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INTRODUCTION

In a comprehensive literature search studies on self-rated 
well-being, quality of life and health have mostly singled 
out particular cohorts such as young adults or youth [1-4], 
population [5-11], elderly [12-26], children [27], and 
nations [28]; but none emerges that has compared factors that 
determine self-rated well-being for young adults and elderly in 
the English-speaking Caribbean, especially Jamaica. Why is 
this important? The answer to the aforementioned question is 
a multifaceted one as both groups are in the vulnerable cohorts 
and secondly, current quality of life of young adults: That is 

happiness [10,11,29], life satisfaction [1,5] or an individual’s 
perception of his/her status in life within the context of his/her 
cultural expectation, value system, standards and concerns in 
life [25], will determine future enjoyment or satisfaction in life 
and influence many things in the wider society.

Crime in Jamaica is a young adult phenomenon (ages 
15-34 years old). The extent of the vulnerability of the young 
populace is embedded in the alarming rates of attempted 
suicide; increasing crimes committed by and against them as 
well as the high rates of school-based violence [30]. Those issues 
are a result of lowered psychological well-being of many young 
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Introduction: The literature on social determinants of health has never been disaggregated by age cohort 
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cohort self-rated well-being models, examine the contribution of each factor to the different age cohort 
models and determine the factor differentials between the two age cohort models. Method: The current 
study uses secondary stratified probability cross-sectional national data collected by two reputable statistical 
organizations in Jamaica between June and October 2002. The population for this study is 9,525 Jamaicans: 
6,516 young adults and 3,009 elderly. Multiple regressions are used to determine factors for each age cohort 
model, after which stepwise multiple regression is used to examine the contribution of each factor to the 
respective parsimonious models. Findings: In general, at least 80% of the variability in self-rated well-being 
in each model can be explained by particular predisposed psychosocial factors. Money is the single largest 
determinant of well-being in this study, contributing 49% to the aged model and 45% to the young adult model. 
In the aged model, loneliness played a significant role, contributing 7%; but it plays a minor role in the young 
adult model. This was also the case for household crowding, negative and positive affective psychological 
conditions. In both the young adult and the elderly well-being models, people who dwell in rural areas have 
the least self-rated well-being. Conclusion: The findings provide pertinent information for policy direction as 
well as the interpretation of social determinants of health.
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people; then there are the socio-economic challenges caused by 
the strains of socio-economic deprivation and marginalization 
as well as the separation of their parents. The socio-economic 
realities are so adverse that the level of desperation can be 
proxy by the crime statistics (committed and arrested), suicide 
and the high-degree of deviance in schools as well as on the 
nation’s streets. Other realities of young adults in Jamaica are 
that unemployment is highest for this group, suggesting the 
low rate of economic opportunities available to them. With 
less economic opportunities, many young adults experience 
socio-economic and psychological strains that explain their 
involvement into acts of social deviance [31].

The social dilemmas that the nation face lie herein as these are 
expressed in the crime statistics. Statistics reveal that single 
female headed households have lower access to economic 
resources compared to dual parent households as well as 
male headed family units. This provides an explanation of 
the economic hardship experienced by young people in single 
headed households [32,33], and explain the pull factors into 
criminality for young adults, especially males. Agnew’s strain 
theory explains the pull factors into criminality among young 
people [32,34-36] that include unemployment, negative 
psychological conditions, socio-economic deprivation, and 
well-being issues.

This paper will not delve into a discourse on the aged men, 
elderly and their social responsibility in protecting the young 
adults; instead, we will examine the socio-economic realities of 
elderly people in an effort to provide a basis for a comparative 
analysis of their health status and that of young people. The 
Planning Institute of Jamaica (PIOJ) and the Statistical 
Institute of Jamaica (STATIN)[33] reveal that hospitalization 
for aged Jamaicans outstripped any other age cohort, and this 
is concurred by reports from the Ministry of Health (MoH). 
Hospitalization in this case does not suggest preventative 
care, but curative care and offers some explanation for the 
yearly increased hospitalization expenditure. The PIOJ [33] 
postulates that “Chronic diseases are a major threat to the 
health of a population and a drain on the resources of the 
health sector”. Data from the MoH’s Healthy Lifestyle Survey 
2000 indicate that hypertension and diabetes accounted for 
31.0% of curative visits to hospitals, and we should note here 
that hypertension and diabetes are substantially an elderly 
phenomenon. Furthermore, the PIOJ [33] publishes that the 
elderly accounts for 60% of admissions to hospital for chronic 
dysfunctions and the majority of young people are brought into 
for injuries resulting from gun shots, knife wounds, and other 
instruments.

Theoretical Framework

Robert Agnew’s general strain theory

Agnew’s general strain theory (GST) is developed around 
redefining strain concept, operationalizing strain, which arises 
because of negative emotions and how this influences deviant 
acts and including conditional factors (such as religion) to 

describe personal differences in adaptations to strain. He 
conceptualized strain as “negative or aversive relations with 
others” [34]. Agnew continues that “strain as the actual or 
anticipated failure to achieve positively valued goals, strain as 
the actual or anticipated removal of positively valued stimuli, 
and strain as the actual or anticipated presentation of negative 
stimuli” [35]. Jang and Johnson contend that “GST posits that 
strain generates negative emotions that provide motivation for 
deviance as a coping strategy because such emotional forces 
create pressure for corrective action” [36].

Agnew’s GST purports that negative emotions influence 
delinquency and crime [37]. This means that emotions like 
anger and aggression positively affect deviance and crime. 
Agnew believes that internal (self-esteem and self-efficacy) and 
external (interpersonal relations among people) directedness 
of negative emotions do influence deviant coping as well as 
crime [34]. If strain increases negative emotions, then we 
can extrapolate from Agnew’s forwards that the most critical 
emotional reaction to strain is negative emotions, which offers 
an insight into how strain decreases well-being, explain the 
cyclical result of negative emotions on health and its effect on 
social deviance as well as crime. Those who suffer frequently 
from minor health problems and lack resources to afford proper 
medical care are expected to experience elevated levels of health-
related strain, negative emotional affect, and report engaging 
in more delinquent acts” [38].

Health function

The framework that fosters this interpretation of data and 
allows for the structuring of hypotheses of this study is a 
model developed by Bourne [23] which is a modification of 
works done by Grossman [9], Smith and Kington [26] and 
Hambleton et al. [22]. Studies on health prior to Michael 
Grossman’s work are primarily exploratory as well as basic in 
how researchers analyzed data. Grossman, on the other hand, 
using data collected for the world’s population establishes a 
model that was multifactorial, which with the number of factors 
were found to simultaneous determinant the health status of 
people [9]. This is embodied in equation (Eq. 1):

Ht = ƒ (Ht-1, Go, Bt, MCt, ED) (1)

In which the Ht – current health in the time period t, stock 
of health (Ht-1) in previous period, Bt – smoking and excessive 
drinking, and good personal health behaviors (including 
exercise - Go), MCt, – use of medical care, education of each 
family member (ED), and all sources of household income 
(including current income). Grossman’s model was further 
expanded upon by Smith and Kington to include socio-
economic variables [9,26](Eq. 2).

Ht = H* (Ht-1, Pmc, Po, ED, Et, Rt, At, Go) (2)

Equation 2 expresses current health status Ht as a function of 
stock of health (Ht-1), price of medical care Pmc, the price of 
other inputs Po, education of each family member (ED), all 
sources of household income (Et), family background or genetic 
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endowments (Go), retirement related income (Rt), asset income 
(At). Notwithstanding the potency of Grossman’s work and the 
addition done by Smith and Kington, Ian Hambleton et al. 
believe that a model that was applicable to world population 
does not necessarily fit the experiences of elderly and so the 
contribution of modernization was again evident, and this was 
accomplished in 2005 in a Pan American Health Organization 
study on elderly Barbadians (ages 65 years and older)[9,26].

In a nationally representative survey of 1,508 elderly Barbadians, 
Hambleton et al., [22] found that 38.2% of the variation in well-
being of aged Barbadians can be explained by historical socio-
economic indicators, current socio-economic indicators, current 
lifestyle risk factors and disease. Lifestyle behaviors (including 
exercise, conditions relating to smoking, or non-smoking) 
account for 7.1% of the variability in well-being; historical 
conditions (such as, socio-economic experiences early in life), 
5.2%; current diseases, 33.5%; and current socio-economic 
conditions (e.g. education of the family members, household 
room density, all sources of income-including pensions and 
retirements, social networks) accounted for 4.1%. Although 
Hambleton et al. did not write a mathematical equation to 
establish their study [22], careful examination of the research 
findings reveal that it can be expressed general as:

Ht = f(S, H, L, D) (3)

Ht is the function of current socio-economic conditions, 
historical background of the person, current lifestyle variables 
and current diseases experienced by the individual.

We observe that the dependent variable in Hambleton et al. 
work is similar as they measure health status as self-rated 
health status, suggesting that although there are multifactorial 
components, the dependent variable was uni-dimensional, 
subjective health status. This delimitation is rectified by 
Bourne [24], when he measures well-being from a dual level 
approach by using material resources and health conditions of 
the elderly. He expresses this as follows (Eq. 4):

Wi = ƒ(lnPmc, ED, Ai, En, G, MS, AR, P, N, ln O, H, T, V) (4)

Where Eq. 1 is Wi is well-being of the Jamaican elderly i, 
is a function of logged cost of medical (health) care (Pmc), 
the educational level of the individual, age (Ai, where i is the 
individual), the environment (En), gender of the respondents 
(G), marital status (MS), area of residents (AR), positive 
affective conditions (P), negative affective conditions (N), 
logged household crowding (i.e. average occupancy per room)
(O), home tenure (H), property ownership (T), crime and 
victimization (V).

Like all models on examination, Bourne’s work [23], the 
researcher realizes that some pertinent and germane variables 
are omitted by the model, and so we hereby will further modify 
that model, to derive:

Wi = ƒ (ED, Ai, En, G, MS, AR, P, N, lnO, H, T, V, lnC, SS, 
HSB, L, R) (5)

Where lnC denotes logged household consumption 
expenditure per person; SS represents social support; HSB 
identifies health seeking behavior; loneliness (proxy by living 
alone), (L); and R indicates retirement income. Equation 
4 is applicable to the elderly, and using the principle of not 
allow a variable that is being used to have a non-response 
rate of more than 15%, the well-being model for the young 
adult was modified to reflect the specification of particular 
variables. Given that the income variable, Y, had more than 
40% of missing cases for the elderly it was omitted from Eq. 
5; however, this was not the case for young adult, however 
for young adults the non-response rate for social support 
(SS), was high (30%), we modified Eq. 5 to reflect the socio-
economic and psychological realities of this age cohort, which 
excluded retirement income, R, marital status, MS, as 97% of 
the age cohort were single and 3% distributed over the other 
categories. Hence, Eq. 6 will be the function what will be 
tested for young adults:

Wi = ƒ(ED, Ai, En, G, AR, P, N, lnO, H, T, V, MS, lnY, lnC, L, 
HSB) (6)

METHOD AND MEASURE

The current study uses a cross-sectional survey administered 
by the PIOJ and the STATIN between June and October 2002. 
The survey is a national stratified random of Jamaicans. Data 
are collected using a self-administered questionnaire, and this 
is collected from heads of households on all members within 
a household unit. The instrument is a modified version of 
the World Bank’s living standard survey. The Jamaica Survey 
of Living Conditions Survey (JSLC) began in 1988, and its 
emphasis is to collected data that will assess government 
policies. The JSLC on a yearly basis add different modules to 
the instrument in order to evaluate certain issues, which are 
significant to government policy [32].

This study has a population of 9,525 Jamaicans from an 
initial sample of 25,018 respondents. This research examines 
two separate social determinants model for (1) young 
adults and (2) elderly. The current study used a sampled 
population of 6,516 young adults (ages 15-30 years) and 
3,009 elderly respondents. Data were stored and retrieved 
using Statistical Packages for the Social Sciences (SPSS) for 
Windows 21.0 program. Descriptive statistics were used to 
provide information on socio-demographic characteristics of 
the sampled population, and the entry method in multiple 
regressions were used to test the general hypotheses after 
which two separate models were established that explains 
subjective well-being for the two levels - young adults and 
elderly Jamaicans. We used multiple regression analysis to 
determine predictors of well-being of each level – young 
adults and elderly – because this can assess many variables 
simultaneously. The stepwise technique in multiple 
regressions was used to determine the contribution of each 
factor to the explanatory power of each level (i.e. model) as 
we were concerned about explanatory factors and not mere 
variables, which cannot significantly contribute to the overall 
models.
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Measure

Crime Index = Σ kiTj, where Ki in the equation represents the 
frequency with which an individual witnessed or experience 
a crime, where i denotes 0, 1 and 2, in which 0 indicates not 
witnessing or experiencing a crime, 1 means witnessing 1-2, and 
2 symbolizes seeing 3 or more crimes. Ti denotes the degree 
of the different typologies of crime witnessed or experienced 
by an individual (where j=1…4, which 1 = valuables stolen, 
2 = attacked with or without a weapon, 3 = threatened with 
a gun, and 4 = sexually assaulted or raped). The summation 
of the frequency of crime by the degree of the incident ranges 
from 0 to a maximum of 51.

Well-being index = ½ [Σ material resources]− ½ [Σ health 
conditions], where higher values denote more well-being. The 
index ranges from a low of –1 to a high of 14. Scores from 0-3 
denotes very low, 4-6 indicates low, 7-10 is moderate, and 11-14 
means high well-being.

Elderly (i.e. aged, or seniors, older adults): This terminology 
refers to the chronological age beginning at 60 years and beyond. 
Elderly cohort: This is a non-dichotomous variable, with three 
categories. These are as follows: (1) Young elderly (60-74 years); 
(2) old elderly (75-84 years), and (3) oldest elderly (85+ years).

Negative affective psychological conditions: The summation 
of the number of responses from a person on having loss a 
breadwinner and/or family member, loss of property, made 
redundancy, failure to meet household and other obligations. 
The negative affective psychological conditions index ranges 
from 0 to 15.

Positive affective psychological conditions: The summation 
of the number of responses with regards to being hopeful, 
optimistic about the future and life generally. The positive 
affective psychological conditions index ranges from 0 to 8.

Household crowding: (Proxy by the average occupancy of 
persons per room). Total number of individuals living in a 
household (household size-all members) divided by the number 
of the room occupied by that household (excluding the kitchen 
and bathroom(s)).

Loneliness (or lonely elderly): This is a dummy variable proxy 
by living alone.

SS: This variable is conceptually defined as not having living 
child/(ren) and/or grandchild/(ren).

Findings

In this paper, we will examine the two models established in 
the theoretical framework, which are the two distinct levels of 
analyses that will allow us to ascertain factors that determine 
well-being of each level and make us able to examine the 
importance of particular factors to each level from which a 
critique will emerge on the similarities and dissimilarities of 
each level of analysis.

Level 1 An examination of factors that determine self-rated 
well-being of elderly

The model that will be tested is as follows:

Wi =ƒ (ED, Ai, En, G, MS, AR, P, N, lnO, H, T, V, lnC, SS, 
HSB, L, R) (5.1)

Using the principle of parsimony, the final model will 
constitute only those variables that are statistically significant 
(i.e., P < 0.05). Thus, we found that 13 of the 17 predisposed 
variables were found to be factors of well-being of aged 
Jamaicans. The 13 factors accounted for 65% of the variability 
in well-being (i.e., adjusted R2)[Table 1]. The final model is as 
follows; −75.4% of the data was used to establish this model 
(n = 2,270):

Wi = ƒ (ED, Ai, MS, AR, P, N, H, T, V, lnC, SS, L, R) (5.2)

Table 1: Well-being of elderly Jamaicans by some 
socio-demographic, psychological, and environmental variables, 
N=2,270

Coefficients Beta P Lower Upper

Constant –14.797 <0.0001 –16.552 –13.042
Lnhousehold 
consumption per person

1.802 0.578 <0.0001 1.706 1.898

Retirement income 0.659 0.129 <0.0001 0.525 0.794
Divorced, separated, 
widowed

0.276 0.056 0.001 0.119 0.433

Married
Referent group is never 
married

0.226 0.050 0.003 0.075 0.377

Area of residence – 
other towns

0.799 0.143 <0.0001 0.654 0.944

Area of residence – 
cities
Reference group - rural 
areas

1.060 0.127 <0.0001 0.844 1.277

Secondary level 
education

0.012 0.002 0.850 –0.108 0.131

Tertiary level education
Referent group is 
primary and below 
education

0.877 0.072 <0.0001 0.563 1.191

Dummy gender 
(1=males)

0.044 0.010 0.459 –0.073 0.161

Lnhousehold crowding –0.010 –0.003 0.865 –0.120 0.101
Physical environment 0.030 0.005 0.705 –0.126 0.186
Negative affective –0.056 –0.079 <0.0001 –0.076 –0.037
Positive affective 0.069 0.075 <0.0001 0.045 0.092
Landownership 0.291 0.054 <0.0001 0.154 0.427
Crime index 0.014 0.037 0.003 0.005 0.023
Age of individual –0.014 –0.051 <0.0001 –0.021 –0.007
Health seeking 
behavior

–0.531 –0.084 <0.0001 –0.687 –0.376

House tenure – rented 2.004 0.019 0.181 –0.936 4.944
House tenure – owned
Referent group is 
squatted

0.618 0.013 0.358 –0.699 1.935

Social support 0.114 0.025 0.047 0.001 0.226
Loneliness –1.340 –0.229 <0.0001 –1.521 –1.159

R=0.809; R2=0.655; Adjusted R2=0.651; ANOVA [21, 2248]=202.96, 
P=0.001
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For the current study, in descending order, the five most 
significant factors are household consumption per person, 
loneliness, retirement income, area of residence, and positive 
affective psychological conditions. To understanding the 
influence of each of the five factors of Eq. 5.2, we will 
disaggregate the explanatory power of the overall model, 
65%. Household consumption per person accounted for 
48.8% of the explanatory power of the model followed by 
loneliness (i.e. 7%), retirement income (2.5%), living in cities 
(1.8%), living in other towns (1.5%), and positive affective 
psychological conditions (1%) [Table 2]. Of importance to 
note in this study is the fact that marital status was the least 
impacting on well-being of aged Jamaica. Continuing, the 
role of SS and crime played a minimal role in determining 
well-being of the elderly population.

Level 2 Examining factors that determine self-rated well-being 
of young adults

Wi = ƒ (ED, Ai, En, G, AR, P, N, lnO, H, T, V, lnY, lnC, L, HSB)
 (6.1)

Of the sampled population for this study, 69.8% of the data are 
used to test the hypothesis (n = 4,549). Of the 15 predisposed 
variables that were tested in the hypothesis (Eq. 6.1), 10 of them 
were found to be statistically significant ones (P < 0.05). These 
factors account for 65% (i.e. adjusted R2) of the variability in 
subjective well-being of young adults [Table 3]. What is the 
contribution of particular factors to the explanatory power of the 
model (i.e. well-being of young adult Jamaicans)? Using the R2 
change [Table 4], 45.4% of the explanatory power is accounted 
for by household consumption per person, 8.6% by household 
income per person, 5.7% by household crowding, and 1.3% by 
negative affective psychological conditions.

The data revealed that there was no statistical difference in the 
self-rated well-being of males and females, as well as age and 
crime. Moreover, we found that loneliness, positive affective 
psychological conditions, tertiary level education, physical 
environment, and heath seeking behavior of young adults play a 
secondary role to five aforementioned variables [Table 4]. Thus, 
the final model for level 2 is as follows (Eq. 6.2):

Wi = ƒ (ED, En, AR, P, N, lnO, H, T, V, lnY, L, HSB) (6.2)

Limitation of Study and the Model

Well-being is a multifactorial construct, and so any measure 
of this variable must include non-economic indicators as 

Table 3: Subjective well-being of young adults by some explanatory variables, N=4,549
 Unstandardized 

coefficients
Standardized 
coefficients

t P 95% confidence 
interval

B Std. error Beta Lower Upper

Constant –15.878 0.379 –41.863 <0.0001 –16.622 –15.135
Negative affective –0.059 0.006 –0.102 –10.504 <0.0001 –0.070 –0.048
Composite crime index –0.001 0.002 –0.005 –0.511 0.609 –0.005 0.003
Logged the average occupancy per room –0.917 0.037 –0.294 –24.828 <0.0001 –0.989 –0.845
Loneliness* –0.567 0.090 –0.069 –6.321 <0.0001 –0.743 –0.391
Dummy gender (1=male) –0.011 0.035 –0.003 –0.321 0.748 –0.081 0.058
Total positive affective 0.029 0.008 0.034 3.625 <0.0001 0.013 0.045
Lnhousehold consumption per person 0.499 0.047 0.182 10.546 <0.0001 0.406 0.592
Lnhousehold income per person 1.284 0.043 0.442 30.110 <0.0001 1.200 1.368
Health seeking behavior# –0.843 0.096 –0.078 –8.796 <0.0001 –1.031 –0.655
Area residence – other towns 0.520 0.042 0.118 12.488 <0.0001 0.438 0.602
Area residence – cities 0.717 0.055 0.126 13.021 <0.0001 0.609 0.825
Reference group – rural areas

Home tenure – household rented dwelling 0.116 0.057 0.023 2.016 0.044 0.003 0.228
Home tenure – household owned dwelling 0.107 0.047 0.027 2.286 0.022 0.015 0.200
Secondary education 0.208 0.112 0.029 1.867 0.062 –0.010 0.427
Tertiary education 0.577 0.137 0.066 4.202 <0.0001 0.308 0.846
Age of individual 0.006 0.004 0.014 1.511 0.131 –0.002 0.015
Physical environment$ –0.215 0.037 –0.053 –5.779 <0.0001 –0.289 –0.142

R=0.804; R2=0.647; Adjusted R2=0.645; ANOVA [17, 4,531]=487.51, P=0.001. *This is a dummy variable, where 1=living alone, 0=otherwise. 
#This is a dummy variable, where 1=seeking health care by visits both private and public health facility, 0=otherwise. $This is a dummy variable, where 
1=being affected by landslide, dust, etc., 0=otherwise

Table 2: Disaggregation the explanatory power of factors in 
elderly well-being model
Factors of wellbeing model R R2 Adjusted R2 R2 change

Household consumption 0.699 0.488 0.488 0.488
Loneliness 0.748 0.559 0.558 0.070
Retirement income 0.764 0.584 0.584 0.025
Area of residence – other towns 0.774 0.599 0.598 0.015
Area of residence – cities 0.785 0.617 0.616 0.018
Positive affective conditions 0.792 0.627 0.626 0.010
Health seeking behavior 0.797 0.635 0.634 0.008
Tertiary level education 0.800 0.641 0.639 0.005
Negative affective conditions 0.803 0.645 0.644 0.004
Property ownership 0.805 0.648 0.647 0.003
Age 0.806 0.650 0.649 0.002
Crime 0.807 0.651 0.650 0.001
Social support 0.808 0.652 0.650 0.001
Divorced, separated widowed 0.808 0.653 0.651 0.001
Married 0.809 0.654 0.652 0.002
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well as economic indicators; because a coalesce of these two 
components capture many areas of life than a single one. This 
study measures well-being using material resources and health 
conditions, suggesting a leniency toward economic resources 
and health conditions and exclude circumstances, aspiration, 
comparisons with others, a baseline dispositional outlook on 
life. Another limitation to the study is the use of secondary 
cross-sectional survey data as it did not allow us to examine 
fundamental variables that affect well-being based on the 
literature. With respect to model, it illustrates that well-being 
is continuous over one’s lifetime as people are moving from one 
state of life to another depending on circumstances, comparison 
with others, the wider society’s climate and their aspiration. 
Hence, we are proposing a variable time, t, parameter in the 
mode-αt. Despite the limitations of the study and the model, 
an advantage that it has is its external validity-the ability to 
generalize base on the study’s research design-as well as its high 
reliability, because the same instrument was used to collected 
data from young adults and the elderly.

DISCUSSION

Self-rated well-being of young adults is primarily driven by 
the same factor as that of elderly’s well-being, household 
consumption (or income). This finding has concurred with the 
literature as it reveals that income or consumption is a critical 
determinant of well-being [8,9,28,39-41]. Embedded in this 
finding is the importance of money (or consumption) in quality 
of health, well-being or health status determinations. Money 
(or consumption), therefore, matters in present as well as future 
well-being of people; however, there are some dissimilarities of 
social determinants between the two model, young adults, and 
elderly people.

The literature has shown that there is a direct association 
between education and health, subjective well-being and/or 
self-rated well-being [9,19,28], and some scholars have refined 
the education variable by examining the quality of education 
and the typology of education’s role on well-being. Marmot [8] 
posits that it is not general education that affects health or 
well-being, but that it is quality of education and the type of 
education. He argues that college students have a higher health 
or well-being compared to other indicators and that the type 

of college they attend also has an added influence on well-
being. In this study, we did not examine the type of college or 
the quality of education received by different persons of the 
particular college; but, we concurred with Marmot’s work as the 
only college (tertiary) education affect the self-rated well-being 
of both elderly and young adults. This is a similarity between 
the two age cohorts in regard to educational attainment as 
college education in reference to primary and below education 
contributes marginally more to well-being of the elderly 
(adjusted R2 = 0.5%) compared to young adults (adjusted 
R2 = 0.2%). Another similarity exists between the cohorts as 
there is no statistical difference between the well-being of those 
with secondary level education with reference to primary and 
below education (P > 0.05).

There was some fundamental dissimilarity between the factors 
that determine well-being in each level as loneliness accounted 
for 7% of elderly’s well-being compared to 0.4% for young adults, 
suggesting that loneliness is aged phenomenon. One of the 
reasons for this disparity is embedded in the fact that young 
adults have a wider social network and so loneliness will not 
play such a dominant role in their existence compared to elderly 
people. Another rationale for the importance of loneliness in 
the quality of life of elderly is due to happenings of time on 
the life of this age cohort. The longer someone lives he/she is 
likely to lose partner(s), associates, and close relatives. Because 
of the biological conditions associated with ageing as well as 
the restrictions with ageing, social networking and loss of loved 
ones severely influence their quality of life or well-being unlike 
young people who have not transcend through those challenges 
and experiences.

Martin [42] forwarded the position that in developing countries, 
“family support” plays a significant role “to represent the 
best form of care for the elderly…” a point concurred on by 
Anthony [43] and Stecklov [44]. Anthony commented that 
the aged is sometimes felt alone because of death of the other 
partner, which may result in depression or “even low self-
esteem” [43]. It is important, then, to comprehend how social 
isolation impacts the well-being of the elderly. Steckklov, on the 
other hand, in his thesis notes that “evaluating the economic 
returns to childbearing in Cote d’lvoire” sought to prove (or 
disprove) the claim that children are economic assets to their 
parents and affirms with other studies that this is so. He finds 
that on an average, the additional child increases the elderly 
parent’s material possessions with time [44].

Eldemire [14] in a study titled “The elderly and family: The 
Jamaican Experience” sampled 1,329 seniors (60 years and over) 
using stratified sample of which 659 were males and 666 females 
found that 65.5% of the elderly supported themselves, with 
males reporting a higher self-supported (82.6%) compared to 
47.7% for females. This is supported by a study carried out by 
Franzini and others [45] in Texas where the sampled group 
was natives of Mexico. They find that SS is directly related 
to self-reported health, which is concurred by Okabayashi 
et al.’s [46] study. An important finding was that children 
provided significant financial support to mentally incompetent 
parents. Approximately 71% of children were willing to accept 

Table 4: Disaggregation the explanatory power of factors in 
young adults well-being model
Factors of well-being model R R2 Adjusted 

R2
R2 

change

Lnhousehold consumption per person 0.674 0.454 0.454 0.454
Lnhousehold income per person 0.735 0.540 0.540 0.086
Lnhousehold crowding 0.772 0.596 0.596 0.057
Dummy negative affective 0.781 0.610 0.609 0.013
Area residence – cities 0.786 0.618 0.617 0.008
Area residence – other towns 0.794 0.630 0.630 0.013
Health seeking behavior 0.798 0.636 0.636 0.006
Loneliness 0.800 0.640 0.639 0.004
Physical environment 0.802 0.643 0.642 0.003
Tertiary education 0.803 0.645 0.644 0.002
Dummy positive affective 0.803 0.646 0.645 0.001
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responsibility for their parents, with seniors who were older than 
75 years being likely to need support. “… the family continues 
to be the mainstay of care for the elderly” [14].

DaVanzo and Chan [47], using data from the Second Malaysian 
Family Life Survey - which includes 1,357 respondents of age 
50 years and older living in private households, noted that 
some benefits of co-residence range from emotional support, 
companionship, physical, and financial assistance [48], which 
have increasing influence on the quality-of-life of the widowed 
person. Paradoxically the findings of that research are that 
among unmarried seniors, there was no statistical association 
between health and co-residence [46].

Studies carried out by Uchino et al. [49] found that a relationship 
exists between SS and beneficial effects on cardiovascular, 
endocrine, and immune systems. Another study revealed that 
perceived SS was associated with lowered blood pressure [49]. 
Lindren et al.’s Research showed that working women’s who 
had a particular perceived SS were able to go through [50]. 
The Gerontology Association of London argued that the family 
provides a significant role in the life of the aged [51]. This either 
is through normal domestication or is undertaken through care 
during the illness phase of life. According to the International 
Gerontology Association, the shouldering of the socio-economic 
responsibility of age may be long or short term, and this may 
reach a state of “emotional sensitization,” that lead to the 
overwhelming feeling by the elderly that they are robbed of 
the essence of life. The behavior of the aged may be such that 
young adults and other family members consider the task of 
care a tedious, difficult and an overburdened one. This reality 
arises in an event of the aged becoming mentally incapacitated 
or the severity of the physical illness unbearable. As senility may 
become challenging for the family despite the spirit, particularly 
when the difference in years between the young and the aged 
is many years apart in a small household [51].

An important observation in the current work is the importance 
of household crowding on the well-being of the young. We found 
that crowding in a household inversely affects the well-being of 
young adults, suggesting the influence of poverty on the quality-
of-life of young adults. This is further supported by the dominant 
nature of household income on young adults’ well-being. The 
three primary factors that determine the self-rated well-being 
of young adults are all economic variables - consumption, 
income and fertility from which comes household crowding 
(or lack of). Marmot [8] opined that poverty means deprivation 
from social participation, opportunities, ignorance of issues, 
poor conditions, and overcrowding that directly influence the 
well-being of people, suggesting a challenge faced by young poor 
adults and unemployed/unprivileged young people.

Negative affective psychological condition is more critical to 
the self-rated well-being of young adults than for elderly people. 
On the other hand, positive affective psychological conditions 
are important to the elderly, but not young adults, suggesting 
that the socio-economic realities including the physical and 
social milieu are internalized by the young that is the make for 
social deviance and not the least is self-esteem, actualization, 

and social opportunities. The elderly, on the other hand, have 
accumulated particular things in their younger years that allow 
them to a certain degree of self-esteem and actualization; 
which frames a different outlook and expectation of the 
world. The young people are looking for opportunities and 
self-actualization, which are building around socio-economic 
conditions, and so the value place on those things are the driving 
force behind the emphasis that they place on negative affective 
psychological conditions.

An individual’s psychological state is a multifactorial construct 
that influence crime as well as well-being. Agnew’s GST provides 
an explanation for the association between psychological 
factors and crime [34,35]. He contends that unfulfilled goals, 
expectations and socio-economic position in life provide a 
basis for strain and legitimatized people’s engagement into 
criminal activity. The current study finds that psychological 
conditions are correlated with well-being. We went further to 
demonstrate that negative affective psychological conditions 
inversely relate to well-being and positive affective psychological 
conditions directly influence well-being. The contribution of 
each psychological condition on well-being differs based on the 
age differentials (young adults or elderly).

We found that crime determines the self-rated well-being of 
Jamaica elderly, but that its effect when coalesce with other 
factors is very small. The latter finding disagrees with the 
theoretical work of GST and Robert Agnew theorizes that 
crime influences well-being [34,35]. On the other hand, the 
young adults who are ones with the highest rates of arrest and 
crime perpetrated against, their self-rated well-being is not 
affect by crime and violence. This suggests that the perceived 
impact of crime on well-being of the vulnerable age cohorts is 
substantially lower than people think it is. Moreover, it should 
be noted here that crime’s impact on well-being may not be 
direct, but that it indirectly affects the ability of people to work, 
which affect consumption, opportunities and these will impede 
self-actualization of people.

We can conclude that HSB (or demand for health care) of two 
age cohorts impacts on their self-rated well-being, which concurs 
with the literature [9,24,28,29]. There are two crucible matters 
relating to the health demand of the studied population. Firstly, 
we found that HSB is secondary to factors such as consumption, 
retirement income, income, crowding, and area of residence for 
both groups. Secondly, health demand for elderly is marginally 
higher, 0.8% of the explained variance, than that of young adults, 
0.6% of the explained variance.

Young adults and elderly share many similarities and 
dissimilarities in respect to self-rated well-being. One of the 
similarities between the two aforementioned age cohorts is the 
primary importance of household-income and consumption; 
in addition to the area in which they live and health demand. 
Notwithstanding the fact that both models explain 65% 
of the variance in self-rated well-being, particular affective 
psychological condition plays a different role. In general, we 
observed that positive affective psychological condition is 
an important factor for the elderly, but not for young adult. 
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Diener has extensively studied psychological conditions [10,11] 
and these did not include age differentials of the matter. This 
research broadens the literature by showing that the affective 
psychological conditions differently affect the young compared 
to elderly people. The negative affective psychological condition 
plays a crucible role in determining well-being of young adults, 
but this is not the case for the elderly. The opposite holds true 
for the positive affective psychological conditions, highlighting 
the importance of age differentials in examining issues.

The negative psychological conditions measure the psychological 
state of the individual who has experienced the loss a primary 
breadwinner or close family member, separation, divorce, 
bullying, stress, death of a love one and can account for the 
crimes committed by people. Robert Agnew’s GST explains 
the correlation between negative affective conditions such as 
anger, stress, depression, moral outrage, break up, and aggression 
on crime. The GST offers insights into how the psychological 
state of the individual can result in crimes [52]. Males having 
a lower degree of self-control, they are more likely to respond 
to strain by committing crimes than females [53]. This allows 
us to understand how young adult males internalize strain 
and why crimes are higher among this age cohort. While the 
breadth of the impact of crime on young people is explained by 
GST, it does little to shed light on the no statistical correlation 
between crime and well-being among this cohort. However, 
GST offers an explanation for the association between affective 
psychological conditions and crime and loneliness being a 
negative psychological condition can be added to the well-being 
discourse.

The elderly, on the other hand, would have lost love ones, 
separation from friends, made redundant, and other social 
isolation would have increased loneliness, making it more 
important to well-being than it does for young people. Bog 
feels that social isolation increases with ageing [54] and this 
study links loneliness to lowered well-being. The present 
findings concur with the literature on loneliness and well-
being among elderly peoples as well as the direction of the two 
phenomena [55-60]. Loneliness is a negative affective condition 
as such unhappiness. Those who are unhappy are likely to enjoy a 
lower quality of life than someone is who facing positive affective 
conditions such as happiness [58-60]. Anthony declares that 
“many elderly persons who live alone are affected by loneliness 
as a result of the loss of a spouse, family members or close 
friend” [43], which can be equally applied to young people and 
explain the negative correlation of loneliness and well-being in 
this study of young adults as well as elderly people. The issue 
of loneliness goes beyond explaining lowered well-being among 
people to self-harm. Rhodes et al. [56] argues that the state 
of loneliness can be a resultant factor for future physiological 
harm to oneself, which broadens the loneliness discourse from 
psychological state and well-being to criminal activities.

When Marmot [8] writes that money can buy health status, 
it appears overly enthusiastic, and a normative position; but, 
there are some truths to that proposition. The literature on 
health status while it did not forward a similar argument 
like Marmot does show directly association between income 

and health and goes further to indicate that income plays a 
crucial role to health development [1,8,9,24-26,28]. On careful 
examination of Marmot’s proposition, there are some validity 
and truths to the pronouncement. Money (or income) affords 
nutritional intake, social environment, and medical care that 
are paramount to health maintenance and development. Money 
goes beyond health to happiness and well. Easterlin [40] finds 
a direct statistical correlation of income and happiness, which 
provides an explanation of how money (or the lack of it) changes 
psychological well-being and general health status.

In this study, income (money) was the most significant 
determinant in well-being for both the age differentials. In fact, 
income accounts for 48.8% of well-being among the elderly 
compared to 45.4% for young adults. It can be extrapolated from 
the present findings that money to more important to the well-
being of aged people than young adults, indicating that money 
is critical to well-being as well as health. It is within this reality 
that we can make sense of the World Health Organization’s 
(WHO) findings that four of every five people with chronic 
illnesses were in developing countries [61], which supports the 
lack of money and poorer health and more money and better 
health status. With income (or money) contributing highly well-
being, it goes to show that lack of money can easily create strain 
for people and provides a justification for their engagement into 
criminality as is explained by GST as well as explain changes 
in health among the poor, vulnerable (including elderly), and 
unemployed peoples.

This study establishes that there are variations in the 
psychosocial determinants of health. The WHO is the first to 
begin a discourse on the social determinants of health. The 
discourse identifies social factors of health. Bourne begins 
another discourse on the variations in the social determinants 
of health, when he uses national data for Jamaica and found 
differences in health determinants [62]. He finds that the social 
determinants of health are somewhat different for the genders 
as well as for the area of residence, indicating that factors of 
health cannot be overlooked in policy formulations even for a 
singular geographical space. The discourse on the variations 
in social determinants continues when Bourne and Eldemire-
Shearer [63] find that even among a single gender, there are 
variations in social determinants of health. Their works reveal 
that when data for men is disaggregated by social class (poor 
and wealth people); differences in social factors of health are 
identified between the two cohorts.

Variation in the social determinants of health emerges again 
when Bourne [64] varies the definitions of health from self-
reported illness to self-rated health status. The variations in 
social determinants of health did not cease there as again 
evidence emerges that highlights the differences in factors 
of health across municipalities for aged men (60+ years 
old) [65]. The differences in the social determinants of health 
are not consistent across the various constructs and income 
(or consumption) is the only factor that emerges as the leading 
social determinant of health. Another factor which is consistent 
across all the cohorts (or constructs) is area of residence 
as people who reside in rural zones had the least health or 
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well-being, and it is no different in this study. Irrespective of 
how health is measured - self-reported illness, self-rated health 
status, or self-reported well-being - consumption (or income) 
is a primary factor, which offers insight into the value of money 
in determining the outcome of peoples’ health.

The current findings and those of the literature are in keeping 
with Marmot’s work [8] that money (or income) is a crucial 
determinant in health or well-being of people. However, some 
modifications are needed to the income-health paradigm as a 
study conducted by Bourne et al. [66] on rural aged people did 
not find income to be a determinant of self-rated health status. 
Such a finding aids in a better understanding of income-health 
paradigm as income has no effect on health (or well-being) 
among aged people who dwell in particular geographical zones, 
rural communities.

CONCLUSION

Successful ageing means ageing well [61,67-70] and so this 
study provides answers to those factors that determine self-rated 
well-being of elderly as well as young adults. Consumption is a 
critical factor that improves (or otherwise) people’s well-being. 
Irrespective of the age differentials of people (young adults 
or elderly), consumption contributes almost the same degree 
of importance to well-being. The findings provide pertinent 
information that there are factor differentials of determinants 
for the young adults and the elderly, which can guide policy 
direction and the interpretation of social determinants in the 
future.
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