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Maternity Blues

III. Associations with Obstetric, Psychological, and Psychiatric Factors

HELEN KENNERLEY and DENNIS GATH

One hundred and six women were assessed psychiatrically in the 14-16th and 36-38th weeks
of pregnancy and the 12th week after childbirth. They also completed a maternity blues
questionnaire daily in the ten days after delivery. Blues scores were significantly associated
with: neuroticism; anxiety and depressed mood during pregnancy; fear of labour; poor social
adjustment; and retrospective severity of pre-menstrual tension. Blues scores were not
associated with obstetric factors, with previous history of psychiatric disorder, or with case
status on the PSE in pregnancy or 12 weeks after delivery.

In the two preceding papers, an account was given
of the development and evaluation of a questionnaire
for detecting and measuring maternity blues. This
paper reports a study in which this questionnaire was
used to examine the frequency and severity of the
blues in relation to social, obstetric, psychological,
and psychiatric factors.

There have been few reports of positive associa-
tions between the blues and social factors. The blues
has been found to be associated with marital dis-
harmony and with psychosexual problems (Nillson,
1972; Ballinger et al, 1979; Cutrona, 1983), but not
with social class (Jarrahi-Zadah et a/, 1969; Stein,
1980) and not with life events or chronic background
difficulties (Davidson, 1972; Pitt, 1973; Ballinger et
al, 1979; Paykel et al, 1980; Stein, 1980).

The evidence for associations between the blues
and obstetric factors is conflicting. The blues has
been reported to be more common in primiparous
women (Yalom et al/, 1968; Nott et al, 1976), more
common in multiparous women (Davidson, 1972),
and not related to parity at all (Robin, 1962; Pitt,
1973; Handley et al, 1980; Stein, 1980). Obstetric
problems in pregnancy have been found to be
associated with the blues by some workers (Yalom
et al, 1968; Davidson, 1972), but not by others (Pitt,
1973; Ballinger et al, 1979; Stein, 1980). It has been
suggested that intensive physiological monitoring in
labour may be associated with the blues (Oakley &
Chamberlain, 1982), but a study by Long Blumberg
(1980) did not support such a link. In another study,
neither Caesarean section nor length of confinement
was found to be associated with the blues (Kendell
et al, 1984). There seems to be agreement that the
frequency of the blues is no different between breast-
feeding and bottle-feeding mothers (Ballinger e al,
1979; Harris, 1980; Kendell et al, 1981; Cox et al,
1982). Feeding difficulties and the blues were found

to be associated by Pitt (1973), but not by other
workers (Harris, 1980; Kendell er al, 1981; Cox et al,
1982).

Psychological evidence is also conflicting. In
studies by Pitt (1973) and by Nott et al (1976), no
significant associations were found between the blues
and scores on the Eysenck Personality Inventory
(EPI; Eysenck & Eysenck, 1964). In another study,
however, the peaking of blues symptoms on the third
and fourth days after delivery was greater in women
with higher EPI neuroticism scores (Kendell et al/,
1984). There has been similar disparity in reports
about patients’ attitudes. Thus the blues was found
to be associated with rejecting or ambivalent attitudes
to pregnancy (Nillson & Almgren, 1970), and with
fear of labour (Yalom et a/, 1968), but other workers
found no such relationships (Pitt, 1973; Ballinger et
al, 1979).

The main psychiatric interest has been in possible
associations between the blues and affective disorders.
The evidence about previous affective disorders is
difficult to evaluate, because most studies have
examined previous psychiatric disorders in general,
rather than affective disorders in particular. The
blues has been reported to be associated with
previous non-puerperal disorders, including depres-
sion (Ballinger et al, 1979; Stein, 1980) and mental
illness in general (Nillson & Almgren, 1970), but most
investigators have found no such relationships
(Yalom et al, 1968; Pitt, 1973; Handley et a/, 1980;
Harris, 1980; Stein, 1980). The blues has also been
found related to previous puerperal depression
(Yalom et al, 1968; Harris, 1980; Stein 1980).

There is more agreement about the blues in
relation to psychiatric symptoms in the index preg-
nancy. In five studies, associations were found
between the blues and symptoms such as anxiety,
depression, and weeping in pregnancy (Davidson,
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1972; Nott et al, 1976; Handley et al/, 1980; Harris,
1980; Stein, 1980).

The evidence for an association between the
blues and subsequent affective disorder is also
difficult to evaluate because most studies have been
retrospective, and such retrospective recall is likely
to be inaccurate. In a prospective study, Cox
et al (1982) found that women with severe
maternity blues (measured on a visual analogue scale)
had a higher risk of later persistent depressive
symptoms.

There have been two other limitations in previous
research: first, the blues was mainly measured with
scales that were not designed for the purpose; second,
the risk of affective disorder was examined in relation
to the occurrence, but not the severity, of the blues.

For these reasons, it was decided to undertake a
prospective study in which the blues would be
measured daily during the ten days after delivery,
and psychiatric state would be measured twice in the
index pregnancy, and again in the 12th week after
delivery. The aim was to examine both the frequency
and severity of the blues in relation to social,
obstetric, psychological and psychiatric factors.

Method

Selection of patients

The study was based on a consecutive series of pregnant
women who were booked to have their baby in the local
maternity unit. A total of 122 women were approached in
the 12-14th week of pregnancy and asked to join the study,
of whom 112 (92%) agreed to do so.

Assessment procedures

Assessments were made at four stages: (a) weeks 14-16 of
pregnancy; (b) weeks 36-38 of pregnancy; (c) the first ten
days after the day of delivery; (d) week 12 of the
puerperium. In assessment (a) (weeks 14-16 of pregnancy),
psychiatric state was rated at interview by means of the
Present State Examination (PSE; Wing et al/, 1974), and
symptoms of depression were rated with the scale of
Montgomery & Asberg (1979). Life events were recorded
with the interview for recent life events (Paykel ef a/, 1980).

The following self-rated scales were used: Leeds scales
for measuring anxiety and depressed mood (Snaith et al,
1976); the Modified Social Adjustment Scale (SAS-M;
Cooper et al, 1982); and the Eysenck Personality Inventory
(EPI; Eysenck & Eysenck, 1964).

A semistructured interview schedule was used to obtain
demographic and social data, and obstetric and psychiatric
histories. Also rated were 22 questions concerning attitudes
towards pregnancy and childbirth. These were scored as
discrete variables on pre-coded scales. Questions included
the following: ‘“How happy do you feel about having this
baby?”’; “Do you have worries about labour and delivery?”’;

https://doi.org/10.1192/bjp.155.3.367 Published online by Cambridge University Press

KENNERLEY AND GATH

‘““How confident do you feel about your ability to look after
the baby?”’

Questions were also asked about social support. Thus,
details of the accessibility of family members were collected
and three further questions asked: ‘Do you have someone
you can rely on in a crisis?’’; ‘‘Is there at least one person
in whom you can confide?’’ ‘Do you feel that you can
confide in your partner?’’

In assessment (b) (weeks 36-38 of pregnancy), ratings
were again made with the PSE, the Montgomery & Asberg
rating scale, and the life events interview. In addition, the
women were asked to complete the blues questionnaire on
three consecutive evenings. The purpose here was to obtain
antenatal ‘baseline’ blues scores for comparison with later
scores in the ten days after delivery. Antenatal ratings were
limited to three days in order to maximise the patients’ later
co-operation in completing the questionnaire on ten post-
natal days. For the same reason, women were not asked
to complete the Leeds scales or the SAS-M at this
assessment.

In assessment (c) (the ten days after delivery), the women
completed the blues questionnaire each day, but no other
scales.

In assessment (d) (week 12 of the puerperium), the same
standardised measures were used as in assessment (a), except
that the EPI was not repeated, and questions were added
to assess attitude towards the infant.

Detailed information for all patients was obtained from
the obstetric case notes on routine procedures and any
complications in the index pregnancy, labour, delivery, and
puerperium.

Method of analysing scores on the blues questionnaire

As reported in paper I, it was found that there was much
individual variation and thus a wide range in the percentage
of items on the blues questionnaire which post-partum
women endorsed (mean 21.3, s.d. 17.7). For the analysis
of discrete variables, such as social class, we defined two
blues categories based on the severity of blues scores. A
woman was allocated to the first category (‘blue 1°) if on
any day her total score on the blues questionnaire was higher
than the mean peak score for the whole group of women
(that is, the average of all individuals’ highest scores). A
woman was allocated to the second category (‘blue 2’) if
on any day her total score on the blues questionnaire was
higher than the mean score for the whole group (that is,
the average of all individuals’ mean scores). Thus, blue 2
denoted a less severe condition.

For the analysis of continuous variables, such as age, two
blues measures were used: the individual’s peak score
(‘bluehigh’) and the individual’s mean score (‘bluemean’)
over the ten post-partum days.

Resuits

Numbers of patients

The numbers of patients at the four assessments were (a) 112,
(b) 110, (c) 106, (d) 106. The reasons for patients with-
drawing were: miscarriage before the second interview (1);
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premature delivery (2); admission to special care after
delivery (2); and moving away from the area (1).

Blues scores

The numbers of women whose completed questionnaires
were satisfactory for analysis were: antenatally, 99; post-
natally, 87; both antenatally and post-natally, 79. In this
paper, descriptive data are based on the 112 women who
were initially recruited, while statistical analyses will be
based on the responses of those who completed the blues
questionnaire.

Relationships between antenatal and post-natal blues scores

As reported in paper I the mean blues score for all mothers
who completed both antenatal and post-natal blues question-
naires (n="79) increased from 14.8 antenatally to 21.3 post-
natally (1=2.85, P<0.01), while the mean peak score
increased from 23.6 antenatally to 45.7 post-natally
(t=6.08, P<0.001).

The mean total scores of individual women antenatally
(mean 14.8, s.d. 15.3) and post-natally (mean 21.3, s.d.
17.7) were significantly correlated with one another
(Pearson’s r=0.440, P<0.001). In other words, women
who scored highly before childbirth tended to have the
higher scores post-natally. Of the 87 women who completed
blues questionnaires in the first ten post-natal days, 37
fulfilled the criterion for blue 1, and 52 were allocated to
category blue 2, those in blue 1 automatically being included
in the blue 2 population.

Social findings

The mean age of the mothers was 28 years (range 16-41
years); most (60%) were aged between 20 and 29 years,
while 4% were under 20, 33% between 30 and 39, and 3%
over 40 years. Most of the women (92%) were married,
4% were cohabiting, and the rest were single (separated or
never married). Nearly half (47%) had a full-time or part-
time job. When social class was determined by the method
of Goldthorpe & Hope (1974), 72% of the women were
deemed to be middle class and 28% working class.

Blues scores were significantly associated with several
ratings on the SAS-M completed at weeks 14-16 of
pregnancy (Table I). No significant association was found
between blues scores and the number or severity of life
events reported at either weeks 14-16 or weeks 36-38 of
pregnancy.

Obstetric findings

The earlier obstetric history was collected from patients at
the first assessment (14-16th weeks of pregnancy). Among
the 112 women interviewed, the distribution of earlier
experiences was: no previous pregnancy, 40 (36%); one or
more miscarriages, 32 (29%); one or more terminations,
10 (9%); still births 2 (2%); medical help for infertility 20
(18%).

When interviewed at the 14-16th weeks of pregnancy,
91 (81%) women said the pregnancy was planned. Among
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the unplanned pregnancies, half were said to be welcome
and half unwelcome.

With one exception, there was no significant association
between blues scores in the first ten post-natal days and
any item in the obstetric or gynaecological history before
the index pregnancy. The one exception was a self-reported
history of moderate or severe pre-menstrual tension (13%
of the population) which was associated with categories blue
1 and blue 2 (Table I).

Blues scores were not significantly associated with any
aspect of the index pregnancy or its sequelae. Thus there
were no significant associations with: pregnancy (parity,
any complications, number of antenatal visits or hospital
admissions); delivery (type of delivery, length of labour,
problems such as foetal distress or breech presentation);
puerperium (complications such as excessive blood loss,
severe tearing, pyrexia, length of stay in hospital); the baby
(cord round the neck, jaundice, sticky eye); and feeding
the baby (breast or artificial, any feeding problems).

Psychological findings

EPI neuroticism scores at the 14-16th weeks of pregnancy
were significantly associated with blues scores in the first
ten post-partum days (Table I). There was no significant
difference between high EPI scorers and low EPI scorers
in their day-to-day variation in blues scores.

Of the attitudes towards pregnancy and childbirth, only
fear of labour was significantly associated with any blues
measure (Table I).

Psychiatric findings

Of the 112 women interviewed at assessment (a), 28 reported
having consulted their general practitioner (GP) at any time
in the past because of mood problems.

Among the 72 women who had previously given birth,
18 reported having experienced depression during the post-
partum year (three of these having sought medical help,
and two having been referred to a psychiatrist). Thirty-seven
women reported having definitely experienced maternity
blues, while three women reported having probably done so.

In the 12 months before the first assessment, seven women
had seen their GP with complaints of emotional symptoms;
two of these women had received medication from the GP
and two had been referred to a psychiatrist. During the index
pregnancy, one woman had seen her GP because of mild
anxiety and depressed mood. At the time of the first assess-
ment, none of the mothers was receiving psychiatric care.

At assessment (a), four of the women interviewed were
‘cases’ on the PSE; at assessment (b), three women were
‘cases’. However, at three months post-partum (assessment
d), 13 of the 106 women interviewed were PSE ‘cases’.
Community surveys have indicated that the prevalence of
PSE cases in women is around 10% (Surtees et al/, 1983;
Gath et al, 1987).

Associations between blues and psychiatric factors

No significant association was found between blues
measures in the first ten post-natal days and any history of
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earlier psychiatric disorder, whether puerperal or non-
puerperal.

As shown in Table I, blues measures in the first ten post-
natal days were not significantly associated with PSE case
status in pregnancy as measured at the first and second
assessments. However, both ‘bluchigh’ and ‘bluemean’
scores were significantly associated with depression in
pregnancy as rated on the Montgomery and Asberg scales
at the first and second assessments. On the Leeds scale
(given at assessment (a)) all blues measures were significantly
associated with anxiety, while ‘bluehigh’ and ‘bluemean’
were significantly associated with depression.

No significant associations were found between blues
measures in the first ten post-natal days and any psychiatric
measures 12 weeks after delivery.

Subjective recall of the blues

At assessment (d) (week 12 after delivery), the mothers
were asked whether, in their view, they had experienced
the blues during the first ten days after childbirth, that is,
the days during which they were completing the blues
questionnaire. Of the 106 women interviewed, 36 recalled
experiencing the blues definitely, 33 probably, and 37 not
at all.

Of the 69 women who had had definite or probable blues,
62 reported the onset within the first four post-natal days,
and 23 of these identified day 3 as the day of onset. Thirty-
eight recalled a blues episode lasting only a single day, while
15 recalled a duration of a week or more. All of the 69
women recalled a ‘trigger’ for the blues, most commonly
tiredness, or conflict with hospital staff.

‘When these subjective reports were compared with scores
on the blues questionnaire, there was no significant
association between the women who reported experiencing
the blues and those who fulfilled the criteria for blue 1 or
blue 2.

Discussion

In this study, the main factors positively associated
with maternity blues were: poor social adjustment,
both overall and within family relationships; poor
marital relationships; retrospective history of
moderate or severe pre-menstrual tension; high
scores on the EPI ‘neuroticism’ scale; fear of labour;
and anxious and depressed mood during the index
pregnancy. These findings were generally in agree-
ment with those of earlier published studies.

The finding of an association between the blues
and poor family and/or marital relationships is
consistent with the findings of Nilsson (1972),
Ballinger et al (1979), and Cutrona (1983). This is
of particular interest because social adjustment was
rated six months before the post-natal blues were
experienced.

The association found between the blues and the
severity of retrospective pre-menstrual tension agrees
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with the earlier finding of Nott et a/ (1976). This
association could point to a biological (hormonal)
basis for the blues. On the other hand, both PMT
and the blues could be related to a common third
factor, EPI neuroticism. In two other studies,
complaints of PMT have been found to be highly
correlated with EPI neutoricism (Gath et a/, 1987;
Osborn & Gath, 1989). It is important to note that
the menstrual data were collected retrospectively and
could therefore be unreliable.

In the present study blues scores in the first ten
post-partum days were associated with EPI neuro-
ticism measured in the 14-16th weeks of preganancy.
Kendell et a/ (1984) also found an association
between the two, although in their study the
association was particularly with peaking of mood
in the post-partum period. On the other hand, it
should be noted that neither Pitt (1973) nor Nott et
al (1976) found any association between the blues
and EPI neuroticism.

The finding of an association between the blues
and fear of labour during the index pregnancy is
consistent with the earlier findings of Davidson
(1972) and Stein (1980). Our study also agreed with
the studies of Pitt (1973) and Ballinger et a/ (1979)
in finding no association between the blues and any
other attitude to pregnancy or labour.

Lastly, the present study agreed with several earlier
studies (Davidson, 1972; Nott et al, 1976; Handley
et al 1980; Harris, 1980; Stein, 1980) in finding the
blues to be associated with mood during the index
pregnancy, notably with anxiety and depressed mood.

Turning to the negative findings, no associations
were found between the blues and: demographic and
social factors (other than social adjustment); life
events; obstetric factors; and psychiatric disorder
either before or after the index pregnancy. These
findings are generally consistent with those of the
earlier published studies.

With regard to demographic and social factors,
maternity blues was not associated with age, marital
status, employment, social class, or social support.
In these respects, the blues seems to differ from
depressive disorder, which has been found to be
related to all these factors (Warheit, 1979; Brown
& Harris, 1978). The lack of any association between
the blues and life events is consistent with earlier
findings (Davidson, 1972; Pitt, 1973; Ballinger et al/,
1979; Paykel et al, 1980; Stein, 1980). Here again,
the lack of a positive association seems to differen-
tiate the blues from depressive disorder, which has
been found to be related to life events (Brown &
Harris, 1978; Paykel et al, 1969).

There was a notable absence of association
between maternity blues and obstetric factors. While
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some workers have reported positive associations
between the blues and obstetric factors (Yalom et al,
1968; Davidson, 1972), most workers have found no
such links.

Perhaps the most important negative finding was
the lack of any association between the blues and
psychiatric disorder. In the present study, the blues
was not related to previous psychiatric disorder,
whether puerperal or non-puerperal. The same
finding has been reported by most earlier investi-
gators (Yalom et al, 1968; Pitt, 1973; Handley et al,
1980; Harris, 1980; Stein, 1980). Similarly, we found
the blues unrelated to psychiatric disorder 12 weeks
after delivery. Two previous prospective studies did
find an association between mood in the first few
post-partum days and later psychiatric disorder. The
explanation may be in the use of different measures
in the immediate post-natal period - a measure of
depressed mood in one study (Handley et a/, 1980),
and in the other study a visual analogue scale
comprising six items (happiness, depression, tears,
anxiety, irritability, lability) (Kendell et a/, 1981).

In the present study, a negative finding with
important implications for research method was that
the patients’ subjective recall of the blues 12 weeks
post-partum showed little correspondence with their
experience recorded on the blues questionnaire in the
first few post-natal days. This finding confirms that
collecting blues data retrospectively is unreliable.

In conclusion, the findings could point to a
coherent pattern: in predisposed women, the impact
of pregnancy and the anticipation of childbirth might
induce symptoms of anxiety and depression, together
with fear of labour. These symptoms may be worse
in women scoring highly on EPI neuroticism or with
poor social adjustment. The combination of these
factors may increase the incidence or severity of the
blues. These psychological and social findings do not
preclude biological causes, which could be primary.
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