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Abstract Background Mother-infant bonding provides the foundation for secure attachment
through the lifespan and organizes many facets of infant social-emotional development,
including later parenting.
Aims To describe maternal bonding to offspring across the pregnancy and postnatal
periods, and to examine a broad range of sociodemographic and psychosocial
predictors of the maternal-offspring bond.
Methods Data were drawn from a sample of 372 pregnant women participating in an
Australian population-based longitudinal study of postnatal health and development.
Participants completed maternal bonding questionnaires at each trimester and 8 weeks
postnatal. Data were collected on a range of sociodemographic and psychosocial factors.
Results Bonding increased significantly through pregnancy, in quality and intensity.
Regression analyses indicated that stronger antenatal bonding at all time points
(trimesters 1 through 3) predicted stronger postnatal bonding. Older maternal age,
birth mother being born in a non-English speaking country, mother not working full
time, being a first-time mother, breast-feeding problems, and baby’s crying behavior all
predicted poorer bonding at 8 weeks postpartum.
Conclusion These novel findings have important implications for pregnant women
and their infant offspring, and for health care professionals working in perinatal services.
Importantly, interventions to strengthen maternal-fetal bonding would be beneficial
during pregnancy to enhance postnatal bonding and infant health outcomes.
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The mother-infant relationship is central to infant social-
emotional development.1,2 Maternal-fetal bonding in the
antenatal period is important because a mother’s behaviors
through pregnancymay be influenced by this bond. Problems
with bonding have been associated with a broad range of
outcomes, including negative health behaviors in pregnancy,
such as alcohol and nicotine use3,4; traumatic states accom-
panied by alterations in the regulatory functions of the child’s
brain5,6; maladaptive childhood and adult mental health7–9;
poorer attachment through life10–12; and later social and
parenting relationships.12,13 Little is known about the natural
history of maternal-fetal bonding across pregnancy and its
consequences in early postnatal life.

The progression of the mother’s felt bond to the fetus across
the gestational period has received some attention in recent
years. Women who had fourth-dimensional (4D) ultrasound
scanning of the fetus had stronger antenatal bonding between
the first and second assessments in 44 couples.14 Maternal-fetal
bonding had also significantly risen between the first and third
trimesters amongwomenwith amiscarriagehistory (n ¼ 24).15

Despite showing an increase in the quality of bonding through
pregnancy, these studies consideredonly two timepoints during
pregnancy, used small sample sizes, and were not focused
specifically on the mother-fetal bond. Dutch researchers
addressed these limitations in a study examining the antenatal
bond in a larger sample of 403 expectant mothers16 and found
the quality of bonding increased through pregnancy as the fetus
developed, a finding that has subsequently been replicated.17

However, neither study considered potential consequences for
the postnatal bond.

The bond a mother feels toward her fetus antenatally may
also be important in determining themother-infant relationship
postnatally. Attitudes toward theunbornbabyduring pregnancy
influence first impressions of the infant.18 There is a significant
correlation between ante- and postnatal bondings,19,20 and
prenatal bonding is a predictor of the early mother-infant
relationship.21 Mothers with stronger quality prenatal bonding
aremore sensitive to, andmore stimulating in, interactionswith
their infants.22 van Bussel and colleagues found that antenatal
bonding predicted stronger bonding postnatally,23 but they did
not assess other predictors or their contribution to bonding.
Other important variables include maternal age, education,
income, parity, and ethnicity, which have primarily been
assessed for their impact on maternal antenatal bonding.24–26

In the majority of studies, inconsistent relationships have been
found between these variables and prenatal bonding.24–26 Few
studies assess their contributions topostnatalbonding, andnone
across the pregnancy and postnatal period.

The aimof this paper was twofold: (1) to examinemothers’
subjectively felt bond to their developing fetus/infant from
trimesters 1 through 3 and at 8 weeks postpartum in a large
sample of Australian women, and (2) to build a prognostic
model of bonding quality based on sociodemographic factors
(e.g., age, income, and country of birth) and postnatal factors
(e.g., weeks gestation, breast-feeding problems, and crying
behavior). It was hypothesized that both the quality and
intensity of maternal antenatal bonding would increase
through the course of pregnancy until the early postnatal

period. Furthermore, it was expected that mother-fetal bond-
ing in trimesters 1 through 3 would predict mother-infant
bonding at 8 weeks postpartum, but that other important
predictors would also emerge.

Method

This project is a substudy of the Triple B study (“Bumps,
Babies, and Beyond”), a longitudinal pregnancy study
conducted by the National Drug and Alcohol Research Centre
(NDARC) at the University of New South Wales (UNSW),
Sydney, and by the National Drug Research Institute (NDRI)
at Curtin University, Perth, in collaboration with the Univer-
sity of Sydney. The study examines the impact of parental
substance use on infant development and family functioning
from the time of conception, taking into account the influence
of a range of additional factors, including sociodemographic
variables, diet and nutrition, psychological and physical
health, and social support. A total of 1,604 women were
recruited during pregnancy between 2008 and 2013, as well
as their offspring and partners. The current study is based on
a subsample of participants from NSW. Ethics approval for
this study was obtained from the Human Research Ethics
Committees of each participating hospital, the Area Health
Services in which the hospitals were located and UNSW.

Participants
Participantswere a subsample of 372women recruited between
November 2010 and June 2012, who had completed all requisite
measures at the time of analysis. All families were approached
during their pregnancy through the Royal Prince Alfred Hospital
(RPA), Royal Hospital forWomen (RHW), and Liverpool Hospital.
Eligibility criteria included being pregnant (at any stage from
conception to 40 weeks’ gestation), being aged � 16 years;
having no major medical complications (mother or fetus),
residence in NSW, intention of mother or both parents to be
the primary caregiver/s, being mentally able to complete study
measures (as assessed by the researcher), and possessing suffi-
cient literacy in English.Women fromspecialist drug andalcohol
clinics were included in this sample (n ¼ 9). To assess generali-
zation of findings, comparisons with women who gave birth
during the same period of time, but who had not completed all
required measures (i.e., recruited but not yet interviewed on all
available measures relevant to this study; n ¼ 485) showed
similar sociodemographic characteristics, with the exception
that those included in the sample were more likely to be used
(�2 [df ¼ 2, n ¼ 862] ¼ 21.66, p < 0.01).

Comparing our sample with the Australian population of
women giving birth in 201227: the average maternal age for
our study was 32.6 years, similar to the average maternal age
in the population of 30 years; 1.1% of women in our study
were from an Indigenous background, whereas 4% of women
were indigenous in the population; 58.9% of women in our
study were born in Australia, whereas 68.8% of women giving
birth in the population were Australian-born; it was the first
pregnancy for 39.5% of women in our study, similar to the
42.4% of women in the populationwho gave birth for the first
time; the average gestational age in our studywas 39.3weeks,
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similar to the population average 38.8weeks; and the average
weight of babies in our study was 3.6 kg, which was also
similar to the population average of 3.37 kg.

Procedure
Pregnant women were approached by trained researchers in
waiting rooms at general antenatal clinics and specialist drug
and alcohol antenatal clinics attached tomajor public hospitals
and area health services. Women, partners, and children were
followed up prospectively, and maternal data were collected
during each trimester, and at 8 weeks and 12 months post-
birth. The data for this study consist of structured interviews
and self-complete questionnaires administered across the
following four time points: trimester one (T1), trimester two
(T2), trimester three (T3), and 8 weeks postnatal (8w).

Measures

Demographic and Postnatal Information
Demographic information was collected via structured inter-
view in T3 (27 weeks birth) whereas postnatal information
was collected at 8 weeks post-birth. Demographic variables
included age;marital status, employment status, gross annual
household income, highest level of education, country of
birth, Aboriginal or Torres Strait Islander status, living
arrangement, desire to be pregnant, and whether it was the
mother’s first pregnancy (yes/no). Postnatal variables includ-
ed baby’s birth weight, weeks gestation at birth, baby’s daily
time crying, problems during labor (e.g., breech birth, fetal
distress, meconium during labor, retained placenta or post-
partum hemorrhage), and breast-feeding problems
(e.g., engorged breasts, blocked ducts, mastitis, thrush,
cracked nipples, or low milk supply). Demographic and
postnatal variables were chosen for inclusion in the present
study based on prior research.

Bonding to the Fetus
Maternal antenatal bonding was assessed using the Maternal
Antenatal Attachment Scale (MAAS).28 The 19-item scale
focuses on maternal attitudes, feelings, and behaviors toward
the fetus. It has two dimensions measuring: (1) quality of
maternal bonding (10 items); and (2) intensity of preoccupa-
tion with the fetus (8 items). The quality subscale assesses
affective experiences, such as closeness, tenderness, and
positive feelings about the fetus, a desire to know about it,
as well as vivid internal representations of the future baby.
The intensity subscale assesses the intensity of preoccupation
with the fetus and the intensity of feeling, including the
amount of time spent thinking about, talking to, and dream-
ing about the unborn baby. A 5-point response scalewas used
with higher values corresponding to stronger antenatal
bonding. Generally, higher scores for both the subscales
indicate the most adaptive mother-fetal bonding style.28

The range of scores for the global total scale was 19–95
with the Quality and Intensity subscale scores ranging from
10–50 to 8–40, respectively. The MAAS is a widely used
measure with reliability for the overall instrument reported
to be 0.82, when used in the third trimester.28 Internal

consistency analyses for the current study yielded Cronbach
alphas of 0.72, 0.68, and 0.76 in T1, T2, and T3, respectively.

Bonding to the Infant
The Maternal Postnatal Attachment Scale (MPAS; 19 items)29

was used to measure a mother’s reported feelings about her
infant at 8weeks of age. Themeasure consists of three factors:
(1) quality of bonding (9 items; range 9–38): confidence and
satisfaction in the interaction with the infant; (2) absence of
hostility (5 items; range 5–22): the absence of hostile or angry
feelings toward one’s infant; and (3) pleasure in interaction (5
items; range 5–19): the desire for physical closeness and
happiness in interaction with one’s infant. Responses were
provided on 2-, 4-, or 5-point scales. To ensure equal weight-
ing of questions, all response options were recoded to repre-
sent a score of 1 (poor bonding) to 5 (strong bonding). The
sum of the 19 items forms the total MPAS, with higher scores
indicating the most adaptive mother-infant bonding style.29

The scale has demonstrated reliability and construct validi-
ty.29 Cronbach α for the total scale in this sample was 0.75.

Data Analysis
All data were analyzed with the Statistical Package for Social
Sciences (SPSS; SPSS Inc., Chicago, IL Q3Q3

Q3). Average (mean)
bonding scores, as well as Z-scores, were calculated at each
trimester during pregnancy and postnatally. Other predictor
variables were considered in the analyses, including socio-
demographic factors (maternal age, country of birth, employ-
ment status, household income before tax and parity) and
postnatal factors (baby’s birth weight, weeks gestation,
problems during labor, breast-feeding problems, baby’s
crying time per day). Thesewere assessed during the baseline
and 8 week interviews.

A series of repeatedmeasures analysis of variance (ANOVA)
with Greenhouse-Geisser correction were run for both the
MAAS and MPAS total scales and relevant subscales to
determine whether differences between time points during
pregnancy existed. Post hoc analysis with Bonferroni
correction was conducted to determine more specifically
where the differences existed. Correlation analyses were
conducted on MAAS and MPAS Z-scores to determine the
relationship between the scales. Repeated measures ANOVA
with Greenhouse-Geisser correction were run for the MAAS
and MPAS global total to see whether differences existed.
Friedman analysis was conducted on the Z-scores of the
quality subscale of the MAAS and MPAS to determine wheth-
er differences were present. A series of three multiple linear
regression models for T1, T2, and T3 was then run to predict
postnatal bonding, including sociodemographic and
psychosocial predictors.

Missing Data
Person mean substitution (PMS) was conducted to impute
missing data for MAAS and MPAS variables in the present
research.30 In this procedure, the imputed value for a
variable with missing data was applied to cases with < 20%
of data missing on the scale and derived from the non-
missing items for the case.31 When PMS was performed on
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this dataset, 11 participants were excluded due to missing
data on the MAAS and MPAS, resulting in a final sample of
372 women.

A relatively large proportion of participants did not
disclose their income. Because of this, 28% of income data
were missing (n ¼ 104). There were also several partici-
pants with missing data for other variables (n ¼ 46, 12.4%).
Further detail on missing data is included in the Supple-
mentary Analyses. The presence of missing data raises the
possibility of introducing bias into the results if data are not
missing completely at random. To counter this, multiple
regression analyses were performed using multiple impu-
tations of chained logit and mlogit equations to impute
missing data.

Results

Descriptive Results

Demographic and Postnatal
►Table 1 summarizes the demographic characteristics of the
sample. The mean age of the sample was 33 years (range:
18–49 years). The majority of women were Australian born
(59%), married or de facto (common law) (96%), and had
completed a university/college education (67%). In this sam-
ple, 49% of women were working full time when they were
pregnant. For over a third of the sample (40%), this was their
first pregnancy and the majority of women in the sample
reportedwanting to become pregnant (81%). Themean infant
birth weight was 3.6 kg (range: 1.4–5.5 kg), and gestation at
birth was 39 weeks (range: 29–42). A lot of women reported
one or more problems during their labor (42%), while breast-
feeding problems were also common, with women either
reporting no problems (25%) or one or more problems (42%).
In this sample, it was found that babies averaged 86 minutes
of crying per day at 8 weeks post-birth.

MAAS Antenatal Bonding
Descriptive statistics for the MAAS quality/intensity sub-
scales and global scale are reported in ►Table 2.

MAAS Global Total
The global total scores increased over T1, T2, and T3 as
shown in ►Table 2. To explore whether there was a signifi-
cant difference in overall bonding scores as pregnancy
progressed, repeated measures ANOVA was conducted
with a Greenhouse-Geisser correction. Comparison of the
repeated measures was performed first using the global
total MAAS scores showing a statistically significant in-
crease in mother-fetal bonding, F (1.74, 629.81) ¼ 200.19,
p < 0.001. Post hoc analysis with Bonferroni correctionwas
conducted to test whether there was a significant differ-
ence between T1 and T2. Analyses showed that the increase
from T1 (mean ¼ 74.84) to T2 (mean ¼ 78.53) was signifi-
cant, p < 0.001. The same was done with the total MAAS
scores between T2 (mean ¼ 78.53) and T3 (mean ¼ 80.58)
which also indicated a significant increase in bonding
scores, p < 0.001.

MAAS Quality Subscale
As ►Table 2 shows, the quality subscale scores increased over
T1, T2, and T3. Repeated measures ANOVA with a Greenhouse-
Geisser correctionwas performed on theMAAS quality subscale
and showed a statistically significant increase in quality of
bonding through pregnancy, F (1.65,598.45) ¼ 141.60,
p < 0.001. Post hoc tests using Bonferroni correction revealed
that the increase from T1 (mean ¼ 44.25) toT2 (mean ¼ 46.11)
was significant, p < 0.001. The same was done with the MAAS
quality scores between T2 (mean ¼ 46.11) and T3 (mean
¼ 46.75) that also indicated a significant increase in quality of
bonding scores, p < 0.001.

MAAS Intensity Subscale
As►Table 2 shows, the intensity subscale scores increased over
T1, T2, and T3. Repeated measures ANOVA with a Greenhouse-
Geisser correction found a significant increase in intensity of
bonding from T1 through T3, F (1.634, 593.32) ¼ 139.64,
p < 0.001. Post hoc analysis with Bonferroni correction showed
that the increase fromT1 (mean ¼ 25.87) toT2 (mean ¼ 27.64)
was significant, p < 0.001, and scores between T2
(mean ¼ 27.64) and T3 (mean ¼ 29.12) also showed a signifi-
cant increase in intensity of bonding scores, p < 0.001.

MPAS Postnatal Bonding
Descriptive statistics for the MPAS global total scale and the
quality, absence of hostility and pleasure in interaction
subscales, are reported in ►Table 3.

MAAS and MPAS Correlation Analysis
While both the MAAS and MPAS measure bonding, their
items differ. The MAAS items focus on feelings toward the
unborn baby, health during pregnancy, and expectations
around seeing the baby after giving birth. The MPAS items
refer to the infant after birth and focus on feelings of the
mother, whenwith the baby or away from the baby, as well as
confidence in rearing the infant. To compare bonding scores
ante- and postnatally, Z-scores were computed for the global
total scale for the MAAS and MPAS. ►Table 4 details a
correlation matrix of the Z-scores of the global total of the
MAAS (T1, T2, and T3) and MPAS (8 weeks). The MAAS and
MPAS global total scores at all time points (T1, T2, T3, and 8w)
were significantly correlated. The correlations during
pregnancy (MAAS) ranged from 0.51, between T1 quality
and T3 total, to 0.83 between T1 quality and T1 total.
Correlations from pregnancy (MAAS) through 8 weeks post-
natal (MPAS) were in the small to moderate range. The
smallest correlation (r ¼ 0.29) was found between T1
MAAS and 8-week MPAS total scores. The highest correlation
(r ¼ 0.78) was found between T1 and T2 MAAS total scores.

MAAS and MPAS Global Total
Repeatedmeasures ANOVAwith Greenhouse-Geisser correction
was used to test whether there were changes in bonding
between pregnancy and the postnatal period. Comparison of
the global total MAAS Z-scores across all three trimesters and
MPAS Z-scores indicated no significant change over time, F
(2.15, 781.40) ¼ 0.01, p ¼ 0.99.
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Table 1 Sample antenatal demographic and postnatal obstetric characteristics

Antenatal characteristics n Mean (SDa)

Mean age (y) 362 32.59 (5.00)

Marital status n %

Married or de facto (common law) 357 95.97

No partner or not living with partner 15 4.03

Employment status

Full time 182 48.90

Part time/casual 90 24.20

Unemployed/student/home duties 100 26.90

Gross annual household incomeb

� $124,800 121 47.50

$78,000–124,799 96 37.60

� $77,999 38 14.90

Highest level of education completed

Some high school 27 7.30

High school 52 14.00

Diploma/certificate 45 12.10

Undergraduate/postgraduate university degree 248 66.70

Country of birth

Australia 219 58.90

Other English speaking country (OESC) 61 16.40

Non-English speaking background (NESB) 92 24.70

Indigenous

Aboriginal and/or Torres Strait Islander 4 1.10

Non-Aboriginal Torres Strait Islander 368 98.90

Living arrangement

Renting 173 46.50

Privately own 176 47.30

Staying with friends/family 19 5.10

Other 3 0.80

Pregnancy characteristics

Pregnancy feelings

Wanted to become pregnant 302 81.20

Didn’t want to become pregnant 14 3.80

Hadn’t thought about becoming pregnant 39 10.50

Other 16 4.30

First pregnancy

Yes 147 39.70

No 223 60.30

Labor

Problems during labor

None 147 57.60

One or more 108 42.40

Postnatal characteristics (8 weeks) n Mean (SD)

(Continued)
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Table 3 Descriptive statistics for the MPAS quality, absence of hostility and pleasure in interaction subscales, and the global total
scale at 8 weeks postnatal

n M SD 95% CI

Lower Upper

8wk Quality 372 41.65 3.09 41.34 41.97

Absence of hostility 372 20.83 3.21 20.50 21.16

Pleasure in interaction 372 22.72 2.07 22.51 22.93

Global total 372 85.20 6.59 84.53 85.87

Abbreviations: CI, confidence interval; MPAS, Maternal Postnatal Attachment Scale; SD, standard deviation.

Table 1 (Continued)

Antenatal characteristics n Mean (SDa)

Baby’s birth weight (kg) 370 3.60 (2.17)

Gestation at birth (wk) 372 39.34 (1.77)

Baby’s time crying (min/d) 369 86.34 (87.15)

Breast-feeding problems n %

None 63 24.70

One 145 56.90

Two or more 47 18.40

aSD: Standard deviation from the mean.
bn, ¼ 268 due to a large number of respondents not wishing to report on this variable.
Note: Numbers vary across demographic variables due to missing data on these variables.

Table 2 Descriptive statistics for the MAAS quality and intensity subscales and the global total scale in pregnancy

n M SD 95% CI

Lower Upper

T1 Quality 370 44.25 4.27 43.80 44.68

Intensity 370 25.87 4.99 25.36 26.38

Global total 370 74.84 8.10 74.00 75.66

T2 Quality 370 46.11 3.19 45.78 46.43

Intensity 370 27.64 4.57 27.17 28.11

Global total 370 78.53 6.75 77.84 79.22

T3a Quality 367 46.75 2.99 46.45 47.06

Intensity 367 29.12 4.76 28.63 29.61

Global total 367 80.58 7.03 79.86 81.30

Abbreviations: CI, confidence interval; MAAS, Maternal Antenatal Attachment Scale; SD, standard deviation.
aMAAS scores for three women were missing in T3.

Table 4 Correlation matrix of MAAS global total Z-scores during pregnancy and the MPAS postnatally, n ¼ 372

Measure T1 T2 T3

T1 MAAS global total – – –

T2 MAAS global total 0.78�� – –

T3 MAAS global total 0.64�� 0.76�� –

8w MPAS global total 0.29�� 0.30�� 0.41��

Abbreviations: MAAS, Maternal Antenatal Attachment Scale; MPAS, Maternal Postnatal Attachment Scale.
�Significant at p < 0.05. �� Significant at p < 0.01. ��� Significant at p < 0.001 Q4Q4

Q4.
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MAAS and MPAS Quality Subscale
To explore whether there was a significant difference in
quality of bonding scores through pregnancy and postnatally,
Friedman analysis was conducted with the Z-scores. Compar-
ison of the repeated measures on the quality subscale of the
MAAS and MPAS Z-scores was not significant, F (2.28,
829.19) ¼ 0.02, p ¼ 0.99.

Regression Analysis
Separate multiple regression analyses were conducted using
mother-fetal bonding scores in pregnancy (T1, T2, and T3) as
the independent variables and postnatal bonding as the
dependent variable (►Table 5). Demographic and postnatal

predictors in the models included age (years), country of
birth, employment status, gross household income, number
of previous children, baby’s birth weight (kg), weeks gesta-
tion, problems during labor, breast-feeding problems, and
baby’s crying time (min/d). Overall, the amount of variance in
postnatal bonding explained by all variables in each model
ranged from 20% (24% unadjusted) in T1 to 29% (32% unad-
justed) in T3. The amount of variance in postnatal bonding
explained by antenatal bonding scores independently was
7.1% (7.1% unadjusted) inT1, 8.4% (8.5% unadjusted) in T2, and
15.7% (15.7% unadjusted) in T3.

The multiple regression analyses revealed that antenatal
bonding significantly predicted postnatal bonding at all time

Table 5 Regression analyses predicting mother-infant bonding at 8 weeks postnatal, by trimester (n ¼ 372)

Trimester 1 Trimester 2 Trimester 3

B t p B t p B t p

MAAS

Antenatal bonding score 0.22 5.87 0.00��� 0.33 7.31 0.00��� 0.38 9.02 0.00���

Demographic variables

Age �0.17 �2.48 0.01�� �0.15 �2.27 0.02� �0.15 �2.30 0.02�

Country of birth

Australia (reference)

OESC �0.10 �0.11 0.91 �0.51 �0.60 0.55 �0.44 �0.53 0.60

NESB �1.62 �2.15 0.03� �2.08 �2.80 0.01�� 1.79 �2.51 0.01��

Employment status

Full-time (reference)

Part-time �1.80 �2.12 0.03� �2.22 �2.70 0.01�� 2.06 2.59 0.01��

Othera �2.60 �2.81 0.01�� �2.51 �2.82 0.01�� 2.37 �2.73 0.01��

Household income

� $2,400 (reference)

$1500–$2,400 0.27 0.32 0.75 0.49 0.63 0.53 0.55 0.75 0.45

� $1,500 0.15 0.14 0.89 0.26 0.27 0.79 0.34 0.34 0.73

Other children
(0 ¼ No, 1 ¼ Yes)

2.46 3.07 0.00��� 3.17 4.02 0.00��� 2.88 3.78 0.00���

Postnatal variables

Babies birth weight �0.16 �1.08 0.28 �0.14 �0.95 0.34 �0.17 �1.24 0.21

Weeks gestation �0.25 �1.41 0.16 �0.20 �1.15 0.25 �0.20 �1.19 0.24

Problems during labor
(0 ¼ No, 1 ¼ Yes)

0.88 1.33 0.18 0.88 1.36 0.18 0.90 1.44 0.15

Breast-feeding problems

No problems (reference)

One �1.02 �1.30 0.20 �0.94 �1.23 0.22 �0.64 �0.87 0.38

Two or more �2.65 �2.65 0.01�� �2.69 �2.76 0.01�� 2.35 �2.50 0.01��

Baby’s time crying per day �0.02 �5.98 0.00��� �0.02 �6.26 0.00��� �0.02 �5.92 0.00���

R2 ¼ 0.24 (R2adj ¼ 0.20) R2 ¼ 0.28 (R2adj ¼ 0.24) R2 ¼ 0.32 (R2adj ¼ 0.29)

F ¼ 7.35 F ¼ 9.00 F ¼ 11.24

p ¼ 0.00 p ¼ 0.00 p ¼ 0.00

�Significant at p < 0.05. ��Significant at p < 0.01. ���Significant at p < 0.001. Q5Q5
Q5

aOther includes home duties, unemployed, student.
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points (t [T1] ¼ 5.87, t [T2] ¼ 7.31, and t [T3] ¼ 9.02;
p < 0.001) including demographic and postnatal predictors.
Significant demographic and postnatal variables predicting
postnatal bonding, across all trimester time points, include
maternal age (t [T1] ¼ � 2.48, p < 0.01; t [T2] ¼ � 2.27;
and t [T3] ¼ � 2.30, p < 0.05), NESB (t [T1] ¼ � 2.15,
p < 0.05; t [T2] ¼ � 2.80; and t [T3] ¼ � 2.51; p < 0.01),
employment status part time compared with full time
(t [T1] ¼ � 2.12, p < 0.05; t [T2] ¼ � 2.70; and t [T3] ¼
� 2.59, p < 0.01), employment status “home duties,” unem-
ployed or student comparedwith full time (t [T1] ¼ � 2.81, t
[T2] ¼ � 2.82, and t [T3] ¼ � 2.73; p < 0.01), other chil-
dren (t [T1] ¼ 3.07, t [T2] ¼ 4.02; and t [T3] ¼ 3.78;
p < 0.001), two or more breast-feeding problems
(t [T1] ¼ � 2.65, t [T2] ¼ � 2.76, and t [T3] ¼ � 2.50;
p < 0.01), and baby’s time crying per day (t [T1] ¼ � 5.98,
t [T2] ¼ � 6.26, and t [T3] ¼ � 5.92; p < 0.001).

Discussion

Bonding through Pregnancy and Postnatally
This study addresses gaps in the present bonding litera-
ture by documenting the progression of the mother-fetal/
infant bond through all trimesters of pregnancy and into
the postnatal period, while also considering sociodemo-
graphic and postnatal factors. Findings show that mother-
fetal bonding increases in quality and intensity across the
pregnancy period and is related to a range of psychosocial
and sociodemographic factors. Like van Bussel (2010), this
study found that the relative increase in overall bonding
from the second to the third trimester was not as large as
the increase between the first to the second trimester. A
possible explanation lies in the motherhood constellation
theory.32 According to Stern, maternal bonding represen-
tations emerge in the mother before the birth of the baby
and increase in quality and richness from the fourth until
the seventh month of pregnancy.32 During the last
2 months of pregnancy, however, Stern (1995) postulates
that mothers “loosen” their more positive representations
to avoid a “potential discordance between the real baby
and a too specifically represented baby” (page 23). In this
sample, an increase in bonding was still evident during
this period (albeit nonsignificant), indicating a plateauing
of overall bonding representations.

The current findings also extend the work of van Bussel
et al (2010) by examining the postnatal mother-infant
bond. The results showed that mother-infant bonding
remained consistent from pregnancy to postnatal. There
was no significant increase in overall bonding strength
from pregnancy to 8 weeks postnatally. It appears that
bonding to the fetus late in pregnancy is strong and remains
so postnatally. Given the long-term effects of problems in
the mother-infant relationship33 and the relative stability
of bonding pre- and postnatally, interventions aimed at
developing the bond should ideally be initiated during
pregnancy through antenatal clinics and services. Encour-
aging the development of the antenatal bond would have
potentially far-reaching effects.

Predictors of Postnatal Bonding
Multiple regression analyses revealed that antenatal bonding
significantly predicted postnatal bonding at all time points.
Past research has focused on observational and structured
interviewing techniques for determining the mother-infant
relationship postnatally.18–22 The postnatal bond is founda-
tional for the development of a secure attachment style10,12

and protecting against maladaptive mental health into adult-
hood.7–9,11 Therefore, because antenatal bonding is critical,
antenatal care has an important role to play in identifying key
points during pregnancy to promote thematernal-fetal bond.
Targeted interventions specifically aimed at enhancing and
strengthening the development of the maternal-fetal bond
should, where appropriate, be integrated into the current
model of care pregnant women receive.

Several demographic variables were also found to predict
the postnatal bond. Higher maternal age predicted poorer
bonding scores, possibly because older women disrupt estab-
lished careers or delay pregnancy due to less desire for a
maternal role. Previous research has not found a significant
relationship between postnatal bonding and maternal
age.19,20,34 Poorer bonding was also associated with being a
mother for the first time. Perhaps the company of other
children mediates the mother-infant relationship to promote
bonding or a care giving disposition associated with enhanced
bonding. The presence of other children has received little
attention in the bonding literature and could be examined in
future research. There is growing research that explores the
transition to parenthood for older, first time mothers who are
more likely to require assisted reproductive technology due to
infertility as well as caesarean sections.35 These factors could
play a role but were beyond the scope of this study.

Being from a non-English speaking family also predicted
poorer bonding. No previous studies have examined how
country of birth affects postnatal bonding; however, in the
antenatal bonding literature ethnicity has been weakly asso-
ciatedwithmaternal-fetal attachment (r ¼ 0.11–0.14).26 This
may well reflect poor access to services rather than cultural
issues, and this is an important area for future research.
Compared with mothers whowere employed full time, moth-
ers who were part time or reported “other” had poorer
bonding scores through pregnancy. These findings require
replication but suggest that women employed part time or
“other” may be at higher risk of reporting low bonding
postnatally.

Postnatal factors that predicted the postnatal bond includ-
ed presence of two or more breast-feeding problems and
baby’s crying time per day. Specifically, the results indicated
that two or more breast-feeding problems predicted poorer
bonding postnatally. There are several theoretical mecha-
nisms through which breast-feeding may enhance the mater-
nal bond, but few empirical studies show support for these
and the findings are inconclusive.36 It is plausible that breast-
feeding might be related to maternal bonding through oxy-
tocin,37; however, this was not considered in the present
study. The current work is consistent with the extant litera-
ture that has found a positive association between breast-
feeding and maternal bonding, indicating that breast-feeding
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enhances the bond between a mother and child whereas
breast-feeding problems appear to interrupt the bonding
process.

The results also indicated that increased crying time in
babies predicted poorer bonding at 8 weeks. Although this
result makes pragmatic sense, it is difficult to tease out
whether crying leads to poor bonding or poor bonding
creates distress for the infant—an important matter worthy
of further investigation. Baby’s crying is the primary reason
parents seek health care for their infant child38 and is
particularly stressful for parents as crying can be perceived
as a negative reflection on their ability to parent or an
indication of infant distress or illness. Further research
incorporating postnatal variables in the prediction of the
postnatal bond is needed to replicate these findings.

Strengths and Limitations
This study extends previousworkon thematernal felt bond to
her developing child16,18–23 by using a larger sample of
Australian women than has been used in previous work;
documenting the pattern of this bond at three time points in
pregnancy and at 8 weeks postnatally; and by examining the
extent to which antenatal bonding, demographic, and
postnatal variables are critical in the formation of the post-
natal bond.

These results should, however, be interpreted in the
context of several limitations. First, the subsample repre-
sented a somewhat advantaged group of families in NSW,
consisting of predominantly Anglo-Saxon Australians, which
possibly reduces generalizability to other more diverse
populations. Despite this, comparisons with women who
gave birth during the same period of time but who had not
completed all requisite measures showed similar sociodemo-
graphic characteristics, including age, country of birth,
education, and employment status. This sample is also similar
to the Australian population of women giving birth on a range
of demographic factors.

Second, the bonding measures used in the study assessed
the mother’s felt or perceived bond to her developing child.
While these measures have been validated23,28,29 and the
results appear consistent with both theory and past empirical
research, confirmation of these patterns using clinical obser-
vational tools (e.g., emotional availability scales) is
recommended.

Third, the ante- and postnatal measures were not direct-
ly comparable, whichmakes it difficult to assess differences
in ante- and postnatal bonding. It should be noted that
items on each measure represent a qualitatively different
bond. The MAAS represents the felt bond toward the
developing fetus, whereas the MPAS represents the felt
bond toward the infant. Doubt might therefore be raised
about the validity of a direct comparison between ante- and
postnatal bondings. Condon’s ante- (MAAS) and postnatal
(MPAS) measures differ in their composition. While the
scales were converted to Z-scores for comparison over time,
it may be the case that methodologic differences in the
measurement items meant that differences in bonding, if
they did exist, were not able to be detected. Nevertheless, in

regression analysis, assessments of antenatal bonding in
each trimester accounted for significant variance in post-
natal bonding. Despite some limitations, the strength of
this study lies in its longitudinal nature that allowed for the
examination of maternal-fetal/infant bonding at several
time points, taking into account several other important
sociodemographic and postnatal confounders. Last, demo-
graphic variables were collected prenatally for the present
study. Postnatal demographic variables were not consid-
ered in the analysis.

Conclusion

This study contributes to the body of research on maternal
bonding by showing that mother-fetal bonding strengthens
in quality and intensity across the course of pregnancy. The
mother-infant bond, which in this sample was strong in
pregnancy, showed consistency from pregnancy through to
infant age 8 weeks. Importantly, results from this study
show antenatal bonding in trimester’s 1 through 3
predicted bonding to the infant at 8 weeks post-birth.
Additionally, results indicate that older maternal age, birth
mother being born in a non-English speaking country,
mother not working full time, being a first-time mother,
breast-feeding problems, and baby’s crying all predicted
poorer bonding at 8 weeks postnatal. It is recommended
that future research include other factors likely to influence
bonding, for example, maternal well-being and partner
bonding, the latter of which has only recently been inves-
tigated.39 This study results have important implications
for pregnant women and their unborn children, as well as
for health care professionals working in ante- and postnatal
services. Additional care may be beneficial for older and
first-time mothers, and mothers who were born overseas,
who are not working full time, and/or who have infants
with feeding problems and crying, to enhance their bond-
ing and the health outcomes for the infant.

Acknowledgments
The research was funded by the Australian National
Health and Medical Research Council (NHMRC) Project
Grant (GNT630517) for $1,910,470 to RPM, DH, SA, EE,
LB, SJ, and CO, and was financially supported by the
National Drug and Alcohol Research Centre (NDARC),
University of New SouthWales (UNSW Australia), which
is funded by the Australian government under the
SubstanceMisuse Prevention and Service Improvements
Grants Fund. RPM is financially supported by the NHMRC
Principal Research Fellowship Award (APP1045318), DH
by the UNSW Vice-Chancellor’s Research Fellowship
Award, CO by the ARC Principal Fellowship [DORA:
LP130101459], EE by the NHMRC Practitioner Fellow-
ship (1021480). We acknowledge the CIs not listed as
authors, the NDARC research staff who collected the
data, the hospitals/antenatal clinics, and the partici-
pants. There are no others who are eligible to be authors
but are not included as authors.

American Journal of Perinatology Vol. 00 No. 00/2017

Maternal Bonding through Pregnancy and Postnatal Rossen et al Q1Q1
Q1. 9

z3364249
Highlight

z3364249
Sticky Note
AcknowledgementsWe gratefully acknowledge the research staff and students who assisted with collection of the data, the hospitals and antenatal clinics for their assistance with recruitment, and the study participants and their families. We also gratefully acknowledge the investigators of the Triple B Pregnancy Cohort Study not listed as authors. Finally, we acknowledge the Cannabis Cohorts Research Consortium (NHMRC Project Grants: AAP1009381, AAP1064893). FundingThe research was funded by an Australian National Health and Medical Research Council (NHMRC) Project Grant #GNT630517 to Richard P Mattick, Delyse Hutchinson, Steve Allsop, Jake Najman, Elizabeth Elliott, Lucy Burns, Sue Jacobs, Craig Olsson and Anne Bartu, and was financially supported by the National Drug and Alcohol Research Centre (NDARC), University of New South Wales (UNSW). NDARC and the National Drug Research Institute (NDRI), Curtin University of Technology are funded by the Australian Government under the Substance Misuse Prevention and Service Improvements Grants Fund. We also acknowledge financial support from Australian Rotary Health, the Foundation for Alcohol Research and Education, and the Financial Markets Foundation for Children (Australia). Richard P Mattick is financially supported by an NHMRC Principal Research Fellowship Award from the NHMRC, and Delyse Hutchinson is financially supported by an Australian Unity Industry Partner Senior Research Fellowship. Craig Olsson is supported by an Australian Research Council Senior Research Fellowship (DORA: DP 130101459). Elizabeth Elliott is supported by an NHMRC Practitioner Fellowship #1021480. 



References
1 Ainsworth MDS, Blehar MC, Waters E, Wall S. Patterns of Attach-

ment: A Psychological Studyof the Strange Situation. Psychol Press
Classic Editions; 1978

2 Belsky J, Rovine M, Taylor DG. The Pennsylvania Infant and Family
Development Project, III: the origins of individual differences in
infant-mother attachment: maternal and infant contributions.
Child Dev 1984;55(3):718–728

3 Lindgren K. Relationships among maternal-fetal attachment, pre-
natal depression, and health practices in pregnancy. Res Nurs
Health 2001;24(3):203–217

4 VandenBerghB, SimonsA.A reviewof scales tomeasure themother–
foetus relationship. J Reprod Infant Psychol 2009;27(2):114–126

5 Schore AN. The experience-dependent maturation of a regula-
tory system in the orbital prefrontal cortex and the origin of
developmental psychopathology. Dev Psychopathol 1996;
8(01):59–87

6 Schore AN. Early organization of the nonlinear right brain and
development of a predisposition to psychiatric disorders. Dev
Psychopathol 1997;9(4):595–631

7 Green J, Goldwyn R. Annotation: attachment disorganisation and
psychopathology: new findings in attachment research and their
potential implications for developmental psychopathology in
childhood. J Child Psychol Psychiatry 2002;43(7):835–846

8 Schore AN. The effects of early relational trauma on right brain
development, affect regulation, and infant mental health. Infant
Ment Health J 2001;22(1–2):201–269

9 Warren SL, Huston L, Egeland B, Sroufe LA. Child and adolescent
anxiety disorders and early attachment. J Am Acad Child Adolesc
Psychiatry 1997;36(5):637–644

10 Hamilton CE. Continuity and discontinuity of attachment from
infancy through adolescence. Child Dev 2000;71(3):690–694

11 Patock-Peckham JA, Morgan-Lopez AA. Direct and mediational
links between parental bonds and neglect, antisocial personality,
reasons for drinking, alcohol use, and alcohol problems. J Stud
Alcohol Drugs 2010;71(1):95–104

12 Waters E, Weinfield NS, Hamilton CE. The stability of attachment
security from infancy to adolescence and early adulthood: general
discussion. Child Dev 2000;71(3):703–706

13 Antonucci TC, Akiyama H, Takahashi K. Attachment and close rela-
tionships across the life span. Attach Hum Dev 2004;6(4):353–370

14 Righetti PL, Dell’AvanzoM, Grigio M, Nicolini U. Maternal/paternal
antenatal attachment and fourth-dimensional ultrasound tech-
nique: a preliminary report. Br J Psychol 2005;96(Pt 1):129–137

15 Tsartsara E, Johnson MP. The impact of miscarriage on women’s
pregnancy-specific anxiety and feelings of prenatal maternal-fetal
attachment during the course of a subsequent pregnancy: an
exploratory follow-up study. J Psychosom Obstet Gynaecol
2006;27(3):173–182

16 van Bussel JCH, Spitz B, Demyttenaere K. Reliability and validity of
the Dutch version of the maternal antenatal attachment scale.
Arch Women Ment Health2010a; 13(3):267–277

17 Rowe HJ, Wynter KH, Steele A, Fisher JRW, Quinlivan JA. The
growth of maternal-fetal emotional attachment in pregnant ado-
lescents: a prospective cohort study. J Pediatr Adolesc Gynecol
2013;26(6):327–333

18 Condon JT, Dunn DJ. Nature and determinants of parent-to-infant
attachment in the early postnatal period. J Am Acad Child Adolesc
Psychiatry 1988;27(3):293–299

19 Damato EG. Prenatal attachment and other correlates of postnatal
maternal attachment to twins.AdvNeonatal Care2004;4(5):274–291

20 Müller ME. Prenatal and postnatal attachment: a modest correla-
tion. J Obstet Gynecol Neonatal Nurs 1996;25(2):161–166

21 Siddiqui A, Hägglöf B. Does maternal prenatal attachment predict
postnatal mother-infant interaction? Early Hum Dev 2000;59(1):
13–25

22 De Cock ESA, Maas AJBM, Vreeswijk CMJM, Van Bakel HJA. Mater-
nal Prenatal Attachment and Mother-Infant Interaction at
6 Months of Age. Paper presented at the 15th European Confer-
ence on Developmental PsychologyBologna, Italy2011

23 van Bussel JCH, Spitz B, Demyttenaere K. Three self-report ques-
tionnaires of the early mother-to-infant bond: reliability and
validity of the Dutch version of the MPAS, PBQ and MIBS. Arch
Women Ment Health2010b; 13(5):373–384

24 Alhusen JL. A literature update on maternal-fetal attachment.
J Obstet Gynecol Neonatal Nurs 2008;37(3):315–328

25 Cannella BL. Maternal-fetal attachment: an integrative review.
J Adv Nurs 2005;50(1):60–68

26 Yarcheski A, Mahon NE, Yarcheski TJ, Hanks MM, Cannella BL.
A meta-analytic study of predictors of maternal-fetal attachment.
Int J Nurs Stud 2009;46(5):708–715

27 Hilder L, Zhichao Z, Parker M, Jahan S, Chambers GM. Australia’s
Mothers and Babies 2012. Perinatal Statistics Series No. 30. In:
Australian Institute of Health and Welfare, ed. Cat. no. PER 69 ed.
Canberra, Australia: AIHW National Perinatal Epidemiology and
Statistics Unit; 2014

28 Condon JT. The assessment of antenatal emotional attachment:
development of a questionnaire instrument. Br J Med Psychol
1993;66(Pt 2):167–183

29 Condon JT, Corkindale CJ. The assessment of parent-to-infant
attachment: development of a self-report questionnaire instru-
ment. J Reprod Infant Psychol 1998;16(1):57–76

30 Huisman M. Imputation of missing item responses: some simple
techniques. Qual Quant 2000;34(4):331–351

31 Hawthorne G, Elliott P. Imputing cross-sectional missing data:
comparison of common techniques. Aust N Z J Psychiatry 2005;
39(7):583–590

32 Stern DN. The Motherhood Constellation: A Unified View of
Parent-Infant Psychotherapy. New York, NY: Basic Books; 1995

33 Brockington I. Postpartum psychiatric disorders. Lancet 2004;
363(9405):303–310

34 Lerum CW, LoBiondo-Wood G. The relationship of maternal age,
quickening, and physical symptoms of pregnancy to the develop-
ment of maternal-fetal attachment. Birth 1989;16(1):13–17

35 Laws PS. E.A. Australia’s mothers and babies 2007. In: Australian
Institute of Health and Welfare, ed. Perinatal Statistics Series No.
23. Cat. No. PER 48. Sydney, Australia: AIHW National Perinatal
Statistics Unit; 2009

36 Jansen J, Weerth Cd, Riksen-Walraven JM. Breastfeeding and the
mother–infant relationship—a review. Dev Rev 2008;28(4):503–521

37 Galbally M, Lewis AJ, Ijzendoorn Mv, Permezel M. The role of
oxytocin inmother-infant relations: a systematic reviewof human
studies. Harv Rev Psychiatry 2011;19(1):1–14

38 Evanoo G. Infant crying: a clinical conundrum. J Pediatr Health
Care 2007;21(5):333–338

39 Condon J, Corkindale C, Boyce P, Gamble E. A longitudinal study of
father-to-infant attachment: antecedents and correlates. J Reprod
Infant Psychol 2013;31(1):15–30

American Journal of Perinatology Vol. 00 No. 00/2017

Maternal Bonding through Pregnancy and Postnatal Rossen et al Q1Q1
Q1.10



Author Query Form (AJP/160310)

Special Instructions: Author please write responses to queries directly on proofs
and then return back.

Q1: Please check whether the suggested running head is OK.
Q2: Please provide department/division names in affiliations 1, 2, 3, and 5, if there are any.
Q3: Please check if the inserted manufacturing detail of SPSS are correct.
Q4: Please cite the asterisks in the table.
Q5: Please clarify. All the values are not cited in the table.





Corrections should be indicated both in the body of the text and in the margins. 
In the margin of the text the correction symbol should be followed by the change requested  
(assuming that the error is not self-explanatory).
Each correction symbol should only be used once per line (as indicated in examples  4 and 6 below).


Correction markup symbols
Ju
ne


 2
01


4



http://www.thieme.com/index.php?option=com_content&view=article&id=87&Itemid=89



		print: 








Digital Signature 


Ju
ne


 2
01


4


How to Set Up a Digital Signature in Adobe Reader or Adobe Acrobat


In order to be able to electronically sign documents, you will need to set up a digital ID. 


1. To begin the digital ID setup process simply click in the appropriate signature field.


Select Create a new digital ID (exact wording varies for each Adobe version, e.g. 


“ Create A Self-Signed Digital ID for use with Acrobat”)  and click Next.


2. Specify where you are going to store the digital ID – select New PKCS#12 digital ID file (PKCS#12 is 
more secure since it requires you to enter your password each time that you digitally sign a document), 
and click Next.
 



http://www.thieme.com/index.php?option=com_content&view=article&id=87&Itemid=89





Digital Signature 


Ju
ne


 2
01


4


3. First click on the Enable Unicode Support box. Type in your personal information (name, 
organization unit, organization name and e-mail address, country) in all fields and click Next.


 


4. Enter a file location and password for your new ID file – either use the default location or enter a 
different location if you prefer, create and enter password into both password fields, then click Finish.


 



http://www.thieme.com/index.php?option=com_content&view=article&id=87&Itemid=89



		Drucken: 








Green Open Access


Georg Thieme Verlag KG and the publishers that belong to the publishing group (the “Thieme Publishing Group”) allow authors 
to archive their journal articles under the following terms and conditions.


1. Definitions


Accepted Version
The version of the manuscript that was accepted for publication in a journal following peer review, i.e. including all the changes 
made in the course of the peer review.


Published Journal Article
The version of the article published in a Thieme journal (online or print), which includes the journal name, publisher’s name, 
and a DOI.


Supplemental Data
Electronic files that accompany a Published Journal Article but do not appear in print, such as multimedia files, software  
routines, extended proofs.


Institutional Repository
An Institutional Repository is a non-commercial set of online services that an institution (acting alone or in collaboration with 
others) offers for the management and dissemination of research material or other intellectual property created by the  
institution and its community members.


2. Rules and Regulations


2 . 1   As a general principle, Thieme Publishing Group will not accept material for publication in a journal that has previously 
been published elsewhere.


2 . 1   Certain funding bodies require authors to post their final accepted manuscript on the funding body’s repository following 
publication. Authors are responsible for ensuring that they fulfill the requirements of their funding bodies and comply with 
copyright laws.


2 . 2   No earlier than 12 months after the article was first published whether it was published online at www.thieme-connect.
com, in some other Thieme produced electronic form, or in a print journal published by Thieme Publishing Group, authors 
may make the Accepted Version of their manuscript, including Supplemental Data, available on a non-commercial Institu-
tional Repository. 
 
The archived version must contain a reference to the copyright of the publisher and a link to the Published Journal Article 
in the e-journals system of the Thieme Publishing Group (www.thieme-connect.com), if the article has been published 
online. The file format of the archived version shall be the same as the file format of the article submitted by the author 
(usually .doc), or any other file format that has been generated from this version (e.g., PDF).


2 . 4  Authors will receive upon publication an electronic reprint of the Published Journal Article. This reprint may 


 • be forwarded  to individual colleagues or
 • be used on a personal webpage
 • be used on a webpage of the institution he is affiliated with. 


Any further use shall be only permitted after prior written consent of Thieme. 


Thieme’s Policy Regarding Institutional Repositories


Ju
ne


 2
01


4



http://www.thieme.de/de/autorenlounge/fuer-zeitschriftenautoren-1789.htm

http://www.thieme.de/de/autorenlounge/fuer-zeitschriftenautoren-1789.htm



		Drucken: 





	Adobe reader: 
	Link_Thieme_Seite1: 
	Link_Thieme_Seite2: 
	Send: 
	print: 
	save as: 
	Journal: American Journal of Perinatology
	Authors: Larissa Rossen, PhD Delyse Hutchinson, PhD Judy Wilson, PhD Lucinda Burns, PhD Steve Allsop, PhD Elizabeth J. Elliott, MD Sue Jacobs, MBBS Jacqui A. Macdonald, PhD Craig Olsson, PhD Richard P. Mattick, PhD
	Data: Larissa Rossen, PhD, National Drug and Alcohol Research Centre, University of New South Wales, School of Public Health and Community Medicine Faculty of Medicine, 22-32 King St, Randick, NSW 2031, Australia
		2017-02-04T13:42:51+1100
	Larissa Rossen


	Contact: mitali.vyas@thieme.in
	Contact authors e-mail: l.rossen@unsw.edu.au
	Contact publishers: Mitali Vyas
	IconAutorenkorr: 
	Signatur: 
	Manuscript: Maternal Bonding through Pregnancy and Postnatal: Findings from an Australian Longitudinal Study
	Number: 
	Date: 04/02/2017


