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Abstract 
 
Objective: To examine associations between poor mental health and sociodemographic, 

psychosocial and health related variables in midlife Australian women. 

 

Method: The random population-based sample comprised 13961 Australian women aged 

45-50 years who participated in the baseline postal survey for the Australian Longitudinal 

Study on Women’s Health, conducted in 1996. The outcome measure, poor mental health 

status, was measured by the Mental Health Index (MH) of the SF-36. 

 

Results:  Sociodemographic factors associated with poor mental health were low 

educational levels, being unemployed or engaged solely in home duties, and non English 

speaking background (European). Health related factors independently associated with poor 

mental health were having five or more visits to the doctor in the past year, menopausal 

status (surgical and peri-menopausal), less exercise, and smoking 20 or more cigarettes per 

day. Among psychosocial variables, low satisfaction with partner or close relationships, 

low perceived social support outside family, and more life-events over the past 12 months 

were independently associated.  

 

Conclusion: The findings suggest a number of areas in which preventive interventions 

could be strengthened to improve quality of life among mid-aged women. These include 

policy changes to promote and support more education and employment opportunities for 

women before they reach midlife, increase understanding of the link between health risk 

behaviours and psychological well-being, and provide counselling services to improve 

women’s relational and psychosocial circumstances.  
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Sociodemographic and health related factors associated with poor mental 

health in midlife Australian women 
Mental health problems cause a substantial burden of morbidity, disability and mortality 

(Judd, 1996), and are identified as a priority health area in Australia. Mental health 

problems are the third largest cause of overall disease burden and account for 27% of total 

years lost due to disability (Mathers, Vos, & Stevenson, 1999). While many studies have 

concentrated on clinical populations, and the social and economic costs of severe mental 

illness such as schizophrenia (Human Rights and Equal Opportunity Commission, 1993) 

others have emphasised the costs resulting from a broad spectrum of affective disorders 

(Croft-Jeffreys & Wilkinson, 1989; Johnson, Weissman, & Klerman, 1992). The social and 

economic costs derive from the high prevalence of mental health problems (Australian 

Bureau of Statistics, 1998; Mathers et al., 1999), from their severity and chronicity 

(Mojtabai, 2001), and from their impact on other aspects of life functioning such as work 

capacity and relationships (Jenkins et al., 1997; Mojtabai, 2001), as well as considerable 

treatment costs to the health system and community. 

 

Prevalence rates vary, but it has been estimated that one in five Australians will suffer from 

a significant mental disorder in their lifetime, with anxiety and depression being the most 

common (Commonwealth of Australia, 1992). The Australian National Mental Health 

Survey (SMHWB) found an overall 12 month prevalence rate of mental disorders of 

eighteen per cent (Australian Bureau of Statistics, 1998).  

 

Community mental health surveys have shown 2:1, sometimes even 3:1 female to male 

ratio of depression and anxiety (Blazer, Kessler, McGonagle, & Swartz, 1994) and women 

in midlife have been found in some studies to have higher prevalence rates than in other 

age-groups (Australian Bureau of Statistics, 1998; UK Royal College of General 

Practitioners, 1986). Australian women have reported six-month prevalence rates of stress 

(56.6%), anxiety (53.1%), and depression (45%) (Redman, Hennrikus, Bowman, & 

Sanson-Fisher, 1988). These findings highlight the serious magnitude of psychological 

morbidity among mid-life women. 

 

The current paper examines the broad area of psychological distress rather than any one 

specific mental disorder, since there is substantial evidence that acute disorders are 
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associated with longer term morbidity and subsyndromal symptoms such as minor 

depression (Broadhead, Blazer, George, & Tse, 1990; Mojtabai, 2001). Important findings 

from the US National Comorbidity Survey suggest residual symptoms persist long after the 

illness episode resolves, and that this can be associated with significant impairment of 

functioning (Motjabai, 2001). Judd and Akiskal suggest that the natural history of major 

depression in the community involves “shifting levels of depressive symptom severity with 

tendency for intermittent chronicity” (2000, p.6). 

 

The current study focuses on mid-life women, since both professionals and women 

themselves have identified high rates of psychological distress in mid-life, attributed either 

to the biological changes of menopause (Avis & McKinley, 1991), or life-stage changes 

such as “empty nest syndrome” and caring for elderly parents (Bozic, Herman & Schofield, 

1993).  

 

A wide range of factors has been found to be significantly associated with mental health. 

Sociodemographic variables found to be associated with poor mental health include low 

socioeconomic status (Blaxter, 1990; Romans-Clarkson, Walton, Herbison, & Mullen, 

1990), female gender (Paykel, 1991), low levels of education (Blazer, Kessler, McGonagle, 

Swartz, 1994), not being in paid employment (Australian Bureau of Statistics, 1998), 

poverty and poor housing (Brown, 1978). While associations between urban living and 

poor mental health have been reported (Jenkins, Lewis, Bebbington et al., 1997), it appears 

to be country specific as other studies have found no overall urban-rural differences 

(Robins, Helzer, Weissman et al., 1997). There has been very little documented research in 

Australia on the mental health of rural and remote Australians, or about the incidence and 

prevalence of mental health problems among people from non-English speaking 

backgrounds (NESB) living in the community.  

 

The relationships between marital status, parity and mental health have shown inconsistent 

results and it is clear that no simple cause-effect conclusions can be made. Recent studies 

have consistently reported that women who are separated, divorced or widowed, and 

women who have never married, have higher rates of psychological distress compared with 

women who are married or in a defacto relationship (Australian Bureau of Statistics, 1998; 

Jenkins et al., 1997). Poor physical health (Johnson, Weissman & Kleinman, 1992), being 

overweight (Brown, Dobson, & Mishra, 1998), low exercise levels (Brown, Lee, Mishra, & 
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Bauman, 2000), alcohol use and cigarette smoking (Jorm, 1999) have also been associated 

with poor mental health.  

 

Historically there has been a lack of community mental health data in Australia, although 

the SMHWB has started to address this deficit across the whole population. The Australian 

Longitudinal Study on Women’s Health, now called Women’s Health Australia (WHA) 

provides an opportunity to investigate mental health and psychological well-being among a 

more targeted subsection of the Australian population, a representative sample of midlife 

women. Specifically, the study aimed to determine the independent associations between 

sociodemographic and health related variables and poor mental health among mid-aged 

Australia women. Using an age and gender defined sample allows a focus on issues 

relevant to that sample and for the inclusion of, and control for, socio-demographic and 

health related variables that have been variously implicated but rarely included in a 

comprehensive and controlled manner in past research.  

 

Methods 
Sample  

Data for this study was collected as part of the baseline survey of the Australian 

Longitudinal Study on Women’s Health (WHA). WHA is a federally funded 

interdisciplinary longitudinal research project designed to track the health of three cohorts 

of women over at least twenty years. Random samples of women aged 18-23, 45-50 and 

70-75 years in 1996 were selected from the Medicare database by the Health Insurance 

Commission, with sufficient numbers being selected to enlist 12,000-15,000 women in each 

age cohort.  The sampling scheme included over-sampling of women in rural and remote 

areas of Australia so that factors influencing their health outcomes could be explored. This 

paper concerns only the mid-aged cohort. 

 

Procedure 

The selected women were sent a questionnaire by mail in 1996 covering a range of 

sociodemographic and health related variables. An option for telephone interviews was 

available for those unable to complete the questionnaire and interpreters were provided. A 

series of mailed reminders followed but statutory regulations prohibited telephone follow-

up of non-respondents. Details of the recruitment methods and baseline measures have been 
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reported elsewhere (Brown, Dobson, Bryson, & Byles, 1999). The study was approved by 

the Human Research Ethics Committee of the University of Newcastle. 

 

Measures 
Outcome factor 

Mental health was measured by the 5 item (26 level) mental health index (MH) from the 

SF-36 (Ware & Sherbourne, 1992). The MH includes items from the major dimensions of 

mental health (anxiety, depression, loss of behavioural or emotional control) within a four-

week time frame. A low score indicates feelings of nervousness and depression all the time 

and a high score indicates the person has felt peaceful, happy and calm. The MH has been 

found to be as good as the longer MHI-18, as well as the extensively used General Health 

Questionnaire, at predicting significant mental disorders including major depression, 

affective disorders generally, and anxiety disorders according to the Diagnostic Interview 

Schedule (Berwick, Murphy, Goldman, Ware, Barsky, & Weinstein, 1991; McCabe, 

Thomas, Brazier, & Coleman, 1996). A score of 52 and below (out of 100) on the MH was 

chosen as a cut point for defining poor mental health status (Holmes, 1998).  

 

Study factors 

Women were asked standard sociodemographic questions about their age, highest 

educational levels achieved, employment status, most recent occupation, country of birth, 

marital status and the presence of children under 18 living with them. Questions were asked 

about menopausal status, perceived satisfaction with key relationships (family, friendships, 

partner), social support (number and quality of emotional support), visits to general 

practitioners over the past year; and a range of self reported behavioural health 

characteristics (cigarette smoking, alcohol use, exercise levels). Menopausal status was 

categorised into pre-menopause, peri-menopause, surgical menopause (hysterectomy and/or 

oopherectomy) and post-menopause according to classifications used by Avis and 

McKinlay (Avis and McKinley, 1991).  

 

Three questions measuring different aspects of social support (from the Duke Social 

Support Index ) (Koenig, Westlund, George, Hughes, Blazer, & Hybels, 1993) asked about 

the number of people in the local area they could depend on other than family members 

(none, 1-2, more than 2), whether they felt understood by friends or family, and whether 

they could talk about their deepest problems with these people (hardly ever, some of the 
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time, or most of the time). Women were asked to rate their satisfaction with family 

relationships, their partner/closest relationship and friendships on a scale of very satisfied; 

satisfied; dissatisfied; very dissatisfied. For analysis these were collapsed these into 

“satisfied” and “dissatisfied”. 

 

BMI was calculated from self-reported height and weight and corrected for self-reporting 

bias (Waters, 1993) [Estimated weight = 1.007 x reported weight in kg; estimated height = 

19.208 + (0.879 x height in cm)].  Alcohol consumption was determined from questions 

asking how many days per week the women usually drank alcohol and how many drinks 

per day. The responses were used to categorise women as: non-drinker; no risk; and low 

(two standard drinks daily) to high risk (more than 4 standard drinks per day). Smoking 

status was categorised as: never smoked; ex-smoker; currently smoke less than 20 per day; 

and currently smoke 20 or more per day. Level of exercise was determined from questions 

about the frequency of engaging in vigorous and less vigorous exercise and the resulting 

score summed over all questions, ranged from 0 to 80 and was treated as a continuous 

variable (Brown et al., 2000). Physical health status was determined by using the Physical 

Component Summary Score (PCS) of the SF-36 (Ware & Sherbourne, 1992).  

 

 A life events score was calculated by the number of life events the woman recorded in the 

past year from a list of 28 items. This list was adapted from the work of Norbeck (1984) 

and developed for the midlife group in the WHA study. 

 

Analysis  
Initial analyses involved Chi-square tests on all categorical variables of interest. For 

continuous variables, t-tests were used. The calculation of sample percentages was 

weighted to account for oversampling in rural and remote areas. For those found to be 

significantly related to the dichotomised variable “poor mental health”, crude odds ratios 

were calculated. Multiple logistic regression was used to estimate the associations between 

these variables and poor mental health after adjustment for all other factors.  The analyses 

were performed using PROC LOGISTIC in SAS (SAS Institute, c1990).  
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Results 
Respondents 

The respondents were 13961 women aged 45-50 giving a response rate of 54 per cent. The 

women were broadly representative of Australian women in that age range but compared to 

the 1996 National Census, more women in the study were tertiary educated and fewer were 

women of non-English speaking background. The women’s profile is available elsewhere 

in more detail (Brown et al., 1999).  

 

Socioeconomic and health related variables 

All factors described above were significantly related in the univariate analyses to poor 

mental health (p<0.001) except age, and whether the women had children under 18 living 

with them (these two variables have thus been omitted from the table).  Table 1 shows the 

crude and adjusted odds ratios for the relationship between poor mental health and 

sociodemographic, health, behavioural and psychosocial variables.  

 

After adjusting for other factors in the multivariate logistic regression analysis, 

sociodemographic factors which were statistically significantly related to poorer mental 

health were: low educational levels, non-employed status (home duties only, being 

unemployed, being unable to work due to sickness) relative to full-time paid work, being 

born in Europe and being a manual worker compared with being in sales or personal 

service. Among health variables, women who had five or more consultations with their 

doctor in the last 12 months had over twice the odds of poor mental health compared with 

those not visiting their doctor at all, and those with surgical or peri-menopause status had a 

higher odds of poor mental health compared with pre-menopausal women. 

 

Low satisfaction with partner, family and friendships, low perceived social support outside 

family, and feelings of being poorly understood were significantly associated with poor 

mental health. For lifestyle related variables, lower levels of exercise and smoking 20 or 

more cigarettes per day were significantly related to poor mental health. An increase in one 

life-event resulted in a proportionate one-unit decrease in mental health scores. 

Table 1 about here 
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Discussion 
The study describes with a considerable degree of confidence the sociodemographic, 

health, behavioural and psychosocial variables significantly related to poor mental health in 

a representative sample of midlife Australian women. It supplements the scant body of 

research on poor mental health in community, compared with clinical, populations in 

Australia. The strengths of the study include: the large sample size which provides good 

statistical power and allows adjustment for many confounding variables; random sampling 

from the national Medicare database, the most up-to-date sampling frame for the Australian 

population; and despite a response rate of 54 per cent, population comparisons indicate a 

sample that is largely representative of Australian women of this age.  The study provides a 

number of valuable directions for appropriate intervention strategies to improve the 

psychological well-being and quality of life of mid-aged women.  

 

The study has some limitations. First, it utilises cross sectional data and therefore cannot 

indicate causal relationships. For instance, the strong relationship between satisfaction with 

relationships and mental health may well be mutually determined: poor mental health is 

likely to reduce the quality of close relationships, and relationship difficulties may well lead 

to greater psychological distress. The longitudinal nature of the WHA study will allow us to 

better examine these potential causal relationships as women are followed over time. 

 

A second potential limitation is the possibility that inclusion of so many variables may lead 

to over-control of the statistical model.  Some of the variables that were statistically 

significant had small odds ratios, however the decision was made to include them in the 

analysis at the 0.05 level because this was an exploratory study and we wanted to control 

for possible confounders. Furthermore, all variables included had been identified in 

previous studies. 

 

The overall design of the study gives confidence that greater psychological distress in 

midlife women is associated with some socio-demographic variables (lower education, 

non-employment and NESB (European) country of birth, as well as psychosocial and health 

risk variables and health service use. These are discussed in turn. 

 

 

Education and employment status.  
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Lower educational levels and not being in the paid workforce (ie home duties, unemployed 

and looking for work) signficantly predicted poor mental health, consistent with previous 

research (Blazer et al, 1994; Williams, McGee et al 1997; Australian Bureau of Statistics, 

1998). Strategies aimed at increased educational opportunities for young women should 

continue to be implemented, as well as re-entry opportunities for mid-aged women. It 

appears that paid work is advantageous to women’s mental health and increased 

employment opportunities for women should be high on the political agenda. However 

caution should be exercised in policy formation as emerging research indicates there may 

be differential health effects of paid work on different groups depending on class, race, 

marital status (Brown & Moran, 1997; Elliot & Huppert, 1991; Waldron & Jacobs, 1988) 

and the number of hours worked (Bryson & Warner-Smith, 1998). As with the marital 

status variable, it may be the satisfaction with one’s work that is most closely related to 

mental health. 

 

Country of birth.  

Poorer mental health was found in NESB women born in Europe, and marginally for Asian 

women, than in women born in Australia or other English speaking countries, supporting 

previous research in Australia (Bui & Bertelli, 1990). Although our data collection method 

allowed for telephone surveys using interpreters for women who were not fluent in English, 

they were, nevertheless, not adequately represented in our final sample. It is probable that 

newer migrants and those less fluent in English were less represented. 

 

Geographic area.  

Contrary to overseas (UK) research that reported poorer mental health in urban areas 

(Jenkins et al., 1997), there were no significant differences found between the mental health 

of women living in urban, rural and remote geographical areas after adjustment for 

potential confounders. As one possible explanations for this result, we note that the 

definition of rural in this study was very broad, encompassing a wide range of different 

geographical areas from large rural towns to small country areas and farms and this may 

have distorted results. Furthermore, the implications of living in a rural area in Australia are 

very different from living in rural areas of the UK, given the much greater distances and 

isolation involved in rural Australia, as well as very different levels of access to health and 

other services.  
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Marital status 

The previous research finding, that women who are married or living in a defacto 

relationship have better mental health (Australian Bureau of Statistics, 1998; Jenkins et al., 

1997), was not supported in this study. While marital status was highly significant at the 

univariate level, its significance completely disappeared in the multivariate analysis. 

Further examination revealed that the correlation with satisfaction with relationships 

partially accounted for this effect, satisfaction remaining statistically significant in the 

multivariate analysis. Women with poor satisfaction in relationships had more 

psychological distress. As noted earlier, it was not possible to determine the causal 

direction of this finding. Both social support and satisfaction with key relationships were 

strongly associated with mental health and indicate areas for further research. It is also 

possible that differences in measurement or sampling accounted for some of the difference 

in findings. 

 

Menopausal status.  

As in other cross-sectional studies (Dennerstein, Smith, Morse et al., 1993; McKinlay, 

McKinlay, & Brambilla, 1987), peri-menopausal women or women who had undergone 

surgical menopause were more likely to have poor mental health than other midlife women, 

although the effect was considerably reduced after taking other factors into account. 

However recent prospective studies have challenged the implication that there may be a 

causal connection here. These longitudinal studies have found that most peri-menopausal 

women are no more likely than pre-menopausal women to have poor mental health unless 

they had pre-existing poor mental health, physical health problems or an overly long 

menopause (longer than 27 months) (Avis, Brambilla, McKinlay & Vass, 1994). 

Furthermore, longitudinal research suggests that hysterectomy does not lead to greater 

psychological distress but rather that poor mental health may be a cause rather than a 

consequence of surgery for this group of women (McKinlay et al., 1987). Reasons for the 

difference in findings between cross-sectional and longitudinal studies are not clear. It is 

possible that there may be country or cohort variations. However, there is the potential to 

further examine this as part of the longitudinal WHA study. 

 

Social support and satisfaction with relationships.  

Low social support and dissatisfaction with key relationships (partner, family, friendships) 

significantly predicted poor mental health in keeping with previous findings (Romans et al., 
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1993; Salokangas, Mattila, & Joukamas, 1988). The consistent finding of a link between 

the quality of relationships and mental health is important as it points to important 

intervention opportunities outside the medical arena, and highlights the need to examine a 

broader range of policies and services to support women in midlife who are at risk of being 

lonely and isolated and in unsatisfactory relationships (Barnes, Ikeda, & Kresnow, 2001). 

Providing better opportunities for re-entry into meaningful work, greater social and 

community support networks, and greater access to relationship counselling services may 

all have a place in improving the mental health of mid-life women and at potentially lower 

cost to the community than repeated use of expensive medical visits.  

 

Lifestyle.  

Lifestyles involving greater health risk behaviours do appear to be associated with greater 

pyschological distress, not only in this study, but in previous research (Brown et al., 1999; 

Jorm, 1999). We found that women who smoke 20 or more cigarettes per day, and women 

who have low exercise levels are more likely to have poor mental health. What is promising 

about this is the potential to alter these effects through public health interventions. For 

instance, research shows that exercise interventions can improve mental health, especially 

depression (Slaven & Lee, 1997). Such findings can inform mental health promotion 

interventions, raising awareness of the benefits of exercise. Community participation 

programs can serve to increase actual participation. What is needed is a comprehensive 

approach which addresses lifestyle at the community level and supports development of 

healthier behaviours. 

 

Life events.  

The accumulation of life events within a 12 month period is a well documented risk factor 

for poor mental health (Brown & Harris, 1989; Kendler, Kessler, Neal, Health, & Eaves, 

1993). Our study confirms that women in mid-life who experience more life events are at 

greater risk, supporting our conclusion that provision of more community-based and 

psychosocial support services for women may be an appropriate preventive intervention to 

ease the impact of multiple life events. There is a small but increasing number of evidence 

based interventions for adverse life events to prevent poor mental health outcomes 

(National Mental Health Promotion and Prevention Working Party, 1999), and there is 

increasing evidence for effective interventions for primary, secondary and tertiary 

prevention in mental health (Raphael & Burrows, 1995). 
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Health care utilisation.   

Women who visited the GP five times or more in the last year compared with women who 

had not been to the doctor at all, had higher odds of poorer mental health. Furthermore, it 

has been well documented that psychosocial reasons underlie a large proportion of doctor 

visits and that doctors are poor at detecting psychological distress and the psychosocial 

issues (Goldberg and Bridges, 1988). Given that family doctors are a first (and repeated) 

port of call for many women in distress, we need to examine policies which determine 

service delivery options and the availability of appropriate services to women.  The 

knowledge, for example, that women who have low exercise levels or who smoke more 

than 20 cigarettes per day, or who have unsatisfactory marital relationships are more likely 

than other women to have poor mental health, could operate as a trigger for detecting 

mental health problems in clinical populations such as GP surgeries, hospital outpatients 

and surgical consultations.  

 

Detection and appropriate follow up treatment in primary care settings or referral to other 

services, where indicated, may improve quality of life for these women. However detection 

without adequate management may be detrimental. There has been criticism by women of 

doctors’ lack of interest in, and treatment of, mental health problems (Belle, 1982; Miles, 

1988). Lack of time in the consultation (Stevens & Douglas, 1988) and an over reliance on 

psychotropic medication as a response to psychological distress has been reported (Rogers 

& Pilgrim, 1993). There is also varying evidence of the effectiveness of treatment for 

psychological disorders in general practice (Schulberg, Katon, Simon, & Rush, 1998). 

Therefore effort should be directed at increasing the skills of primary care practitioners, as 

well as developing better referral pathways to appropriately trained professionals. For 

instance, counselling has been recognised as a first line of treatment for minor to moderate 

depression and general psychological distress (NHMRC, 1997), yet there are few policies 

in place to ensure competent and affordable provision of counselling services, especially to 

more vulnerable sections of the community. By contrast, in the United Kingdom, more than 

half of all general practices have counselling services available (Mellor-Clark, 2000). 

 

Conclusions 
This study examined factors associated with psychological distress among Australian 

women in mid-life using multivariate analyses. Social support, social networks and the 
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influence of key relationships emerged as important factors associated with mental health 

and well-being which are amenable to preventive actions through community-based 

programs, health promotion activities and provision of counselling and support services. 

The positive relationships between mental health and both education and employment 

suggest that policies are needed to facilitate women’s re-entry into the workforce after 

child-bearing or child-rearing. Greater health service use among women with greater 

psychological distress suggest that doctors may have an important role in orienting women 

to appropriate alternative services which can better address the underlying causes of their 

distress. Future data, which will become available through the longitudinal phase of the 

WHA study, will help clarify causal relationships and the impact of intervening factors. 
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Table 1: Percentage of sociodemographic and health related factors, crude and 

adjusted odds ratios and 95% confidence intervals related to poor mental health 

in women 45 - 50 years old 

   
  

 Odds Ratio (95% Confidence Interval) 
 

 N %MHI <=52 
(Low mental 
health scores) 
 

Crude   Adjusted  

total number  
 

13961 16.3    

Demographics: 
Area of residence 

     
NS 

urban 5066 16.8 1.00  1.00 
rural 7883 14.9 0.87 (0.79 - 0.96)  0.95 (0.84 - 1.08) 
remote 944 13.6 0.78 (0.64 - 0.95)  1.10 (0.85 - 1.43) 
      
Highest qualification      
no formal 2299 24.5 1.00  1.00 
secondary school 6480 15.7 0.57 (0.51 - 0.64)  0.82 (0.70 - 0.96) 
trade/apprenticeship/ certificate/ 
diploma 

2699 13.5 0.48 (0.41 - 0.56)  0.75 (0.61 - 0.91) 

university degree 
 

2269 12.7 0.45 (0.38 - 0.52)  0.68 (0.85 - 0.86) 

Employment status      
full - time paid 5035 14.0 1.00  1.00 
part - time, work without pay, 
unpaid voluntary 

5116 12.8 0.91 (0.81 - 1.02)  0.98 (0.85 - 1.14) 

home duties only 2203 20.4 1.59 (1.39 - 1.81)  1.54 (1.29 - 1.83) 
unemployed, looking for work, 
unable - work due - sickness 

730 40.0 4.12 (3.49 - 4.88)  2.15 (1.70 - 2.71) 

studying, retired, other 367 20.1 1.54 (1.21 - 1.97)  1.00 (0.72 - 1.39) 
      
Main occupation      
machine/manual 1853 22.47 1.00  1.00 
never had a job/others 405 19.39 0.95 (0.74 - 1.22)  0.88 (0.63 - 1.24) 
trade/admin 3810 16.13 0.64 (0.55 - 0.74)  0.86 (0.71 - 1.04) 
sales/personal 1994 14.80 0.65 (0.56 - 0.77)  0.77 (0.63 - 0.96) 
manager/professional/para 5242 13.56 0.55 (0.48 - 0.63)  0.86 (0.70 - 1.06) 
      
Country of birth      
Australia 9606 15.93 1.00  1.00 
other English speaking 2148 14.07 0.86 (0.76 - 0.99)  0.97 (0.81 - 1.17) 
Europe (NESB) 1167 23.24 1.60 (0.38 - 1.85)  1.42 (1.14 - 1.78) 
Asia 599 12.59 0.76 (0.59 - 0.93)  0.64 (0.41 - 1.00) 
others 217 23.0 1.57 (1.14  - 2.17)  1.54 (0.91 - 2.63) 
      
Marital status      
married/defacto 11117 14.4 1.00  NS 
div/ sep/wid 2116 24.7 1.95 (1.74-2.18)  1.3 (0.7-1.9) 
single 536 22.3 1.70 (1.38-2.10)  1.4 (0.8-2.2) 
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  Odds Ratio (95% Confidence Interval) 
 

 N %MHI <=52 
(Low mental 
health scores) 
 

Crude   Adjusted  

Health related variables      
Visits - GP in past year      
0 visit 1083 9.0 1.00  1.00 
1 - 4 visits 8569 11.3 1.29 (1.03 - 1.61)  0.93 (0.73 - 1.19) 
five or more 4118 28.4 4.01 (3.22 - 4.99)  2.09 (1.62 - 2.70) 
      
Menopausal status      
pre 4506 12.1 1.00  1.00 
surgical  3115 21.8 2.03 (1.79 - 2.29)  1.27 (1.84 - 1.49) 
peri 3230 16.7 1.45 (1.28 - 1.65)  1.21 (1.03 - 1.42) 
post 1154 18.3 1.63 (1.37 - 1.94)  1.10 (0.88 - 1.38) 
      
Satisfaction with partner      
satisfied 11022 12.2 1.00  1.00 
dissatisfied 2650 32.8 3.52 (3.19- 3.89)  1.83 (1.58 - 2.12) 
      
Satisfaction with family      
satisfied 12356 13.1 1.00  1.00 
dissatisfied 1417 43.0 5.01 (4.45 - 5.63)  1.68 (1.41 - 2.00) 
      
Satisfaction with friendships      
satisfied 12520 13.5 1.00  1.00 
dissatisfied 1242 36.6 3.50 (3.09 - 3.96)  1.42 (1.18 - 1.72) 
      
No of people close (not family)      
none 2206 27.6 1.00  1.00 
1 to 2 5292 18.1 0.58 (0.28 - 0.36)  0.82 (0.69 - 0.0.96) 
more than 2 6338 10.8 0.32 (0.28 - 0.36)  0.66 (0.55 - 0.80) 
      
Can talk about deepest 
problems with family & 
friends  

     

hardly ever 1587 33.2 1.00  1.00 
sometimes 3943 21.2 0.54 (0.48 - 0.62)  1.03 (0.86 - 1.23) 
mostly 8302 10.8 0.24 (0.21 - 0.28)  0.82 (0.67 - 1.01) 
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  Odds Ratio (95% Confidence Interval) 

 
 N %MHI <=52 

(Low mental 
health scores) 
 

Crude   Adjusted  

Smoking status      
non - smoker 7165 13.8 1.00  1.00 
ex - smoker 3876 14.6 1.07 (0.96 - 1.20)  0.90 (0.78 - 1.04) 
less than 20/day 1016 20.2 1.34 (1.34 - 1.87)  1.14 (0.91 - 1.43) 
more than 20/day 1357 28.9 2.55 (2.22 - 2.91)  1.42 (1.18 - 1.70) 
      
Alcohol      NS 
non - drinker 2064 18.9 1.00  1.00 
no risk 10847 15.1 0.77 (0.68 - 0.86)  0.92 (0.78 - 1.09) 
low to high risk 867 22.9 1.27 (1.05 - 1.54)  1.16 (0.88 - 1.53) 
      
Exercise      
very  low 4013 22.3 1.00  1.00 
low to moderate 4205 16.5 0.69 (0.61 - 0.77  0.80 (0.70 - 0.93) 
moderate to  high 3469 12.2 0.48 (0.43 - 0.55)  0.60 (0.51 - 0.71) 
very high 2109 11.1 0.43 (0.37 - 0.51)  0.62 (0.51 - 0.75) 
      
PCS#     NS 
 - 3.8 13128  0.96 (0.96 - 0.97)  0.99 (0.99 - 1.01) 
      
BMI#     NS 
0.6 13216  1.02 (1.01 - 1.03)  0.99 (0.98 - 1.01) 
      
Life events summary scores#      
1.4 13957  1.21 (1.19 - 1.23)  1.12 (1.09 - 1.14) 
      
# Mean difference in scores between women with and without low mental health. 
* N varies due to missing values 
Not significant (NS)  p-value >0.05. 
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