproductive age may be involved, such as early
life stressors and reproduction accelerating aging. Women
who have both will likely be most affected.81

Postpartum depression is a relatively common, potentially
debilitating condition, but its relationship with AMA has not
been studied adequately. Women of AMA, however, have
significantly higher rates of depression. The prevalence of
depression among women who delivered recently was sig-
nificantly higher in those age 40–44 years versus 30–35 years
(adjusted OR 3.72; 95% confidence interval 2.15–6.41).82

Research is required to determine whether a targeted
screening and prevention program can help reduce the burden
of depression among older mothers.

Because evidence supports the link between preeclampsia
and the risk of future cardiovascular disease in affected preg-
nancies, appropriate preconception, prenatal, and postpartum
education is needed, as well as surveillance, to improve the
long-term health of both the mother and the infant. No evidence-
based preventive interventions are available for cardiovascular
disease for women who suffer preeclampsia and their children.
However, these women may require yearly risk assessments and
education (e.g., smoking cessation, increasing physical activity,
maintaining a healthy diet and weight). Preeclampsia should be
acknowledged by providers as a cardiovascular disease risk
factor, followed by implementation of appropriate monitoring,
education, and cardiovascular preventive strategies. Studies
show on associations between HPDs and subjective cognitive

complaints or brain white matter hyperintensities observed in
magnetic resonance imaging. The long-term association be-
tween HPDs (i.e., >10 years after pregnancy) and brain structure
and cognitive function83 indicates that women with a history of
HPDs are more likely to have brain atrophy decades after their
pregnancies compared with women with normotensive preg-
nancies. More white matter hyperintensities are seen in those
with HPDs. Given the greater prevalence of HPDs with in-
creasing obesity and AMA, research examining HPDs and the
risk of Alzheimer’s disease is warranted. Whether a common
underlying factor exists that augments the risk of both HPDs and
Alzheimer’s disease or whether HPDs are an independent risk
factor requires further clarification.84 Gaining a better under-
standing of sex-specific risk factors across the life span will
contribute to developing and implementing specific preventive
strategies and therapeutic interventions for women at risk for
future occurrence of dementias as part of a subsequent impact of
pregnancy later in life.

Research on centenarians shows that women who had their
last child after age 33 had twice the odds of living to age 95
years compared with women who had their last child by the
age of £30 years.85 Interpretation on how biological, socio-
economic, educational, and environmental influences interact
to support these findings is conflicting, and their interaction
has been proposed as part of the complexity of the age-based
reproductive health care stereotype threat concept, opening
multiple research opportunities.8

Conclusion: Empowering Providers
and Women of AMA

Empowering providers and women of AMA is critical to
facilitating clinical decision making. Education on AMA-
associated risks will help women make more informed de-
cisions on the timing of childbearing and are essential to
patient-centered care. Information should be delivered in a
culturally competent way that also takes health literacy into
account. This means that providers should minimize or
eliminate their biases and be educated about the influences of
religion, culture, beliefs, and behaviors, including pregnancy
risk perception by women of AMA. Communication with
women with varying backgrounds should rely on the sensi-
tive and respectful assessment of their understanding and
perception of risk and safety and should acknowledge any
anxieties they may have. Providers should also be aware of
the subjectivity of their own professional team and risk as-
sessments and factors that may influence their perceptions.11

Further research is required to examine the most perceived
pregnancy and birth-related risk, the causes of those per-
ceived concerns, and the extent to which evidence supports
these perceptions. How the provider’s perception of risk in-
fluences communication with pregnant women, creates
barriers to effective risk communication, and the ways that
this communication can be improved should be investi-
gated. Research into professional interactions should ex-
plore how stereotypical expectations about the risk
perceptions of other groups may arise and can be challenged
to improve the communication between disciplines.11

Thoughtful messages of age diversity in health care envi-
ronments and other maternal care facilities can reduce
negative perceptions of age-related reproductive health
stereotypes and any potential for psychosocial, affective,
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behavioral, cognitive, psychophysiological, and relational
harms. Similarly, positive public health information regarding
the health of older expectant mothers and their children can
help reduce age-based reproductive health care stereotyping.
Additional research also should focus on longitudinal studies
to clarify the role of age stereotyping in health care and dis-
parities among women of reproductive age.8
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