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Abstract 

 

Purpose 

 

Males feature prominently in suicide statistics, but relatively little work has been done to 

date to explore whether endorsement of dominant masculinity norms heightens the risk of 

or is protective against suicidal thinking.  This paper aimed to further knowledge in this area. 

 

Methods 

 

We used baseline data from 13,884 men (aged 18-55) in the Australian Longitudinal Study 

on Male Health (Ten to Men) cohort.  These men filled in self-complete questionnaires in 

2013/14 which covered a range of topics, including conformity to dominant masculinity 

norms and suicidal thinking.  We conducted logistic regression analyses to estimate the 

strength of association between these two variables. 

 

Results 

 

After controlling for other key predictors of suicidal thinking, one characteristic of dominant 

masculinity – self-reliance – stood out as a risk factor for suicidal thinking (AOR = 1.34; 95%CI 

= 1.26-1.43). 
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Conclusions 

 

It suggests that one particular element of dominant masculinity – being self-reliant – may 

place men at increased risk of suicidal thinking.  This finding resonates with current theories 

of how suicidal thinking develops and leads to action.  It also has implications for the full 

gamut of suicide prevention approaches that target males in clinical settings and in the 

general population, and for our broader society.  Further work is needed, however, to 

confirm the direction of the relationship between self-reliance and suicidality, and to unpack 

the means through which self-reliance may exert an influence. 

 

Keywords 

 

Suicidal ideation, self-reliance, masculinity; gender 
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Introduction 

 

Internationally, suicide statistics are dominated by males.  In high income countries the age-

standardised male to female ratio is 3.5:1, and in low and middle income countries it is 1.6:1 

[1].  Various explanations for the excess suicide rate among males have been proffered, 

including that males choose more lethal suicide means [2], are more reluctant to seek help 

[3], and are heavier users of drugs and alcohol [4].  In addition, males and females are 

known to react differently to stressful life events, with males being more likely to withdraw, 

respond aggressively and/or experience depressive symptoms, particularly in the face of 

events like divorce/separation and work problems [5,6].  All of these explanations are fairly 

crude, and there is usually no attempt to examine what might sit behind them.  Further 

exploration is required to determine whether there are particular factors related to 

masculinity that may lead to suicidal thinking and influence resultant choices and 

behaviours, contributing to the gender imbalance.   

 

Masculinity is not a homogenous, universal construct; rather there are multiple 

masculinities.  These vary across and within time and place.  However, it is possible to 

identify certain characteristics that might be ascribed to a view of masculinity that is 

arguably still dominant, at least in many Western societies [7].  Such characteristics include 

stoicism, invulnerability, strength, independence, ability to provide for a family, drive, a “go-

getter” attitude, and success in chosen endeavours.  These characteristics can be positive 

and adaptive in many ways, but may also contribute to behaviours and cognitions that 

increase suicide risk [7].  For example, high levels of stoicism might be associated with a 

reluctance to seek help.  This dominant masculinity is an important lens through which 

males make other decisions [8].  For example, studies in Australia – where the model of 
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dominant masculinity embodies the above characteristics – have shown that men who 

conform to dominant masculine norms are more likely to engage in health risk behaviours 

and less likely to engage in health promotion behaviours [9].  Given this, it makes sense that 

dominant masculine norms could also influence the course of action males might take in a 

suicidal crisis.   

 

Relatively few empirical studies have been conducted in this area, but those that have been 

done provide at least some indicative support for the above argument.  Qualitative studies 

have suggested that threats to masculinity (e.g., loss of the role of breadwinner or 

household head) are associated with depression and suicidality [10,11], and that males who 

experience suicidal thoughts often employ “typically masculine” strategies, like “toughing it 

out”,[12,7,13] or using drugs and alcohol as a form of escape [7,11].  Some quantitative 

studies have found positive associations between adherence to masculine norms and 

suicidal thoughts and behaviours in males from the general population [14,15,2] and from 

particular at-risk groups[16].   

 

It should be noted here that some conflicting results have been found too.  For example, one 

qualitative study involving focus groups and interviews with men who had experienced 

depression found that not all of them identified with dominant ideals of masculinity, and 

this influenced the strategies they employed to cope with their depression [13].  Similarly, 

one quantitative study found that low conformity to masculine norms was associated with 

suicides in a military population [17].  Overall, the question of how characteristics of 

dominant masculinity might increase, or protect against, suicidal thoughts and behaviours 

has been under-researched. 
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We had the opportunity to contribute further to knowledge about the relationship between 

endorsement of dominant masculine norms and suicidal thoughts because of our 

involvement in the largest all-male, nationwide cohort study to be conducted anywhere in 

the world – the Australian Longitudinal Study on Male Health, better known as Ten to Men.  

Using data from Ten to Men, we were able to explore whether particular elements of 

dominant masculinity heighten the risk of or are protective against suicidal thinking. 
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Method 

 

Data source 

 

We used data from the 13,884 18-55 year old men who participated in the baseline wave 

(Wave 1) of Ten to Men to investigate the relationship masculinity and suicidality.  The 

procedures and materials used in Ten to Men have been described in detail elsewhere[18] 

and additional information can be found on the study’s website 

(http://www.tentomen.org.au/).  A brief summary is provided here. 

 

The Ten to Men cohort was recruited in 2013/14 using a stratified, multi-stage, cluster 

random sampling strategy in which the primary unit of sampling was the household.  We 

approached all 104,884 households in 622 randomly-selected statistical areas (SA1s, which 

have boundaries defined by the Australian Bureau of Statistics and average populations of 

about 400 individuals).  We were able to make contact with 81,400 (78%) of these 

households and 33,724 (32%) were identified as having at least one in-scope resident (a 

male aged between 10 and 55).  We identified 45,510 in scope males in these households, 

and 15,988 (35%) of these returned useable data, providing representation from all 

Australian states and territories and from major cities and inner and outer regional areas.  

The response fraction for the restricted age range considered in the current paper (18-55 

years) was 36%. 

 

The males in the Ten to Men cohort provided information in five broad domains (physical 

health, mental health and wellbeing, health behaviours, social determinants of health, and 

health service utilisation and health knowledge).  The cohort provided this information via 

http://www.tentomen.org.au/
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self-complete questionnaires (except for its youngest members who did so via interview and 

parent-completed questionnaires). 

 

It is important to reiterate here that the current analysis used data from Wave 1 of Ten to 

Men, and is therefore cross-sectional in nature.  We have now completed data collection for 

Wave 2 and these data will be available for analysis in early 2017. 

 

Primary outcome 

 

Our primary outcome was a single item taken from the Patient Health Questionnaire (PHQ-

9)[19] which asks “Over the past two weeks, how often have you been bothered by thoughts 

that you would be better off dead, or of hurting yourself in some way?”  Like the other 

questions on the PHQ-9, this is scored 0 (“not at all”), 1 (“several days”), 2 (“more than half 

the days”) or 3 (“nearly every day”).  We deemed those who scored 1 or more to be 

experiencing suicidal ideation. 

 

Main predictor variables 

 

Our main predictor variables were a set of factors identified as being characteristic of 

dominant masculinity.  These were assessed by the Conformity to Masculine Norms 

Inventory (CMNI-22), which is an abbreviated version of the original 94-item CMNI that was 

designed to measure cognitive, behavioural and affective conformity to dominant masculine 

ideologies [20]. 

 

The CMNI-22 asks respondents to think about their own actions, feelings and beliefs 

and indicate how much they personally agree or disagree with each of 22 statements 
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which are scored from 0 (“strongly disagree”) to 3 (“strongly agree”).  Pairs of 

statements correspond to 11 factors: (1) Work; (2) Dominance; (3) Risk-taking; (4) 

Heterosexual presentation; (5) Power over women; (6) Emotional control; (7) 

Playboy; (8) Violence; (9) Pursuit of status; (10) Winning; and (11) Self-reliance.  

Examples of factors and items include:  

 Work 

o “My work is the most important part of my life” (Item 1) 

o “I don’t like giving all my attention to work” (Item 14, reverse scored) 

 Emotional control 

o “I like to talk about my feelings” (Item 6, reverse scored) 

o “I tend to share my feelings” (Item 10, reverse scored) 

 Violence 

o “I believe that violence is never justified” (Item 9, reverse scored) 

o “Sometimes violent action is necessary” (Item 13) 

Each factor is scored from 0 (lowest conformity) to 6 (highest conformity), and a total score 

from 0-66 can also be calculated.  

 

When the original 94-item instrument was developed it was shown to have good internal 

consistency, construct validity and discriminant validity [20].  The 22-item instrument, which 

uses the two highest loading items for each of the 11 factors on the parent instrument, 

demonstrates excellent concurrent validity, correlating well with the original instrument [21] 

and other recognised measures of masculinity like the Gender Role Conflict Scale, the 

Brannon Masculinity Scale and the Masculine Gender Role Stress Scale [22].  There are 

suggestions, however, that the factor scores are more meaningful than the total score [23].  

Both the 94-item and the 22-item CMNI were positively regarded by the authors of a recent 
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review of instruments designed to capture masculinity ideologies, who noted that it has 

been widely used [21]. 

 

Covariates 

 

We also examined the influence of a number of socio-demographic and clinical covariates, 

largely selecting these on the basis that they have been shown in previous studies to be 

associated with suicidal ideation in males.  These included age, marital status, region of 

residence, socioeconomic status, employment status, social support, stressful life events, 

alcohol use, depression, and general practitioner (GP) use.  The way in which each of these 

was operationalised is described below. 

 

Age was dichotomised (18-34; 35-55), as were marital status (married/de facto; never 

married/widowed/divorced/separated) and employment status (employed or not looking 

for work/unemployed).  Socio-economic status was ascribed to participants on the basis of 

their area of residence, using quintiles from the Index of Relative Socioeconomic 

Disadvantage (IRSD)[24].  Region of residence was defined using the Remoteness Area 

classification of the Australian Statistical Geography Standard (ASGS) and included major 

cities, inner regional areas and outer regional areas [25]. 

 

Social support was assessed via the emotional/informational support sub-scale of the 

Medical Outcomes Survey Social Support Survey (MOS-SS) which yields a scaled score from 

0-100, with higher scores indicating greater social support [26].  Exposure to specific 

stressful life events over the past 12 months was ascertained using a checklist of 24 events, 

largely based on a modified version of the Social Readjustment Scale [27] used in the 

Australian Longitudinal Study of Women’s Health [28].  For the current study, we included 
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only the six life events that we had found to be significantly associated with suicidality in a 

previous analysis of Ten to Men data [29,30], namely: serious personal injury, illness or 

surgery; break-up of a serious relationship/divorce/separation; serious conflict with a family 

member; difficulty finding a job; legal troubles or involvement in a court case; and major loss 

or damage to personal property.  The stressful life events variable was dichotomised (any 

stressful life event/no stressful life events). 

 

Alcohol use was measured by the Alcohol Use Disorders Identification Test (AUDIT)[31], 

which allowed us to classify participants’ alcohol use as harmful/hazardous or not.  The self-

reported presence or absence of depression was determined by a two questions that were 

part of a broader set on a range of disorders based on the Australian Health Survey[32] 

format and elicited “yes” or “no” responses.  The first of these asked, “Has a doctor or other 

health professional ever told you that you had depression?”  The second was worded, “Have 

you been treated for or had any symptoms of depression in the past 12 months?”  We 

deemed those who answered “yes” to the latter question to have experienced depression in 

the past 12 months.   

 

GP use was classified according to whether the participant indicated he had visited a GP in 

the past 12 months. 

 

Analysis 

 

We summarised variables descriptively using frequencies, percentages and means (and 

standard deviations).  We then conducted univariate and multivariate logistic regression 

analyses to estimate the strength of association between the 11 masculinity factors and 

suicidal ideation, in each case controlling for the effects of the alternative masculinity 
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factors and each of the other covariates and adopting p < 0.01 as our criterion for statistical 

significance.  We reported the results of the regression analyses as unadjusted and adjusted 

odds ratios.   

 

We also did a series of sensitivity analyses to see whether our findings held under a variety 

of circumstances.  In some cases, these employed identical analytic approaches to the 

primary analyses, but used different combinations of variables.  In other cases, they involved 

transforming the CMNI scores into dichotomous variables. 

 

All data were analysed using Stata (Version 13.1)[33]. 
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Results 

 

Primary analyses 

 

The 13,884 men who were the focus of our analysis had a mean age of 38.1 (SD = 10.6).  

These men were varied in terms of where they lived, with 58.2% coming from metropolitan 

areas, 22.7% from inner regional areas and 19.1% from outer regional areas.a  They were 

evenly split across advantaged and disadvantaged areas, with around 20% living in areas 

from each of the quintiles of relative disadvantage assessed by the IRSD. The majority 

(91.6%) were employed or not looking for work, and 66.9% were married or in a de facto 

relationship.  On average, they had relatively high levels of social support, with a mean score 

on the emotional/informational support sub-scale of the MOS-SS of 70.8 (SD=25.3).   

 

Two fifths (41.1%) of the men in the study sample had experienced at least one of the 

identified stressful life events in the previous 12 months.  Suicidal thinking, mental health 

problems and alcohol misuse were not uncommon among these men.  Just under one tenth 

(9.5%) reported that they had been bothered by thoughts that they would be better off 

dead, or of hurting themselves in some way on several days or more of the previous two 

weeks.  More than one tenth (12.8%) reported that they had been treated for or had 

symptoms of depression in the past 12 months and more than one third (39.1%) met criteria 

for harmful/hazardous alcohol use.   

 

Table 1 indicates how the men scored on the CMNI-22.  As a group, their overall scores 

showed they were “average” in terms of conformity to masculine norms (mean = 30.1; SD = 

                                                        
a This breakdown reflects a deliberate oversampling of males in regional areas in Ten to Men.  
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4.7], in the sense that they scored close to the mid-point in terms of their total scores [34].  

However, there was considerable across-factor variability in their scores.  They showed 

below average conformity on some factors (e.g., Playboy [mean = 1.6; SD = 1.3]) but above 

average on others (e.g., Risk-taking [mean = 3.5; SD = 1.2]).   

 

Table 2 shows the results of the logistic regression analysis.  In the univariate analysis, the 

masculinity factors of playboy, pursuit of status and self-reliance conferred risk for suicidal 

thinking, and risk-taking and emotional control were protective against it.  After controlling 

for each of the other factors on the CMNI-22 and for the other covariates, only one 

masculinity factor remained significant, namely self-reliance (AOR = 1.34; 95%CI = 1.26-

1.48).   

 

As anticipated, all of the covariates were statistically significant in the univariate analysis, 

and a number also were in the multivariate analysis.  These were not being married or in a 

de facto relationship (AOR = 1.41; 95%CI = 1.20-1.66), experiencing a key life event in the 

previous 12 months (AOR = 1.88; 95%CI = 1.60-2.20), using alcohol at harmful/hazardous 

levels (AOR = 1.41; 95%CI = 1.22-1.63), and having experienced symptoms of depression in 

the previous 12 months (AOR = 4.73; 95% CI = 4.04-5.53).  Residing in an area of the least 

socio-economic disadvantage was protective (AOR = 0.73; 95%CI = 0.57-0.94), as was having 

relatively high levels of social support (AOR = 0.98; 95%CI = 0.98-0.98). 

 

Sensitivity analyses 

 

We conducted various sensitivity analyses which are summarised here.  We were concerned 

that that controlling for each of the other 10 masculinity factors when we examined a given 

factor on the CMNI might be refining out error variance, rather than (as intended) picking up 
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a true signal of the unique effect of that factor.  For this reason, our first sensitivity analysis 

only controlled for the socio-demographic and clinical covariates, and not the residual 

masculinity factors.  This had no bearing on the findings; self-reliance remained the only 

masculinity factor that was associated with suicidal thinking (AOR = 1.34; 95%CI = 1.26-1.42). 

 

We also felt that it was important to determine whether the total CMNI score was related to 

suicidal thinking, although this would have been unlikely given that only one of the factors 

stood out as being significant.  In our second sensitivity analysis, we replaced the 11 

individual factors with the total score and found that it was not significantly associated with 

suicidal thinking (AOR = 1.02; 95%CI = 1.00-1.03). 

 

Finally, we dichotomised the CMNI factor scores in order to facilitate comparisons between 

the predictive strength of these and the covariates.  We converted the raw factor scores into 

transformed scores (T-scores) using a mean of 50 and a standard deviation of 10, in line with 

a method outlined by the instrument’s developers [35].  We then treated T-scores above 50 

as reflecting conformity or extreme conformity, and T-scores of 50 or below as reflecting 

non-conformity or extreme non-conformity.  Using these dichotomised factor scores, self-

reliance remained the only factor that was significantly associated with suicidal thinking 

(AOR = 1.76; 95%CI = 1.51-2.05).  When we treated T-scores above 75 as reflecting extreme 

conformity, the same finding was true; self-reliance alone stood out (AOR = 1.77; 95%CI = 

1.52-2.07). 
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Discussion 

 

This study set out to explore whether conformity with particular elements of dominant 

masculinity increases (or decreases) the risk of suicidal thinking.  We found that even after 

controlling for other predictors of suicidal thinking, one key masculine characteristic – self-

reliance – stood out as a risk factor.  This very specific finding extends the existing 

knowledge that is emerging from other studies of masculinity and suicidal thoughts and 

behaviours [2,7,10-17]  These other studies are relatively few in number, and have generally 

not “unpacked” the construct of dominant masculinity to consider the relevance of 

particular characteristics. 

 

Self-reliance and suicidal thinking 

 

Self-reliance is obviously a good quality in the right circumstances, but it is easy to see how it 

might confer risk for suicidality [36].  Men who are self-reliant may believe that they should 

be strong in the face of any adversity, consider that feeling down is a sign of weakness, and 

be unlikely to reach out to friends, family or professional sources for help.   Indeed, the 

CMNI-22 assesses self-reliance in terms of behavioural and affective response to 

help-seeking: “I never ask for help” (Item 18) and “It bothers me when I have to ask 

for help” (Item 22).  Help-seeking studies likewise approach self-reliance as a barrier 

to seeking help when experiencing mental health issues, including suicidality [37,38], 

but have not explored the potential contribution of self-reliance as a masculine norm 

to the development of suicidal ideation. 
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It is possible to see how self-reliance may fit with current psychological theories of the 

suicidal process (i.e., how conformity to cultural or societal norms may influence cognitions 

and behaviours).  For example, O’Connor’s Integrated Motivational-Volitional Model (IMV) 

suggests that the intention to engage in suicidal behaviour is underpinned by a feeling of 

entrapment, which in turn is triggered by feelings of defeat or humiliation [39].  It might be 

hypothesised that a man who is normally self-reliant might experience heightened levels of 

defeat or humiliation if his usual state is threatened in some way.  In addition, his feelings of 

entrapment might be particularly severe if his usual modus operandi is to solve problems for 

himself, rather than to seek help from others.  Similarly, Joiner’s Interpersonal Psychological 

Theory (IPT) suggests suicidal acts result from the confluence of a desire for death (caused 

by thwarted belongingness and perceived burdensomeness, and a lack of hope that these 

psychological states will improve) and the capability to act on this desire[40].  Self-reliance 

may influence either the psychological states (e.g., leading to an acute sense of 

burdensomeness in circumstances of perceived dependence) or the capability for suicide 

(being associated with a sense of invulnerability, which in turn may be related to a reduced 

fear of death). 

 

Implications for suicide prevention 

 

The identified association between self-reliance and suicidal thinking in men has 

implications for suicide prevention.  In clinical settings, consideration might be given to ways 

of ensuring that services are geared towards and attractive to males who normally feel that 

they can do things for themselves.  Interventions offered to males in these settings might 

include those that are accepted as standard practice in suicide prevention (e.g., 

psychotherapy and pharmacotherapy for depression), augmented by more tailored 
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discussions about the impact of self-reliance on mental health and wellbeing.  As others 

have noted, there is room for development of male-specific therapies and services here[14]. 

 

At the other end of the suicide prevention spectrum, universal prevention activities that 

target males might also benefit from incorporating elements that actively address self-

reliance.  For example, a universal intervention like a suicide prevention media campaign 

that targeted males might be optimally effective if it explicitly addressed self-reliance, noting 

that although this can be adaptive it can act as a barrier to talking through problems and 

seeking help from informal and formal sources.  Alternatively, a universal intervention like 

restricting access to means might want to focus on particular suicide methods that might 

symbolise masculine ways of “taking matters in hand”, like firearms or jumping from 

prominent heights. 

 

More generally, as with other areas of suicide prevention, a societal approach is needed.  If 

adherence to an element of dominant masculinity has negative consequences for men, then, 

as a society, we need to consider ways of ensuring that masculinity is more broadly defined 

and that men’s roles, relationships and possible identities are expanded. 

 

Other factors associated with masculinity 

 

It is worth commenting here about the other 10 factors measured by the CMNI which, in the 

multivariate analysis, did not appear to be associated with suicidal thinking.  Lack of 

statistical support for the hypothesis that these other factors might be related to suicidal 

thinking should not be interpreted as refutation of that hypothesis.  Suicidal thoughts and 

behaviours are underpinned by a complex array of factors, and it may be that other aspects 

of masculinity have an impact on suicidal thoughts via more mediated pathways.  For 
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example, high levels of emotional control may lead to fewer close relationships and social 

isolation, both of which may confer risk for suicidal thinking.  Similarly, importance of work 

may lead to suicidal thinking in the context of job stressors or unemployment.  More 

research in these areas – both quantitative and qualitative – is clearly warranted. 

 

Study limitations 

 

Our study relied on cross-sectional data so we cannot ascribe causality to the observed 

association between self-reliance and suicidality with any certainty.  Having said this, we did 

use a proximal measure of suicidal thinking as our outcome measure (the PHQ-9 provides an 

indication of suicidal thinking over the past two weeks), whereas our primary predictor 

variable was more related to a more ingrained characteristic (the CMIN-22 asks about levels 

of agreement with particular statements without specifying a timeframe).  We will be able 

to draw firmer conclusions when data are available from Wave 2 of Ten to Men (later in 

2016) and we can conduct longitudinal analyses.   

 

Other limitations include our reliance on self-report, and the fact that our sampling strategy 

meant that males in remote areas and/or who were not proficient in English were under-

represented.  

 

In addition, we used a single item from the PHQ9 depression screen to capture current 

suicidal ideation rather than a suicide specific assessment instrument, and the item 

combines “passive” suicidal ideation (thoughts of being better off dead) with “active” 

suicidal ideation (thoughts of hurting oneself).  We believe this was defensible, however, 

because when this item has been used to screen for suicidal ideation it has shown good 

specificity and reasonable sensitivity when compared to a structured clinical interview [41]. 
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Finally, we acknowledge that our outcome was suicidal thinking, whereas the excess male 

rate occurs for suicide.  In the suicide prevention literature, suicidality is often thought of as 

developing along a continuum that begins with suicidal thoughts, continues through suicidal 

plans and suicide attempts that may increase in severity, and ends with suicide.[42]  Of 

course, not all suicidal individuals travel in a linear fashion along this continuum, and it is 

overlaid with other constructs, such as degree of intent.  There is a need for additional 

research to explore the relationship between masculinity and other points on the 

continuum, particularly suicide.  Psychological autopsy studies could provide a vehicle for 

doing this. 

 

Conclusions 

 

These limitations aside, the study provides new insights that may assist in unravelling the 

vexing question of why males are more prone to suicide than females.  It suggests that one 

particular element of dominant masculinity – being self-reliant – may place men at increased 

risk of suicidal thinking.  This finding resonates with current theories of how suicidal thinking 

develops and leads to action.  It also has implications for the full gamut of suicide prevention 

approaches that target males in clinical settings and in the general population, and for our 

broader society.  Further work is needed, however, to confirm the direction of the 

relationship between self-reliance and suicidality, and to unpack the means through which 

self-reliance may exert an influence. 
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Table 1: Factor scores on the Conformity to Masculine Norms Inventory (CMNI-22) 
 

Factora Mean SD 

Work 3.0 0.9 

Dominance 2.5 1.1 

Risk-taking 3.5 1.2 

Heterosexual presentation 2.9 1.6 

Power over women 3.3 0.8 

Emotional control 2.8 1.4 

Playboy 1.6 1.3 

Violence 3.1 0.9 

Pursuit of status 2.7 1.0 

Winning 2.6 0.8 

Self-reliance 2.6 1.1 

Total score 30.1 4.7 

(a) Each factor scored from 0 (lowest conformity) to 6 (highest conformity). 
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Table 2: Logistic regression model for suicidal ideation  
Unadjusted OR 95% CI p-value Adjusted OR 95% CI p-value 

Conformity to masculine normsa 
      

Work 0.98 (0.92, 1.04) 0.430 0.98 (0.90, 1.06) 0.61 

Dominance 1.01 (0.96, 1.07) 0.635 1.02 (0.95, 1.09) 0.59 

Risk-taking 0.90 (0.86, 0.95) < 0.001 0.95 (0.88, 1.02) 0.14 

Heterosexual presentation 0.98 (0.94, 1.01) 0.226 0.95 (0.91, 1.00) 0.04 

Power over women 1.01 (0.94, 1.08) 0.841 1.03 (0.94, 1.14) 0.53 

Emotional control 0.89 (0.85, 0.93) < 0.001 1.02 (0.96, 1.08) 0.51 

Playboy 1.18 (1.13, 1.23) < 0.001 1.03 (0.97, 1.09) 0.36 

Violence 0.99 (0.93, 1.05) 0.783 1.00 (0.91, 1.16) 0.94 

Pursuit of status 1.22 (1.15, 1.29) < 0.001 1.08 (1.00, 1.16) 0.04 

Winning 0.98 (0.91, 1.06) 0.659 0.92 (0.83, 1.01) 0.09 

Self-reliance 1.63 (1.56, 1.71) < 0.001 1.34 (1.26, 1.43) < 0.001 

Age 
   

   

18-34 1.14 (1.02, 1.29) 0.027 1.07 (0.91, 1.27) 0.41 

35-55 1.00 
  

1.00   

Region       

Major cities 1.00   1.00   

Inner regional areas 1.20 (1.04, 1.37) 0.01 0.94 (0.78, 1.12) 0.48 

Outer regional areas 0.99 (0.85, 1.15) 0.88 0.85 (0.70, 1.04) 0.11 

Socioeconomic status 
  

    

1 (Greatest disadvantage) 1.00 
  

1.00   

2 0.84 (0.71, 0.99) 0.04 1.05 (0.84, 1.31) 0.66 

3 0.66 (0.56, 0.78) < 0.001 0.96 (0.77, 1.19) 0.69 
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Unadjusted OR 95% CI p-value Adjusted OR 95% CI p-value 

4 0.63 (0.53, 0.75) < 0.001 1.02 (0.81, 1.27) 0.89 

5 (Least disadvantage) 0.45 (0.37, 0.54) < 0.001 0.73 (0.57, 0.94) 0.01 

Employment status 
   

   

Employed or out of workforce 1.00 
  

1.00   

Unemployed 2.67 (2.28, 3.13) < 0.001 1.16 (0.93, 1.46) 0.18 

Marital status 
   

   

Never married / widowed / divorced / separated 2.38 (2.12, 2.67) < 0.001 1.41 (1.20, 1.66) < 0.001 

Married / de facto 1.00 
  

1.00   

Social supportb 0.97 (0.97, 0.98) < 0.001 0.98 (0.98, 0.98) < 0.001 

Stressful life eventsc       

Any life event in past 12 months 3.42 (3.02, 3.87) < 0.001 1.88 (1.60, 2.20) < 0.001 

No life events in past 12 months 1.00   1.00   

Alcohol use 
  

    

Not harmful/hazardous 1.00 
  

1.00   

Harmful/hazardous 1.63 (1.44, 1.85) < 0.001 1.41 (1.22, 1.63) < 0.001 

Depression  
  

   

Not treated in past 12 months 1.00 
  

1.00   

Treated in past 12 months 6.92 (6.10, 7.85) < 0.001 4.73 (4.04, 5.53) < 0.001 

GP use 
   

   

No visit to a GP in past 12 months 1.00 
  

1.00   

Visit to a GP in past 12 months 1.23 (1.05, 1.44) 0.010 1.21 (0.98, 1.50) 0.08 

(a) Per 1 unit increase on the CMNI-22; (b) Per 1 unit increase on the MOS-SS; (c) Refers to the following life events: serious personal injury, illness or surgery; break-
up of a serious relationship/divorce/separation; serious conflict with a family member; difficulty finding a job; legal troubles or involvement in a court case; and major 
loss or damage to personal property. 

 

 
 


