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Abstract: This study seeks to expand the literature by investigating the effect of health status on happiness,

happiness on health status, life satisfaction on happiness as well as some demographic variables in order test

the existing knowledge on elderly men (ages 60 years and older) in Jamaica. A stratified random sample of

2,000 elderly men in Jamaica was used to carry out this study. The data were collected with a 137-item self-

administered questionnaire and entered, retrieved and stored in SPSS for Windows 16.0 (SPSS Inc; Chicago

IL, USA). Happiness was found not correlated with health status of elderly men in Jamaica nor w as health

status associated with happiness; and that there was no difference based on area of residence. Happiness and

health status cannot be used to proxy each other for the elderly cohort as they are independent events.
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INTRODUCTION

Happiness is well established in scientific

publications as a good predictor of subjective wellbeing

and/or overall life satisfaction (Graham, 2008; Selim,

2008; Borghesi, and Vercelli, 2007; Mahon et al., 2005;

Layard, 2006; Seligman and Csikszentmihalyi, 2000;

Diener et al., 2002; Diener, 1984, 2000; Easterlin, 2001;

Veenhoven, 1993). A group of scholars found that the

statistical association between happiness and subjective

wellbeing was a strong one - correlation coefficient r =

0.85 in the 18 OECD  countries – (Kahneman, and Riis,

2005), which emphasizes the importance that people place

on happiness in assessing their subjective wellbeing.

Happiness which is an area in positive psychology

(Seligman and Csikszentmihalyi, 2000; Huppert, 2006;

Brannon, and Feist, 2007) goes beyond the mere positive

state of an individual to physical health and social life,

and economic state to life in general (Borghesi, and

Vercelli, 2007; Lima and Nova, 2006; Stutzer, and Frey,

2003; Easterlin, 2003; Frey and Stutzer, 2002a, b;

Brickman et al., 1978).

Happiness is as a result of a number of positive

psychological factors such as marriage, a job, success in

life, adaptation to life events, and negative affective

conditions such as the lost of life or property, failed

examinations, and dissolution of union deteriorate both

health and further deepen the negative impact on life and

by extension happiness (Borghesi and Vercelli, 2007;

Easterlin, 2003; Kahneman, and Riis, 2005). In seeking to

unearth ‘why some people are happier’, Lyubomirsky

(2001) approached it from the perspective of positive

psychology.  She noted that, to comprehend disparity in

self-reported happiness between individuals, “one must

understand the cognitive and motivational process that

serve to maintain, and even enhance happiness and

transient mood” (Lyubomirsky, 2001) Lyubomirsky

identified ‘comfortable income’, ‘robust health’,

supportive marriage’, and ‘lack of tragedy’ or ‘trauma’ in

the lives of people as factors that distinguish happy from

unhappy people (Borghesi and Vercelli, 2007; Kahneman,

and Riis, 2005; Frey, and Stutzer, 2002a, b; Easterlin,

2003).  Those findings only concurred with an earlier

work by Diener et al. (1999). Diener et al.  (1985) were

able to add value to the discourse when they showed that

income affects subjective wellbeing.  Frey and Stutzer

(2002a) provided more information on the aforementioned

discourse, when he opined that absolute income does not

seem to have a strong influence on happiness or health (or

subjective wellbeing). Researchers found that the wealthy

(those earning in excess of US 10-million, annually) had

a marginally greater self-reported wellbeing (personal

happiness) than that of those who were lower wealthy

(earned less than 10 million US annually) (Diener et al.,

1985). 

People’s cognitive responses to ordinary and

extraordinary situational events in life are associated with

subjective wellbeing (Chida, and Steptoe, 2008; Steptoe

et al., 2008; Pressman and Cohen, 2005; Lyubomirsky,

2001; Sheldon and Lyubomirsky, 2006). It is found that

happier people are more optimistic and as such

conceptualize life’s experiences in a positive manner.

Studies revealed that positive moods and emotions are

associated with wellbeing (Fowler and Christakis, 2008;

Leung et al., 2005) as the individual is able to think, feel

and act in ways that foster resource building and

involvement with particular goal materialization

(Lyubomirsky   et  al.,   2005).    This   situation  is  later
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internalized, causing the individual to be self-confident

from which follows a series of positive attitudes that

guide further actions (Sheldon and Lyubomirsky, 2006).

Positive mood is not limited to active responses by

individual, but a study showed that ‘counting one’s

blessings’, ‘committing acts of kindness’, recognizing and

using signature strengths, ‘remembering oneself at one’s

best’, and ‘w orking on personal goals’ all positively

influence wellbeing (Sheldon and Lyubomirsky, 2006;

Abbe et al., 2003). Recently conducted meta-analysis

longitudinal studies revealed that happiness and other

positive moods are not only positively  correlated with

health status; but that they are negatively associated with

mortality Chida and Steptoe (2008), suggesting the value

of happiness to  life. Happiness is not a mood that does not

change with time or situation; hence, happy people can

experience negative moods (Diener and Seligman, 2002),

and happiness is a good proxy for assessing subjective

wellbeing.  

Human emotions are  the coalesced of not only

positive  conditions  but  also  negative  factors (Watson

et al., 1999). Hence, depression, anxiety, neuroticism and

pessimism are seen as a measure of the negative

psychological conditions that affect subjective wellbeing

(Evans et al., 2005; Harris and Lightsey, 2005; Kashdan,

2004).  From Evans and colleague, Harris & Lightsey and

Kash don’s  monographs, negative psychological

conditions affect subjective wellbeing in a negative

manner (i.e. guilt, fear, anger, disgust); and positive

factors influence self-reported wellbeing in a direct way–

this was concurred  in a study conducted by Fromson

(2006), and by other scholars (McCullough et al., 2001;

Watson et al., 1988a, 1988b).  Acton and Zodda (2005)

aptly summarized the negative affect of subjective

wellbeing in the sentence that says “expressed emotion is

detrimental to the patient's recovery; it has a high

correlation with relapse to many psychiatric disorders.”

Previously mentioned studies  using happiness to

examine wellbeing were on population and not on elderly

cohorts (ages 60 years and older).  McConville et al.

(2005) in ‘Positive and negative mood in the elderly: the

Zenith study’ established that different moods of people

affect both their physical as well as their mental well-

being.  They argued, “Poor quality moods were associated

with deficits in diverse areas of cognitive function, health,

and social relationship” (McConville et al., 2005).  The

Zenith study was to examine the quality  of positive and

negative attitudes on health status. The population was

387 individuals from three European countries (France,

Italy and Ireland). Another study on the elderly population

found that biological changes of humans do affect their

psychological state, and that psychological and

psychosocial changes influence biological functioning (or

physical health) (Kart, 1990)

Well-being for some scholars, therefore, is a state of

happiness (ie positive feeling status and life satisfaction)

(Diener, 1984; Easterlin, 2003; Diener et al., 1999).

Simply put, well-being is subjectively what is ‘good’ for

each person (Crisp, 2005).  It is sometimes connected

with good health. Crisp  offered an explanation for this,

when he said, “When discussing the notion of what makes

life good for the individual living  that life, it is preferable

to use the term ‘well-being’ instead of ‘happiness’ (Crisp,

2005). O’Donnell and Tait (2003) believed that health is

a primary indicator of well-being; and so provide an

understanding of the correlation between health,

subjective wellbeing, happiness, and life’s satisfaction

(O’Donnell and Tait, 2003; Ringen, 1995).  From the

scientific literature, self-rated health status is highly

reliable to proxy for health, which ‘successfully crosses

cultural lines’ (Ringen, 1995).  O’Donnell and Tait

concluded from their study that self-reported health status

can be used to indicate wellbeing as all respondents who

had chronic diseases reported very poor health.  

From the literature, happiness and health status,

happiness and w ellbeing, and happiness and life

satisfaction are associated.  Using the scientific findings

on the aforementioned issue, an extensive review of the

literature found no study that has every examined

happiness and health status of elderly men in Jamaica,

which is the rationale for the current study. Given that

happiness covers life satisfaction and health, an

examination of happiness and health status of elderly men

in Jamaica will provide invaluable information as to the

state of this group. 

An extensive review of the literature revealed that

there has never been a  study done in the Caribbean, in

particularly Jamaica on happiness of this vital cohort, so

this is a critical rationale for the study as it will provide

insight in this cohort along with an understanding of how

they perceive things and life, which can guide public

policy.  Another rationale is happiness, a predictor of

health status, which would allow for the collection of data

on whether or not they are good predictors of each other.

The current study examined whether (1) happiness is a

function of health status; (2) happiness is a function of

health status and some demographic variables; (3) health

status is a function of happiness; (4) health status is a

function of happiness and some demographic variables in

order to provide information on this cohort. Using probit

analysis, this study sought to model the aforementioned

issues from data on  elderly men (ages 55 years and older)

in Jamaica. 

MATERIALS AND METHODS

Participants and questionnaire: The study used primary

cross-sectional survey data on men 55 years and older

from the parish of St. Catherine in 2007; it is also

generalizable to the island. The survey was submitted and

approved by the University of the West Indies Medical

Faculty’s    Ethics    Committee.    Stratified    multistage
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Table 1:  Proportion of survey (sample) vs. proportion of population

Age G roup (Yrs) Survey 2001 Census (St. Catherine) 2001 Census (Jamica)

------------------------------- -------------------------------------- ----------------------------------------

n % n % N %

55-59 469 23.45 6577 26 .7 38645 23 .9

60-64 413 20 .6 5179 21 .1 31828 19 .7

65-69 374 18 .7 4391 17 .8 28901 17 .9

70-74 345 17 .2 3594 14 .6 24856 15 .4

75-79 189 9.45 2402 9.78 17711 11 .0

80+ 210 10 .5 2399 9.77 19552 12 .1

probability sampling technique was used to draw the

sample (2,000 respondents). A132-item questionnaire was

used to collect the data. The instrument was sub-divided

into general demographic profile of the sample; past and

current health status; health-seeking behaviour; retirement

status; social and functional status. The overall response

rate for the survey was 99%  (n=1,983). Data was stored,

retrieved and analyzed, using SPSS for W indows (16.0).

The Statistical Institute of Jamaica (STATIN)

maintains a list of enumeration districts (ED) or census

tracts. The parish of St. Catherine is divided into a number

of constituencies made up of a number of enumeration

districts (ED). The one hundred and sixty-two (162)

enumeration districts in the parish of St. Catherine

provided the sampling frame. The enumeration districts

were listed and numbered sequentially and selection of

clusters was arrived at by the use of a sampling interval.

Forty (40) enumeration districts (clusters) were

subsequently selected with the probability of selection

being proportional to population size (Table 1). 

The enumeration districts in the parish of St.

Catherine provided the sampling frame and the sample

size was determined with the help of the Statistical

Institute of Jamaica (STATIN). The enumeration districts

were listed and single-stage cluster sampling was used to

select the sample. The enumeration districts were

numbered sequentially and calculating a sampling interval

arrived at selection of clusters. From a randomly selected

starting point, forty (40) enumeration districts (clusters)

were subsequently selected with the probability of

selection being proportional to population size. The

sample of 2000 was selected based on a proportion of the

Census Data (Table 1).

The parish of St. Catherine had approximately

233,052 males, (preliminary census data 2001) of which

33,674 males were 55+ years.  STATIN (2008) maintains

maps with enumeration districts or census tracts, which

included the selected EDs and access routes and had

references to the selected site of a starting point household

within each ED. The starting point was determined by

randomly selecting a household with a man 55  years and

over from the list of persons in the ED. W ith this

information the interviewers travelled in a north-easterly

or closest to north-easterly direction beginning with the

first selected household, and conducted interviews in each

household that had a male 55 years and older. Only one

male per household was selected; and in households with

more than one individual fitting the characteristic of the

sample, a coin was tossed to determine the person who

will be interviewed. (North-East was randomly selected

by STATIN (2008) as the direction of travel from the

starting point).

Where the selected household was found to be

subsequently devoid of an older man (due to out-

migration or death), an adjacent household was

canvassed.  Where households had a man 55+ years as a

resident and he was not at home a call-back form was left

indicating a proposed time that the interviewer would

return which would not be longer than two days after the

initial visit. 

The sample population does not only speak to the

parish of St. Catherine, it is generalizable to the island of

Jamaica. The sampling frame was men fifty-five years and

older in the parish of St Catherine. The parish of St.

Catherine was chosen as previous data suggested that it

has the mix of demographic characteristics (urban, rural

and age-composition), which typify Jamaica surveys

(STATIN, 2004; Wilks, 2007; Jackson et al., 2003)

For the current study descriptive status was employed

to provide background information on the sample; and

chi-square was used to examine non-metric variables.

Level of significance was pvalue<0.05 and the only

exclusion criteria was if more than 20% of the cases of the

variable were missing.

Measure: 

Happiness: Happiness is measured based on people’s

self-report on their happiness (Frey and Stutzer, 2002a, b;

Easterlin, 2001; Borghesi and  Vercelli, 2007). This

operationalization is based on a basic indicator proposed

by Diener (2000), including a more emotional component

referring to happiness (‘Taking all things together, how

happy would you say you are?’). It is a Likert scale

question, which ranges from high to low happiness. It was

coded into a binary variable, whether or not the individual

had moderate-to-high or low happiness: 1=moderate to

high happiness, 0  = otherwise. 

Life satisfaction: Diener (2000) had proposed that

happiness includes emotional components and a more

cognitive component referring to life satisfaction (‘All

things considered, how satisfied are you with your life as

a whole nowadays?’), for this paper the researcher

separated happiness (emotional) from cognitive (life



Asian J. Med. Sci., 2(1): 25-36, 2010

28

satisfaction). Life satisfaction is a binary variable, where

1= good-to-excellent self-reported overall satisfaction in

life, 0=otherwise. 

Health Status: Health Status is measured using people’s

self-rate of their overall health status (Kahneman, and

Riis, 2005), which ranges from excellent to poor health

status.  The variable used in this study for health status is

a binary one, whether or not the person had good-to-

excellent or poor health status. It was then coded as a

dummy variable, 1=good-to-excellent health status,

0=otherwise. 

Age group: Age group is categorized into three sub-

groups. These are (1) ages 55 to 64 years; (2) ages 65 to

74 years; and (3) age 75 years and older (i.e. 75+ years).

Listing of covariates:

Residence is a binary variable, 1=lives in urban area,

0=lives in rural area. 

Employment status is a binary variable, where

1=employed, 0=otherwise. 

Health retirement plan is a binary variable, where

1=having a health retirement coverage, 0=otherw ise. 

Occupation is a binary variable, where 1=current or past

occupation which was in the category of professional,

0=otherwise. 

Marital status is a non-binary variable, where 1=married,

0=otherwise; 1= separated, divorced or widowed,

0=otherwise and single is  the reference group. 

Childhood health status is a binary variable, 1=self-

reported poor health status, 0=otherwise. Household head

is a binary variable, 1=self-reported head of household,

0=otherwise. 

Social networking is operationalized based on yes or no to

being a member of a social club; civic organization; or

community organization. This was dichotomized to be 1

if yes and 0 if otherwise. This variable excludes being a

member of a church.

ADL. This is a  functional status of 12 events. These

include eating; bathing; dressing; using toilet; shopping;

preparing meals; feeding oneself; continence; taking or

using transportation; managing medication; money

management; and laundry.

Model

Theoretical background

According to micro econometric happiness function,

subjective wellbeing (ie happiness) is a function of

different variables (including some demographic ones)

(Stutzer, and Frey , 2003) [M odel (1)].

W it = a + bX it + eit   (1)

Where Wit  represents subjective well-being, Xit denotes

x1, x2, x3, and so on, in which x1 to xn are variables–

‘sociodemographic’, ‘environmental’, and ‘social’,

‘institutional’ and ‘economic conditions’ 

In this study, the literature (ie micro econometric

happiness function) will be expanded to include health

status in childhood, current health status, life satisfaction,

and area of residence by testing this theory using elderly

men in Jamaica [M odel (1)]. In addition to the

aforementioned micro econometric happiness function,

the study will also seek to examine health status.

Variables such as happiness, life satisfaction and some

dem ogra phic  var iab les  w il l  be inve st igate d

simultaneously [M odel (2)]. 

Estimation Model: The interests of this study are to

examine whether health status as well as the role of life

satisfaction, and self-reported childhood health status on

happiness of elderly men in Jamaica can predict

happiness. Continuing, it is also to investigate whether

health status can be predicted by happiness; what are the

demographic factors that can predict either happiness or

health status of elderly men in Jamaica as well as

determine, if there is a difference between rural and urban

areas. The multivariate model used in the current study is

an expansion of the literature (Stutzer and Frey’s work on

happiness) which is displayed in Eq. (2) and (3).

Hit = $0 + $1HSit + $2HSi(t-1) + $3LSit+ $ijDij+ ,i (2)

HSit = $0 + $1Hij + $2HSi(t-1) + $3LSit + $ijDit+,i  (3)

Where Hit denotes happiness of person i in time period t

(current period); HSit means health status of person i in

current time period t; HSi (t-1) denotes the childhood

health status of period i previous period (t-1); LSit is life

satisfaction of person i in current time period (t); Dit = d1,

d2, d3, d4…..dn, which include sociodemographic and

socioeconomic variables of individual i in current time

period (t). $0 indicates happiness at the beginning of the

period; $1 to $ij denotes the parameter for each variable

from variable 1 to j.

The models Eq. (2) and (3) allow for each factor that

is associated with happiness Eq. (2) or health status Eq.

(3) to be examined separately. Those approaches have

been widely and successfully applied in a plethora of

studies on the correlates of happiness (Easterlin, 2001;

Veenhoven, 1993; Stutzer and Frey, 2003; Frey and

Stutzer, 2002; Frey and Stutzer, 2002; Blanchflower and

Oswald, 2004; Argyle, 1999) and/or health status

(Bourne, 2008a, b; Grossman, 1972; Smith and Kington,

1997; Hambleton et al., 2005; Bourne and McGrowder,

2009) This is the rationale for the usage of micro-

econometric happiness function (Lima and Nova, 2006),

Bourne and McGrowder’s (2009) health status function as

they allow for the analysis of current study. 

Because the dependent variable for the current study,

happiness or health status, is a binary one, probit analysis

was used to estimate the impact of life satisfaction,

current health status, childhood health status, including
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other socio-demographic variables (such as employment

status, education, marital status, age of elderly, social

support, and church attendance) on happiness or current

health status of elderly men in Jamaica. Furthermore, the

current study will mainly report the results of those

variables that are statistically significant (p<0.05). 

Furthermore, the variables used in this study are

based on (1) literature review, which show s that these are

likely to correlate with the particular dependent variable,

and (2) the correlation matrix was examined in order to

ascertain if autocorrelation (or multicollinearity) existed

between independent variables. Based on Cohen and

Holliday (1982), correlation can be low (weak) - from 0

to 0.39; moderate – 0.4-0.69, and strong – 0.7-1 .0.  This

was used to exclude (or allow) a variable in the model.

Any of the independent variables, which had moderate to

high correlation, was excluded from the model. The

correlation between life satisfaction and happiness was

0.633; happiness and social networking (correlation

coefficient = 0.12, p = 0.003); happiness and marital

status (correlation coefficient = 0.107, p = 0.026); marital

status and income category (correlation coefficient

=0.193, p< 0.001); social networking and marital status

(r=0.205, p<0.001); social networking and age group

(correlation coefficient = 0.188, p<0.001); social

networking and occupation (correlation coefficient

=0.320, p< 0.001); social networking educational category

(correlation coefficient =0.420, p<0.001); ADL and age

cohort (correlation coefficient =-0.813, p=0.032); income

and occupation (correlation coefficient =0.7775, p <

0.001); and, income and education (correlation coefficient

=0.356, p<0.001); employment and education category

(correlation coefficient =0.283, p<0.001).  However, there

was no correlation between happiness and present

occupation (p=0.761); happiness and income (p=0.233);

happiness and employment status (p=0.516); as well as

life satisfaction and employment status (p=0.261). Hence,

life satisfaction and happiness; occupation and income

category will not be simultaneously used as explanatory

variables.

RESULTS

Socio-demographic characteristics of sample: The

sample was 2,000 men ages 55 years and older (42.6%

were 55 to 64 years; 35.6% were 65 to 74 years; 21.9%

were 75 years and older).  Fifty one percent of the sample

lived in rural areas; 59.1% had social network; 55.4%

reported good health status and 25.6% indicated poor

health status; 53.9% were retired , 25.6%  were actively

employed and 20.6% unemployed; 58.8% did not own

their homes, and 34.3%  were single and 44.7% were

married elderly men. M ajority of the sample had primary

or  elementary  level  education  (83.1%); 85.9% reported

that they do not regularly exercise; 82.5% reported good

health  in  childhood;  and  88.12%   were  heads  of  their

Table 2: Socio-demo grap hic  characteristics of sample: Descriptive

Statistics

Va riable Frequency Percent

Marital Status

Sing le 686 34 .3

Married 894 44 .7

Separated 112 5.6

Comm on law 136 6.8

Widow ed 172 8.6

He ad of H ousehold

Self 1763 88 .1

Partner 122 6.1

Children 63 3.2

Sibling/Parent 52 2.6

Age group

55- 64 years 851 42 .6

65 –  74 ye ars 712 35 .6

75 years and older 437 21 .9

Ho use  Ow nership

Yes 824 41 .2

No 1176 58 .8

Employment Status

Employed 511 25 .6

Unemp loyed 412 20 .6

Retired 1077 53 .9

Education

No Formal Education 200 10 .0

Prim ary and b asic 1661 83 .0

Seco ndary 102 5.1

Tertiary 37 1.9

Self-rated Health Status

Excellent 357 19 .0

Good 1038 55 .4

Fair 480 25 .6

Social Networking

Yes 817 59 .1

No 1183 40 .9

Regu lar Exerc ise

Yes 282 14 .1

No 1718 85 .9

Childhood Health status

Good 1650 82 .5

Poor 350 17 .5

Area of residence

Urban 981 49 .0

Ru ra l1019 51 .0

households (Table 2).  One half of the sample indicated

that they spent Ja. $100 (US $1.45) monthly for medical

expenditure; 34% of the respondents bought their

prescribed medication; 17.1% reported that they have

been hospitalized since their sixth birthday and 65.8%

reported that they took no medication. Of those who

mentioned that they were ill during childhood (17.5%,

n=350), 34.9% said that the illness was measles or

chicken pox, 26.3% mentioned asthma, 10.0% pneumonic

fever, 8.9% polio, 6.6% accidents, 4.6% jaundice, 1.7%

hernia, and 5.1% indicated gastroenteritis. 24% of elderly

men indicated that they were rarely happy, 40.5% said

sometimes, 31.0% mentioned often and only 4.5%

reported always. Furthermore, 17.7% of the sample

reported that they were seriously ill as children. 

Of the sample (n=2,000), 24.0% indicated that they

were rarely happy; 40.5% indicated sometimes; 31.0%
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mentioned most times and 4.5% reported always. Hence,

approximately 65% of the sample was happy at least

sometimes. With respect to life satisfaction, 32.9% of the

sample indicated that they were rarely satisfied with their

life; 33.7% revealed sometimes; 29.9% mentioned most

times and 3.5% reported always. 

Of the sample, 62.7% revealed that they were able to

carry out particular daily activities compared to 37.4%

who reported that they were unable to perform daily

activities.

Multivariate Analysis: The results from the probit

regression analyses of happiness are presented in Table 3.

The results for the current health status are presented in

Table 4. Therefore, the current study will mainly report

the results of those variables that are statistically

significant (p<0.05). 

Current happiness of elderly men in Jamaica was

found to be statistically influence by life satisfaction (95%

CI: 0.417, 1.215; p <0.001) and aged men 75 years and

beyond (95% CI: -1.193, -0.054; p=0.032) with reference

to those 55 to 64 years of age. For life satisfaction,

Current and childhood health status as well as education,

age of elderly men, social support, church attendance,

occupation (both current and past), and marital status

were found not to influence current happiness (p > 0.05).

Continuing, current happiness of elderly men was the

same whether they live in urban or rural areas (p=0.813)

(Table 2). Based on Table 3, the model is a good fit for

the data (log likelihood=153.039; chi-square = 106.479,

P=0.985).

Current health of the sample was found be

significantly statistically influenced by age of the elderly

(ages 65 to 74 years – 95%CI: -1.513, -0.622; ages 75+ -

95% CI: -2.130, -1.022; p<0.001), social support (95%

CI: 0.016, 1.315, p=0.045) and area of residence (95% CI:

-0.959, -0.085, p=0.019) (Table 4).  Continuing, urban

elderly men had a  lower current health status than their

rural counterparts. Variables such as life satisfaction,

employment status, education, head of household,

occupational type (both past and current), health status in

childhood, church attendance and happiness were not

found to statistically  influence current health status of

elderly men in Jamaica. Based on Table 4, the model is a

good fit for the data (log likelihood=149.068; chi-square

= 102.798, P=0.971).

DISCUSSION

The study revealed 24 elderly men in every 100 were

rarely happy, 41 in every 100 were happy sometimes, 31

in every 100 indicated most times and 5 in every 100

reported  always;  and  that  55  out  of every 100 were in

good health, 26 in every 100 said fair and 19 out of every

100 said excellent health status. The survey evidence

presented  here  suggested  that  there  was  no  statistical

Table 3: Resu lts of Probit analysis of happiness and  some Soc iodem ograp hic

variables

Va riable Estim ate Std. 95%  Confidence

Error Interval

------------------------------

Low er Upp er 

Life Satisfaction 0.816 0.203 0.417 1.215***

Employed 0.793 0.926 -1.023 2.609

Primary schooling 0.065 0.291 -0.505 0.636

Secondary and beyond 0.191 0.429 -0.649 1.031

†No formal education

Health Retirement plan 0.099 0.354 -0.595 0.793

Household H ead -0.009 0.308 -0.613 0.594

Married -0.046 0.212 -0.462 0.370

Separated, Divorced or Widow ed -0.137 0.315 -0.754 0.481

†Never m arried

Professional 0.007 0.288 -0.558 0.571

Current good Health Status -0.189 0.224 -0.628 0.251

Childhood health status -0.093 0.240 -0.563 0.377

Area of residence (1=Urban) -0.052 0.218 -0.478 0.375

Elderly 1 (ages 65 to 74 years) -0.238 0.225 -0.680 0.203

Elderly 2 (age s 75 years an d older) -0.624 0.291 -1.193 -0.054*

†Elderly (ages 55 to 64 years)

Social Su pport 0.034 0.316 -0.586 0.654

Church attendance -0.151 0.239 -0.619 0.317

 Intercept -1.459 1.042 -2.501 -0.417

N =1,026, Log likelihood = 153.013, Pearson Good  of Fit test: Chi-square =

106.479, P=0.971, †Reference group, *p < 0.05, **p < 0.01, ***p < 0.001

Tab le 4: Resu lt s o f t he  P rob it  analys is  of  heal th  st atus  by  some Soc iodem ograp hic

variables

Va riable Estim ate Std. 95%  Confidence

Error Interval

--------------------------------

Low er Upp er 

Life Satisfaction 0.381 0.251 -0.109 0.872

Employed 0.385 0.609 -0.809 1.579

Primary schooling -0.421 0.272 -0.956 0.113

Secondary and beyond 0.886 0.489 -0.074 1.845

†No formal education

Health  Retirement plan -0.456 0.388 -1.217 0.306

Household H ead 0.058 0.330 -0.590 0.705

Married 0.033 0.217 -0.392 0.459

Separated, Divorced or Widow ed -0.073 0.321 -0.703 0.557

†Never m arried

Professional 0.081 0.316 -0.539 0.701

Childhood Health Status -0.414 0.246 -0.897 0.068

Area of residence (1=Urban) -0.522 0.223 -0.959 -0.085*

Elderly 1 (ages 65 to 74 years) -1.067 0.228 -1.513 -0.622***

Elderly 2 (age s 75 years an d older) -1.576 0.283 -2.130 -1.022***

†Elderly (ages 55 to 64 years)

Social Su pport 0.666 0.331 0.016 1.315*

Church attendance -0.052 0.243 -0.528 0.424

Intercept 0.785 0.722 0.063 1.507

N=1,026, Log likelihood = 149.068, Pearson Goo d of Fit test: Chi-square =

102.798, P = 0.985, †Reference group, *p < 0.05, **p < 0.01, ***p < 0.001

correlation between happiness and health status of elderly

men in Jamaica, and it goes further to show that happiness

cannot be a predictor of health status as well as health

status cannot be a predictor of happiness. Happiness was

found not to correlate with health status of elderly men in

Jamaica nor was health status associated with happiness;

and that there was no difference based on area of

residence. This denotes that happiness does not provide an

understanding of health status and vice versa as well as

the fact that overall life satisfaction of elderly men in

Jamaica is not explained by health status. However, life

satisfaction was a predictor of happiness for older men.

In this research health status does not influence

happiness which is contrary to the other studies (Siahpush

et al., 2008; Borghesi and V ercelli, 2007; Kahneman and
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Riis, 2005; Easterlin, 2003; Brickman et al., 1978; Stutzer

and Frey 2003; Frey and Stutzer, 2002a, b; Blanchflower

and Oswald, 2004; Argyle, 1999; Michalos et al., 2002).

One scholar went further than the negative statistical

association between happiness and health status when he

argued that over life’s course, happier people were

healthier people, which suggest that correlation is even in

later life for both sexes. This study cannot concur with

such a finding as there is no statistical relationship

between happiness and health status at older ages for men

in Jamaica, suggesting that happiness is not a good

predictor of health status. Happiness therefore can be used

to proxy health status of older men in Jamaican.

Research literature has long established that life

satisfaction and happiness are estimates for each other and

encapsulate the overall experiences of the individual

(Selim, 2008; Siahpush et al., 2008). Happiness is a

crucible pursuit of human existence (James 1902).  It is

multidimensional and thus justifies its usage in measuring

wellbeing instead of a traditional approach of income per

capita (Gross Domestic Product per capita, GDP) (Diener

et al., 2002; Diener, 1984, 2000; Easterlin, 2003; Diener

et al., 1999) Happiness which was first introduced by a

psychologist (Diener, 1984) as a subjective measure in

assessing wellbeing has been accepted by some

economists as a good proxy for wellbeing (Graham, 2008;

Borghesi, and V ercelli, 2007; Mahon et al., 2005; Layard,

2006; Easterlin,  2001; Veenhoven,  1993; Argyle, 1999;

Stutzer and Frey, 2003; Easterlin, 2003; Brickman et al.,

1978; Frey and Stutzer,  2002a, b; Blanchflower and

Oswald, 2004). Based on this established fact,

information is now available on the multidimensional

state of elderly men in Jamaica. Although happiness is

fluid, the current study has revealed that a small

proportion of elderly men in Jamaica reported that they

were always happy (approximately 5 out of every 100)

compared to 24 out of every 100 who claimed they were

rarely happy. Embedded in this finding is the negative

psychological state of many elderly people as this is

reflected in their happiness (or unhappiness); and their

happiness is not influenced by their health status.

Lyubomirsky (2001) forwarded a number of issues

that justified happy from unhappy people. She identified

‘comfortable income’, ‘robust health’, supportive

marriage’, and ‘lack of tragedy’ or ‘trauma’ in the lives of

people as factors that distinguish happy from unhappy

people.  In this study, 44% were married; 88% heads of

household; 26% employed; 54% retired, 83% had primary

or elementary education, for those who are employed 93%

earned less than US $283.23 per month (Ja$70.61=1US$)

and although those variables were found not to

statistically influence happiness, the aforementioned

studies declared that they do.  According to Borghesi, and

Vercelli (2007), education, employment status, social

capital and environmental variables influence happiness;

this is not the case for older men in Jamaica. Neither is

marital status, occupational type, social support or church

attendance.  However,  Borghesi  et  al.  (2005)  and

Smith et al. (2005) identified that educational attainment;

employment status; social support; genetic endowment;

and the social (Fowler, and Christakis, 2008) and physical

milieu are correlated with happiness and w hile this is not

the case for older men in Jamaica; those variables do

influence life satisfaction (Mroczek, and Spiro, 2005;

Gwozdz, and Sousa-Poza, 2009) which indirectly impact

health status.  

According to Gwozdz, and Sousa-Poza (2009) life

satisfaction decline with old age, which may explain why

in the current study only 4 out of every 100 Jamaican

older men reported being always happy and 30 out of 100

reported being happy most of the time. Like the literature

this study concurs that there is a correlation between life

satisfaction and marital status; life satisfaction and

occupation; and life satisfaction and area of residence; but

they were weakly related to each other. However, it was

revealed also that there was no significant statistical

association between employment status and life

satisfaction, and life satisfaction and income, suggesting

that the variables which influence life satisfaction as well

as happiness for the elderly men are not necessarily the

same as those that affect happiness or life satisfaction of

the population (Selim, 2008; Siahpush et al., 2008).

Furthermore, another important finding is the disparity in

factors that influence life satisfaction or health status of

older men in Germany and Jamaica (Gwozdz and Sousa-

Poza, 2009).

With the down turn in the American economy,

Jamaicans have been experiencing a significant reduction

in remittances, which act as an income for many families

including the elderly. This will further erode the life

satisfaction of elderly men as they will be incapacitated

by the inability to afford basic necessities and their

independence will be threatened, as they must now seek

the assistance of church, friends and other social networks

in order to survive. Although social networking and

employment status were not found to be statistical

associated with happiness in the current work, men equate

the ability to provide for their families and spend on

particular things, as they desire, as apart of their

happiness. Hence, income or wealth is a good predictor of

happiness for this cohort (Frey and Stutzer, 2002a, b;

Borghesi and Vercelli, 2007; Graham, 2008), not having

data on wealth hampers a possible explanation instead of

many of the other variables that were tested. 

The literature has provided a plethora of studies that

showed the correlation between happiness and health

status; but this is not the case for elderly men in Jamaica.

Using stratified probability sampling technique of 2,000

elderly men, this study found no association between the

happiness and current health status, and vice versa. What

accounts for this disparity?  While health and happiness

are correlated in the general populace of the world, other
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nations, and many countries outside of Jamaica, it is not

the case for men ages 55 years and older in Jamaica based

upon men’s unwillingness to seek openly and truthfully

about their health. This brings into question the validity of

value judgement or the self-reported health of this study.

The validity of using people’s assessment of their life

satisfaction and health is old and has already been

resolved. Nevertheless, it will be succinctly forwarded

here for those who are not cognizant of this discourse.

Scholars have established that there  is a statistical

association between subjective wellbeing (self-reported

wellbeing) and objective wellbeing (Diener, 2000; Lynch,

2003) and Diener (1984) went further when he found a

strong correlation between the two variables. Gaspart

(1998) opined about the difficulty of objective quality of

life (GDP per capita) and the need to use self-reported

wellbeing in assessing wellbeing of people. He wrote, “So

its objectivism is already contaminated by post-welfarism,

opening the door to a mixed approach, in which

preferences matter as well as objective wellbeing”

(Gaspart, 1998) which speaks to the necessity of using a

measure that captures more to the this multidimensional

construct than continuing with the traditional income per

capita approach. Another group of scholars emphasized

the importance of measuring wellbeing outside a

welfarism and/or purely  objectification, when they said

that “Although GDP per capita is usually used as a proxy

for the quality of life in different countries, material gain

is obviously only one of many aspects of life that

enhances economic wellbeing” (Becker et al., 2004) and

that wellbeing depends on both the quality and the

quantity of life lived by the individual (Easterlin 2001). 

The discourse of subjective wellbeing using survey

data cannot deny that it is based on the person’s

judgement, and must be prone to systematic and non-

systematic biases (Schwarz and Strack, 1999). In an

earlier work, Diener (1984) argued that the subjective

measure seemed to contain substantial amounts of valid

variance. This w ill not be addressed in this paper, as this

is not the nature or its scope. Despite this limitation, a

group of economists noted that ‘happiness or reported

subjective well-being is a satisfactory empirical

approximation to individual utility’ (Frey and Stutzer,

2005) and this is a rationale for its usage in wellbeing

research. 

The current study has not only provided pertinent

research information on happiness v health status in

elderly men in Jamaica, it also examined health status and

happiness as well as other variables such as childhood

health status, life satisfaction and some other

sociodemograph ic var iables . Life  sat isfact ion;

employment status; education; health insurance; head of

household; marital status; childhood health status; church

attendance; and happiness of elderly Jamaicans do not

statistically influence health status. All those variables are

well established in research literature as statistically

significant correlates with health status. Studies have

moved beyond those variables being mere correlates to

predictors of health status (Bourne, 2008a, b; Grossman,

1972; Smith and Kington, 1997; Hambleton et al., 2005;

Bourne and M cGrowder, 2009). A recently published

study on rural Jamaican by Bourne, and McGrowder

(2009) identified  12 explanatory predictors of good health

and another by Bourne (2008b) found 11 predictors of

wellbeing of aged Jamaicans. The aforementioned studies

are different from the current as there  is a difference in

regards to the measurement of health status. Those studies

operationalized health (or subjective w ellbeing) as health

conditions whereas this one used general self-reported

health status, which is keeping with literature (Grossman,

1972; Smith and Kington, 1997; Hambleton et al., 2005),

but departs in respects to the predictors.

There is a convergence of predictors as this study

concurred with the literature that ageing is associated with

lower health status; social support (Fowler and Christakis,

2008), and the place of residence are determinants of

health status. Area of residence is not only a correlate of

health status; but the current study found that elderly men

who lived in urban areas have lower health status,

suggesting that healthier old men in Jamaica resided in

rural areas. 

Functional capacity of the elderly is well established

in health literature as influencing health status and by

extension happiness (Yi and Vaupel, 2002; Bogue, 1999).

The young-old (ages 60 to 64 years) are more likely to be

the most functioning as the organism is just beginning the

transition into the aged arena (Erber, 2005; Brannon and

Fiest, 2004). This phenomenon means that human

mortality increases with age of the human adult, but that

this becomes less progressive in advance ageing.  Thus,

biological ageing is a process w here the human cells

degenerate with years (i.e. the cells die with increasing

age), which explains the inverse association between

ageing and subjective wellbeing (Netuveli et al., 2006;

Prause et al., 2005). Bogue (1999) summarized the

characteristics of three elderly cohorts (young-old – ages

60 to 74; aged or old-old – 75 to 84 years and oldest old -

85+ years), when he showed that as the elderly ages from

young-old to aged their health problems increased from

low to moderate and thus increased to high for the oldest-

old and that this is similar to their physical disability.

Performance of Activities of Daily Living (ADL) is

used to describe the functional status of a person.   It is

used to determine a baseline level of functioning and to

monitor improvement in activities of daily living (ADL)

overtime.   There are systems such as the Katz ADL tool

that seek to quantify these functions and obtain a

numerical value. These systems are useful for the

prioritizing of care and resources. Generally though, these

should be seen as rough guidelines for the assessment of

a patient’s ability to care for themselves.  Scoring the

ADL findings (Katz et al., 1970; 1993) Independence on
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a given function received a score of 1 point while if

dependent, 0 point was given. There were 14 items

(including daily activities; household chores; shopping;

cooking; paying bills). The reliability of the items was

very high, " = 0.801. Total scores thus could range from

0-14 with lower scores indicating high dependence and

higher scores indicating grea ter independence.

Instrumental Activities of Daily Living (IADL) The

Instrumental Activities of Daily Living tool (IADLs;

Lawton, and Brody, 1969) was the basis for assessing

participants’ difficulty with IADL.  IADL are those

activities whose accomplishment is necessary for

continued independent residence in the community.  

The independent activities of daily living are more

sensitive to subtle functional deficiencies than ADL’s and

differentiate among task performance including the

amount of help needed to accomplish each task .  Due to

the fact that the study was being conducted among men

only, some tasks, which are normally done by women,

would not apply. Thus consistent with international

practice, the University of Wollongong’s modified IADL

functional ability scale which uses a scale of 5 points for

men and eight for women to assess the IADL functional

ability of men in the study (Centre of Health Service

Development, 2001).  Consequently the domains of food

preparation, laundry and housekeeping were omitted in

this study with regard to the Instrumental Activities of

Daily Living for older men. Scoring the IADL: IADL

scores reflect the number of areas of impairment, i.e. the

numbers of skills/domains in which subjects are

dependent. Scores range from 0-5. Higher scores thus

indicate greater impairment and dependence. 

Hence, Functional status is the summation of ADL

and IADL. Cohen and Holliday (1982) stated that

correlation can be low/weak (0–0.39); moderate

(0.4–0.69), or strong (0.7–1). Hence, high dependence

ranges from 0 to 5.5; moderate dependence is from 5.6 to

9.7 and low dependence (ie independence) ranges from

9.8 to 14. Independence means without supervision,

direction, or active personal assistance. The performance

on the functions can be further classified and analyzed

using the format below. The classification recognizes that

combinations of independence/dependence with respect

to particular functions reflect the different degrees of

levels of capability with respect to ADL. The

classification  outlined  below  (Katz  et al., 1970;  Katz

et al., 1993) was used to further describe the functional

status of men with regard to ADL. Based on the

aforementioned discussion on ageing and health status as

well as ageing and functional capacity, ADL and IADL

are strongly correlated which indicates that ageing and

functional capacity should not be a separate independent

variable as there would be high multicollinearity between

those two factors. Hence, ageing category was used

instead of functionality capacity as an independent

variable.

CONCLUSION

The current work has shown that happiness is not
influenced by health status nor is it determined by
employment status, educational attainment; marital status;
church attendance or any other form of social networking
which means that health status is not synonymous with
happiness nor is happiness equivalent to health status for
older men in Jamaica. Happiness is  not correlated with
health status and vice versa for elderly Jamaicans, and so
understanding happiness does not comprehend health
status. Happiness and health status cannot be used to
proxy each o ther for the elderly cohort as they are
mutually exclusive events. Happiness however, is
correlated with life satisfaction and people’s general
perception about their life is a good predictor of
happiness; suggesting that life satisfaction can measure
happiness. A qualitative assessment is needed to
understand elderly men’s value system, as this will
provide answers for the disparity between the two
phenomena. In spite of the need to do further studies on
the issue, research findings are now availab le upon which
better public policies can be framed from here onwards.
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