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ABSTRACT

INTRODUCTION: Poor postpartum mental health is a major public health issue, and risk factors include experiencing adverse life events during pregnancy.
We assessed whether Midwifery Group Practice (MGP), compared to standard hospital care, would protect pregnant women from the effects of a sudden-
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CONCLUSION: The benefits of midwifery continuity of care in pregnancy clearly extend beyond a more positive birth experience and better birthing and

infant outcomes, to mitigating the effects of high levels of objective hardship and subjective stress experienced by women in the context of a natural : : o : : . , , ,
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METHODS
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Subjects were 196 women who were pregnant during the 2011 Queensland Flood and provided data at recruitment into our study (QF2011), and at 6 o Obi PNMS <1% = CareType 1% CONCLUSIONS
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weeks and/or 6 months postpartum; g . | " Obj PNMS <1% e Depression in early pregnancy explains 18% - 33% of variance in depression and anxiety at 6
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two types of prenatal care: % Subj x Care 5% u Subj x Care <1%

e Other life events in pregnancy, besides the flood, explain the second greatest amount of
variance.

Maternity Group Practice (MGP; n = 48): Women were followed by a primary midwife in a practice with 3 other midwives who Unexplained 58%

shared in their care. A familiar midwife from the MGP would attend the birth if the primary midwife was unavailable. MGP midwives
provide care until 6 weeks postpartum.

e Standard Care: The greater the objective or subjective PNMS, the greater the 6-week
Standard Care (SC; n = 53): Women received prenatal care from a community-based general practitioner. Their births were attended 6-WE E K DE PRESSION IN STAN DARD CARE G ROU P IS A FU NCTION

A - N postpartum depression and anxiety in this group;
by doctors or midwives in hospital with whom they were often not familiar

e Recruitment into QF2011 and PNMS assessment occurred between 4 and 12 months after the flood. OF PRENATAL OBJ ECTIVE HARDSH I P AN D SU BJ ECTIVE STRESS; * MidWifery Group Care (MGP) buffered women againSt the effects of prenatal maternal

e Instruments: objective and subjective stress on both depression and anxiety at 6 weeks postpartum;
Objective Prenatal Maternal Stress (PNMS): We created a questionnaire to assess the objective severity of women’s Threat, Loss, M I DWI FE RY G ROU P CARE BU FFERS AGAI NST PN MS e MGP did not buffer the effects of flood-related PNMS at 6 months post-partum;

Scope and Change due to the floods. The Queensland Flood Objective Stress Questionnaire (QFOSS).
Cognitive Appraisal of the flood was assessed with a single item: “If you think about all of the consequences of the 2011 Queensland

Unexplained 66%

e At lower levels of objective and subjective PNMS there were no differences in Depression and
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first; followed by Care Type (Standard Care = 0; MGP = 1), then PNMS, then interactions between PNMS and Care Type. Standard Care Group Care FOR MORE INFORMATION: Suzanne.king@mcgill.ca www.mcgill.ca/spiral/
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