
RESEARCH ARTICLE Open Access

Disaster in pregnancy: midwifery
continuity positively impacts infant
neurodevelopment, QF2011 study
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Abstract

Background: Research shows that continuity of midwifery carer in pregnancy improves maternal and neonatal
outcomes. This study examines whether midwifery group practice (MGP) care during pregnancy affects infant
neurodevelopment at 6-months of age compared to women receiving standard hospital maternity care (SC)
in the context of a natural disaster.

Methods: This prospective cohort study included 115 women who were affected by a sudden-onset flood during
pregnancy. They received one of two models of maternity care: MGP or SC. The women’s flood-related objective
stress, subjective reactions, and cognitive appraisal of the disaster were assessed at recruitment into the study. At
6-months postpartum they completed the Ages and Stages Questionnaire (ASQ-3) on their infants’ communication,
fine and gross motor, problem solving, and personal-social skills.

Results: Greater maternal objective and subjective stress predicted worse infant outcomes. Even when controlling
for maternal stress from the flood, infants of mothers who were in the MGP model of maternity care performed
better than infants of mothers in SC on two of the five ASQ-3 domains (fine motor and problem solving) at
6-months of age. Furthermore, infants in the SC model were more likely to be identified as at risk for delayed
development on these domains than infants in the MGP model of care.

Conclusions: Continuity of midwifery care has positive effects on infant neurodevelopment when mothers
experience disaster-related stress in pregnancy, with significantly better outcomes on two developmental domains
at 6 months compared to infants whose mothers received standard hospital care.
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Background
Women experiencing continuity of midwifery carer during
the maternity episode, in comparison to those in standard
care, have better maternal, childbirth, and neonatal out-
comes including reduced interventions (e.g., induction,
analgesia, episiotomy) and operative birth (e.g., instrumen-
tal, caesarean) [1]. There are also significant reductions in
preterm births [2, 3], fetal loss (before and after 24-weeks
gestation) and neonatal death [3], and admissions to spe-
cial care nurseries, including for infants born to mothers

with risk factors [1, 2]. To our knowledge, however,
whether the benefits of midwifery continuity also ex-
tend to infant developmental outcomes has not been
explored; although nurse home-visits in pregnancy,
which continue up to 2-years postpartum, can benefit
infant development [4].
Prior research shows that stress in pregnancy has an en-

during influence on neonatal outcomes [5, 6] and infant
neurodevelopment, including adversely affecting early
cognitive [7], linguistic [8], motor [9], and behavioral [10]
development. The current study is part of the prospective
longitudinal Queensland Flood study (QF2011) examining
the effects of stress in pregnancy on infant development
[11]. Women in the QF2011 study were recruited from a
tertiary hospital where approximately half the women
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were receiving standard hospital care (SC) and half were
receiving midwifery group practice (MGP) maternity care.
SC is provided by rostered and on-call doctors and mid-
wives that may be shared with a general practitioner in
the community. In MGP care, women have a primary
midwife, with two to three back-up midwives working in a
small group.
Women in the QF2011 study were pregnant when a

sudden onset flood severely affected large portions of
the state of Queensland, Australia in January 2011. At
6-months postpartum the flood-affected women rated
their infants’ neurodevelopment using the Ages and
Stages Questionnaire-3 (ASQ-3 [12]) [9, 13]. With
high levels of flood-related prenatal maternal stress
(PNMS) girls had poorer problem solving skills than
boys, and flood-exposure in late pregnancy predicted
worse personal-social skills; yet there were no effects
of PNMS on infant communication [13]. Furthermore,
higher levels of PNMS or a negative appraisal of the
flood, predicted poorer gross and fine motor develop-
ment; and infants had worse motor scores when the
flood occurred in late-pregnancy [9].
As flood-related PNMS has negative effects on infant

neurodevelopment at 6-months, we examined whether
the model of maternity care (MGP vs SC) that the
women received would buffer their infants’ development
from the effects of flood-related PNMS. We hypothe-
sized that infants born to mothers who received MGP
care would have higher scores on the ASQ-3 scales com-
pared to SC infants when controlling for maternal
flood-exposure in pregnancy, and would be less likely to
be identified as at risk for developmental delay than SC
infants.

Methods
Sample composition
QF2011 included two groups of women who were preg-
nant during the flood and recruited from the flood
affected region. The first group was comprised of preg-
nant women enrolled in a randomized control trial
(RCT; M@NGO study) assessing the effectiveness of
MGP over SC [14], if eligible to join QF2011 [11]. A
second group were recruited specifically into QF2011.

QF2011 recruitment eligibility included women over
18-years of age who were fluent in English with single-
ton pregnancies at the time of the flood. M@NGO
women were randomly allocated to MGP or SC
whereas QF2011 women self-selected their model of
care or received SC when all MGP places were filled.
56 women were recruited from M@NGO and 59
women were recruited into QF2011. In the final com-
bined sample (N = 115), there were 43 women in MGP
and 72 in SC. The flow-chart in Fig. 1 shows the num-
ber of women in MGP and SC for each care-type. See
the published protocols [11, 14] for full recruitment
details.
Maternal demographics and flood-related prenatal

stress were assessed via self-report questionnaires at re-
cruitment into the study (April 2011 to January 2012).
Maternal mental health and infant development were
assessed via questionnaires at 6-months postpartum.
Data from eight infants were excluded from analyses as
the questionnaires were completed outside of the ac-
cepted age-range (6-months +/− 1-month) and data
from three infants were excluded due to preterm birth
(< 36-weeks gestation). The final sample included data
from 115 6-month-olds (see Table 1). The study received
ethical approval from the Hospital Review Board
(M@NGO: 0805072 M; QF2011: 1709 M) and University
Review Board (#2013001236).

Maternity care models
The MGP model offers continuity of midwifery carer
throughout the prenatal, intrapartum and postnatal
period up to 6-weeks following birth. Midwives typically
carry individual caseloads of 36–40 women per annum,
and provide 24/7 telephone access. The midwives work
in small groups (n = 2–4) with each woman being
assigned one primary midwife who is then backed up by
the others for leave entitlements. Clinical consultations
are provided in the home, in community-based clinics,
or in hospital outpatient departments, depending on the
needs of the woman. All women labor and birth at the
hospital. The high degree of relational continuity, and fa-
miliarity and comfort of the domiciliary or community
setting, affords multiple opportunities for women to get

Fig. 1 The number of women in the final sample from the randomized control trial Midwifery @ New Group Options (M@NGO) and the 2011
Queensland Flood Study (QF2011) who were in the midwifery group practice vs standard care models of maternity care
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to know the midwives and establish relationships of
trust. Women are visited at home postnatally by their
primary midwife for up to 6-weeks.
In SC models, women receive the majority of their care

from unfamiliar rostered on-call obstetricians and midwives
that may include shared care from community-based gen-
eral practitioners. Although there may sometimes be high
relational continuity in SC, there is generally less continuity
and hence limited opportunities for women to build rela-
tionships with staff during pregnancy. Women are cared
for in labor and birth by clinicians they may not have previ-
ously met, as each area of antenatal, intrapartum and post-
natal services are usually staffed by different midwives.
Labor and birth occur at the hospital with limited postnatal
follow-up. Women may receive in-home care if they select
early discharge, before 48 h for vaginal birth and 72 h for
caesarean section, but is this rarely from a midwife they
have previously met.

Prenatal maternal stress
Woman’s flood-related objective stress experience was
assessed using a specifically tailored questionnaire based
on prior flood PNMS research [15]. Items assessed four
key dimensions of stress: threat, loss, scope, and change.
Scores on each dimension ranged from 0 (no impact) to
50 (extreme impact) and were summed, giving a total
Queensland Flood Objective Stress Score (QFOSS) out of
200; higher scores indicating more severe flood exposure.
Woman’s emotional reaction to the Queensland flood

was assessed using a composite subjective stress score
based on three self-report recruitment questionnaires.
The 22-item Impact of Event Scale – Revised (IES-R) [16]
assessed women’s emotional responses with scores for
post-traumatic-like symptoms relative to the flood over
the past seven days. Women rated items on a 0 (not true)
to 4 (extremely true) Likert scale. The 13-item Peritrau-
matic Distress Inventory (PDI-Q) [17] and the 10-item

Table 1 Sample compositions in Midwifery (MGP) and Standard (SC) care groups

Variable MGP (N = 43) SC (N = 72)

Mean (SD) Mean (SD) p value

Objective flood stress 19.81 (15.34) 21.51(17.72) 0.60

Subjective flood stress 0.06 (1.04) 0.02 (1.06) 0.86

Maternal age at infant birth 30.61 (4.37) 32.46 (4.63) 0.04

Socioeconomic status 1046.47 (51.02) 1054.83 (61.10) 0.45

Years education 14.77 (1.76) 14.62 (1.69) 0.69

Maternal EPDS score 5.87 (4.01) 5.64 (4.18) 0.77

Birth gestational age (wks) 39.65 (1.15) 39.18 (1.17) 0.04

Birth weight (kgs) 3.67 (0.46) 3.48 (0.44) 0.02

Infant age at assessment (mths) 6.29 (0.05) 6.26 (0.04) 0.56

N % %

Appraisal of flood: 0.02

Negative 23.3 45.1

Neutral+Positive 76.7 54.9

Infant sex: 0.75

Boys 48.8 45.8

Girls 51.2 54.2

Race: 0.91

Caucasian Australian 97.7 98.5

Other 2.3 1.5

Marital status: 0.66

Married/DeFacto 92.3 92.3

Single/Divorced 7.7 7.7

Parity 0.026

0 65.1 43.3

1–2 32.6 50.7

3+ 2.3 6
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Peritraumatic Dissociative Experiences Questionnaire
(PDEQ) [18] retrospectively assessed women’s reactions to
the floods at the time it occurred; women rated the
statements on 5-point rating scales (‘not true’ to ‘ex-
tremely true’). The COmposite Score for MOthers’
Subjective Stress (COSMOSS) was calculated using
Principal Component Analysis (PCA) on the three sub-
jective stress questionnaire scores from the 230 partici-
pants who provided recruitment PNMS data. The
PCA-derived algorithm was: COSMOSS = (0.36*IESR)
+ (0.40*PDI) + (0.39*PDEQ), explaining 76.27% of the
overall subjective stress variance. COSMOSS is stan-
dardized with a mean of 0 and standard deviation (SD)
of 1, such that positive and negative scores represent
levels of subjective stress that are higher or lower than
the mean, respectively.
Women’s cognitive appraisal of the impact of the flood

was assessed with the question: “If you think about all of
the consequences of the 2011 Queensland flood on you
and your household, would you say the flood has
been…?” Women rated their appraisal on a 5-point scale,
from Very Negative (− 2) to Neutral (0) to Very Positive
(+ 2). To differentiate women who appraised the flood as
stressful the scores were dichotomized into ‘negative’ ap-
praisal (scored 0) versus ‘neutral or positive’ appraisal
(scored 1).

Infant development
Infant development was assessed using the ASQ-3 [12].
This is a parent-completed screening tool encompass-
ing five domains of infant development: communica-
tion, problem solving, gross motor, fine motor, and
personal-social skills. Mothers rated their infants’ de-
velopment for each of the 30 items as ‘yes’, ‘sometimes’
or ‘not yet’ according to whether the infant achieved
the described behavior at 6-months of age. The ASQ-3
is normed for each scale; scores below one SD on a
given scale indicate further monitoring is recom-
mended, whilst specialist assessment is recommended
for scores below two SD from the mean. The ASQ-3
has high test-retest reliability (correlation coefficients
range = 0.75–0.82), good internal consistency (Cron-
bach alphas range: 0.51–0.87), and high validity to
practitioner-administered tools [19].

Maternal and infant covariates
To control for other factors known to influence infant
development, covariates included maternal age at the in-
fants birth, education level, socio-economic status (using
the SEIFA based on Australian postcodes; M = 1000, SD
= 50), parity, and postnatal depression at 6-months post-
natal using the Edinburgh Postnatal Depression Scale
(EPDS) [20]. Infant gestation length and birth size were
obtained from hospital records (see Table 1).

Statistical analyses
Pearson’s correlations examined the associations be-
tween infant scores on the ASQ-3 scales and the PNMS
variables. We conducted one-way analyses of covariance
(ANCOVAS) to compare infant ASQ-3 scores by care
type (MGP vs SC), controlling for flood-related objective
stress. Hierarchical liner regression analyses examined
the ability of PNMS, model of care, and covariates to
explain variance in infant scores on the ASQ-3. The
models for the regression analyses for the five ASQ-3
scales were: First, objective stress was entered into the
model, followed by composite subjective stress in step 2,
and cognitive appraisal in step 3. In step 4, model of care
was entered, followed by sex of the infant and timing of
the flood in gestation in steps 5 and 6, respectively. If
there were significant correlations between maternal or
infant factors and ASQ-3 scores, they were included in
the next 2 steps respectively. To test for any buffering
effects of model of care, an interaction term between
PNMS and model of care was added in a final step.
Because of the relatively small sample size, all models
were then trimmed of non-significant variables, except
for QFOSS, and the analyses were rerun. Pearson’s
chi-squared tests assessed the frequency of infants
requiring ongoing monitoring due to risk of delayed de-
velopment (scoring ≤1SD below the standardized mean)
in each maternity care model on the ASQ-3 scales. All
analyses were conducted using SPSS v22.

Results
Sample
Comparison of women who returned infant question-
naires and those who did not showed no significant dif-
ferences in terms of maternal demographics or PNMS.
Descriptives for the sample variables are shown for the
MGP and SC groups in Table 1. Between-group com-
parisons showed that the sample characteristics were
not significantly different on many key variables including
maternal age, mental health (depression) and demograph-
ics (SEIFA and years schooling). However, mothers were
more likely to appraise the flood as negative in the SC
group vs the MGP group, and infants in the MGP model
were born to younger mothers than those in the SC
model, and they had longer gestations and were heavier
than infants in the SC model. Women in MGP were more
likely to be parimiparous than women in SC.

Ages and Stages scores
The ASQ-3 scores for the infants in the MGP and SC
groups are shown in Table 2. Infants of mother’s in the
MGP group had significantly higher scores than those in
the SC group on the fine motor and problem solving
scales; and there were no difference on the other three
scales.
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Correlations
Table 3 shows the correlations between PNMS variables
and ASQ-3 scores. Gross motor, fine motor, and prob-
lem solving were significantly negatively correlated with
objective hardship, such that higher objective stress pre-
dicted poorer scores; and the association with the
personal-social dimension was marginal. Gross and fine
motor skills also correlated with subjective stress: higher
PNMS resulted in lower scores on these scales. However,
there was no relationship between ASQ-3 scores and
maternal cognitive appraisal of the flood; and no signifi-
cant correlations involving the communication scale.

Comparison of care type
As shown in Fig. 2, ANCOVAS controlling for objective
hardship revealed that the MGP group ASQ-3 scores were
significantly better than the SC group on the fine motor
(F(1, 112) = 6.11, p = .015) and problem solving (F(1, 112) =
7.87, p = .006) scales. However, there were no significant
differences between MGP and SC on the communication
(F(1, 112) = 0.52, p = 0.48), gross motor (F(1, 112) = 0.003,
p = .96), or personal-social (F(1, 112) = 2.43, p = .12) scales.

Regression analyses
The hierarchical regression models showed no significant
main effects or interactions between the PNMS measures
and model of care when predicting infants’ scores on the
communication, gross motor, or personal-social scales
(data not shown). However, the final trimmed models for
the fine motor and problem solving scales were significant
(see Table 4).

Objective stress explained 5.3% of variance in infants’
fine motor skill: the higher the mother’s flood-related
stress, the poorer the infant scored on this scale. In step
2, adding model of care explained a significant add-
itional 4.9% of variance, suggesting that infants in the
MGP group attained higher fine motor scores than did
infants in the SC group. Finally, post-natal EPDS score
accounted for another 2.2% of variance in fine motor
skill, with higher EPDS scores marginally associated
with poorer fine motor skills. These three variables ex-
plained a total of 12.5% of the variance in infant fine
motor skills.
Objective stress explained 3.6% of variance in infants’

problem solving: the higher the mothers’ objective
stress the poorer the infants scored. In step 2, adding
model of care explained a significant additional 6.3% of
variance, suggesting that infants in the MGP attained
higher problem solving scores than did infants in SC.
Finally, infant birth weight accounted for another
significant 4.9% of variance, with higher birthweights
associated with better problem-solving skills. These
three variables explained a total of 14.9% of the vari-
ance in problem-solving scores.

Risk for developmental delay
Chi-squared tests showed that infants in the SC group
were significantly more likely than those in MGP to fall
at least 1SD below the mean on the fine motor (9% vs.
29%) and problem solving scales (2% vs. 15%). However,
there were no differences in clinical risk between the
two models of care for the communication, gross motor,
or personal-social scales (see Table 5).

Discussion
In comparing MGP and SC models of maternity care,
this study extends the known benefits of continuity of
midwifery carer [1–3, 21, 22] to infant neurodevelop-
ment. To our knowledge, this is the first study to show
that the MGP model of midwifery care positively influ-
ences aspects of infant neurodevelopment in a situation
when their mothers had been flood-affected in preg-
nancy. There were significantly better outcomes for in-
fants whose mothers received MGP care over SC on fine
motor and problem-solving scales, even when control-
ling for the severity of their mothers’ objective hardship
from the flood. These effects were also seen at a clinical
level with three times as many infants in the SC group
met criteria for “monitoring risk” status compared to
MGP group. However, there were no significant differ-
ences between infants in the MGP and SC groups for
the communication, gross motor or personal-social
scales.
We tested the ability of MGP to buffer the unborn

children from their mothers’ objective and subjective

Table 2 The Ages and Stages-3 (ASQ-3) scores in Midwifery
(MGP) and Standard (SC) care groups

ASQ-3 Scale MGP SC p value

M (SD) M (SD)

Communication 48.37 (9.24) 47.01 (9.44) 0.48

Gross Motor 45.35 (11.82) 45.24 (11.01) 0.96

Fine Motor 50.58 (9.40) 45.14 (12.30) 0.015

Problem Solving 53.72 (7.16) 48.39 (11.02) 0.006

Personal-Social 48.84 (9.56) 45.49 (11.57) 0.12

Table 3 Correlations between prenatal maternal stress variables
and Ages and Stages-3 (ASQ-3) scores

ASQ-3 Scale Objective
Stress

Subjective
Stress

Cognitive
Appraisal

Communication −.11 .03 −.04

Gross Motor −.32** −.26** .10

Fine Motor −.23* −.20* .12

Problem Solving −.19* −.06 .08

Personal-Social −.07§ −.09 .06

**p < .001; * p < .05; § p < .1
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stress. However, because none of the PNMS-by-model
of care interactions were significant, we conclude that
all infants were negatively influenced by maternal
flood-related hardship irrespective of model of care, but
that MGP had an independent, positive effect. This re-
search adds to a small number of studies showing that
prenatal interventions (e.g., meditation and mindful-
ness) for stressed or anxious pregnant women can reduce
the harmful effects of PNMS on infant development

[23, 24], although not in a specifically “buffering” pattern
of effects.
The current results also support research from the

longitudinal Nurse-Family Partnership program, which
provides evidence that regular prenatal home visits by
nurses to low-income first time mothers positively in-
fluences child development [4]. Childhood assessments
also indicated higher intellectual and language out-
comes [25–27], and better school academic adjustment

Fig. 2 Comparison between the scores on the Ages and Stages Questionnaire (ASQ-3) scales for infants whose mothers received Midwifery
Group Practice (MGP) or Standard Care (SC) in pregnancy, when controlling for the effects of flood-related objective hardship

Table 4 Trimmed hierarchical regression analyses for the Ages and Stages-3 fine motor and problem solving scales

Predictor Variables β B Std. Error R R2 ΔR2 F ΔF

a) Fine Motor

Step 1 0.231 0.053 0.053 6.376* 6.376*

Objective Stress −0.231* −3.442 1.363

Step 2 0.320 0.102 0.049 6.391** 6.117*

Objective Stress −0.224* −3.337 1.334

Model of Care 0.222* 5.273 2.132

Step 3 0.353 0.125 0.022 5.278** 2.842§

Objective Stress −0.191* −2.841 1.355

Model of Care 0.227* 5.397 2.116

Depression −0.153§ −0.433 0.257

b) Problem Solving

Step 1 0.190 0.036 0.036 4.234* 4.234*

Objective Stress −0.190* −2.462 1.197

Step 2 0.315 0.099 0.063 6.180** 7.868**

Objective Stress −0.182* −2.359 1.162

Model of Care 0.252** 5.212 1.858

Step 3 0.385 0.149 0.049 6.453*** 6.404*

Objective Stress −0.175* −2.264 1.136

Model of Care 0.204* 4.217 1.857

Birthweight 0.227* 0.005 0.002

***p < .001; **p < .01; * p < .05; § p < .1 Model of care: 0 = SC, 1 = MGP
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[28], for nurse-visited children compared to those from
paraprofessionals. The current study extends this work
by demonstrating that the infants of economically
advantaged women (as in this sample) can also benefit
from a model of maternity care which emphasizes con-
tinuity of carer.
We hypothesize that the benefits of MGP over SC were

primarily due to the relational component of the partner-
ship that developed between women and their midwives
across the maternity continuum [1–3, 29]. Women in the
MGP model had 24/7 access to a small group of known
midwives and hence, had opportunities to build relation-
ships of trust and support not possible in the SC model.
In the free text analysis of the M@NGO RCT, MGP
women reported being more ‘at ease, comfortable,
confident, loved, reassured, relaxed, safe, and supported’
in this model of care compared to women in SC models
[29]. The home visits up to 6-weeks postnatally may have
also played an important role in supporting women’s tran-
sitions to motherhood. Prior QF2011 results demonstrate
higher objective and subjective PNMS predicted more
severe 6-week postpartum anxiety and depression in the
SC mothers, there were no such associations in MGP
mothers [22]. These benefits of MGP care over SC for
flood-affected pregnant women’s postnatal wellbeing may
also have beneficial flow-on effects for enhancing infant
neurodevelopment, as seen here.
Note that other variables known to influence infant

neurodevelopment, such as maternal demographics and
mental health [30, 31], did not vary between the groups.

Although, MGP infants had significantly younger
mothers, longer gestations, and were heavier than SC in-
fants, these variables were either unrelated to ASQ-3
scores, or the results were unchanged when entered into
the regressions. Women in MGP were more likely to be
parimiparous than women in SC; but again, this was also
unrelated to ASQ-3 scores. As the M@NGO eligibility
criteria excluded women with a preference for MGP,
many women having a second or subsequent baby often
selected MGP, leaving a higher than normal proportion
of primiparous women without a preference and there-
fore eligible to be randomly assigned. As a result, the
majority of MGP women were primiparous.
The study was not without limitations. Although the

sample size was small, significant between group effects
were detectable. The design for the QF2011 study was a
prospective cohort study rather than a RCT, so these
women (not from the M@NGO RCT) may have
self-selected into the MGP or SC model. Thus, the
QF2011 women who self-selected MGP may have dif-
fered from the women who self-selected SC on some
dimension(s). However, we were unable to test for these
differences due to uneven distribution between the
groups (9 in MGP vs 50 in SC). In QF2011, women
were allocated to model of care prior to study enroll-
ment, thus women were unable to be randomized, and
self-selection into the model may have introduced a
bias that we were unable to detect; and this may have
influenced the current results. We encourage replica-
tion of the study with more even group numbers.
Furthermore, caution must be taken when interpreting
the results as the ASQ-3 relied on maternal report of
child development, which may be prone to bias or in-
accuracy. However, the psychometric properties of the
ASQ-3 show that it has high validity with other
clinician-administered tools [12]. None-the-less, these
findings would be strengthened with an independent
observation of child development at older ages by a re-
searcher blind to study hypotheses and model of mater-
nity care showing ongoing positive effects of MGP.

Conclusions
Optimizing early childhood development is a World
Health Organization priority and a focus of major public
health campaigns in many developed counties (e.g.,
Head Start in the USA and Sure Start in the UK). Early
interventions are known to be effective in protecting
high-risk children from adverse developmental outcomes
[32]. This research shows that continuity of midwifery
carer is an effective way to reduce the harmful effects of
disaster-related stress in pregnancy on aspects of infant
neurodevelopment. Whether these early benefits of
MGP endure over the long-term will be assessed as we
track the development of the QF2011 cohort.

Table 5 Frequency of infants identified as normally developing
or requiring monitoring for risk of developmental delay (< 1 SD
Mean) on the Ages and Stages Questionnaire-3 (ASQ-3) in
Midwifery Group Practice (MGP) and Standard Care (SC)

ASQ-3 Scale MGP N (%) SC N (%) Chi-Sq P value

Communication 0.62

Normal 37 (86.0) 58 (80.6)

At Risk 6 (14) 14 (19.4)

Gross Motor 1.00

Normal 37 (86.0) 61 (84.7)

At Risk 6 (14.0) 11 (15.3)

Fine Motor 0.02

Normal 39 (90.7) 51 (70.8)

At Risk 4 (9.3) 21 (29.2)

Problem Solving 0.03a

Normal 42 (97.7) 61 (84.7)

At Risk 1 (2.3) 11 (15.3)

Personal-Social 0.86

Normal 36 (83.7) 58 (80.6)

At Risk 7 (16.3) 14 (19.4)
aFisher’s Exact Test (2-sided)
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