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GUEST EDITORIAL

Most Australian women experience about
400 periods between menarche and
menopause. This is less in societies where
women become pregnant at a young age and
breastfeed until their next pregnancy. In the
developed world, choice means that women
are having their first baby later: the average
age for a first pregnancy in Australia is now
27 years. In Britain, the number of births for
every thousand women in their early 30s
now exceeds that for women in their 20s,
and in the USA there has been an increasing
rate and number of women with impaired
fecundity over the past 30 years.1–3

Media coverage of high profile 'older'
mothers and their successful pregnancies
may give the impression that pregnancy is
easily achieved and not subject to any con-
straints. So impaired fertility may come as a
shock for couples having difficulty conceiving. 

Postponing a first pregnancy until after the
age of 30 years is often related to the pursuit
of a career, the need for financial security, or
lack of a suitable partner.4 Many women fail
to appreciate that fertility falls with age, or
that assisted reproductive technology may
not be able to provide the backup for any
natural reproductive misfortune.5

What is the outlook for women postpon-
ing their first pregnancy? The aging ovary is
the main problem: oocyte loss increases after
the age of 37 years, with an additional
increased susceptibility to aneuploidy and
possible mutations in those oocytes remain-
ing.1 There may also be risks associated with
increasing paternal age.6

Even when a pregnancy is achieved in an
older woman, there is an increased risk of

complications such as miscarriage, ectopic
pregnancy, fetal death, low birth weight,
preterm delivery and dizygotic twins; less
physiological resistance for the mother; and an
increased risk of pulmonary embolus, haemor-
rhage and cardiac disease.7–9 Moreover, there
has been more time to develop gynaecological
problems such as endometriosis and fibroids,
and medical conditions such as hypertension
and diabetes – all of which threaten a success-
ful pregnancy (and may in turn be affected by
pregnancy).10 For women who utilise artificial
reproductive technology, the success rate
decreases with age. Delayed fertility has costs
– financial, social and psychological – for both
the woman and society. 

The real issue is whether the choice to
delay childbearing is informed. The possible
social advantages to having children later
need to be weighed against the risks associ-
ated with, or failure to, achieve a pregnancy
by the individual. Of course some women
choose not to have a child, and for others
there is no suitable partner. But for those
women who want a child, perhaps timely
information would provide them with options;
perhaps even to consider a child without the
presence of a long term partner. 

The roles of the media and medical pro-
fession are to increase women's awareness
of the 'fertility facts'; thereby allowing an
informed choice. Clinicians also have a pre-
ventive role such as screening young women
for chlamydia infection, and the identification
and management of women with specific
disorders that might affect fertility. 

This month's issue of Australian Family
Physician contains relevant articles on the

approach to the infertile couple, the psycho-
logical and social impact of infertility, new
advances in inferti l ity treatment, and a
patient's perspective of infertility. Impaired
fertility is an increasing issue in our commu-
nity, and the general practitioner is frequently
the person who sets infertile patients on their
long and often painful journey of assisted
reproductive technology. The role of the GP
in offering informed and appropriately person
centred support as they travel this path
cannot be underestimated.
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