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Abstract: Happiness is an essential component to experience healthy ageing. Hence, understanding
the factors that contribute to happiness is important. This study aimed to determine the factors
associated with happiness among the elderly population in Malaysia. In this study, 1204 respondents
were recruited from urban and rural areas in Selangor. A face-to-face interview was conducted
using the Bahasa Malaysia version of the Japan Gerontological Evaluation Study questionnaire.
The inclusion criteria include Malaysians who are 60-years old and above and can converse in the
Malaysian language. Those who encounter less than seven scores for the Abbreviated Mental Test
were excluded from the study. Among the 1204 respondents, 953 (79.2%) were happy. Sociodemo-
graphic characteristics showed that being a men, age of 60 to 74 years, and living in urban areas were
significantly associated with happiness. A logistic regression model showed that locality (aOR 1.61),
income category (Bottom 40% aOR 0.49; Middle-class group 40% aOR 1.40), social engagement
(active aOR 1.77; less active aOR 1.25), receiving emotional support (aOR 2.11) and handgrip strength
(aOR 1.02) were significantly associated with happiness. Thus, ensuring the elderly population in
receiving emotional support and active social engagement among them can enhance their happiness
level.

Keywords: happiness; factor; elderly; Japan gerontological evaluation study

1. Introduction

As the population of the world is turning into an aged population, elderly health has
become one of the priority aspects [1]. This demographic transition will have an impact
on all aspects of society. By 2050, it is estimated that 20% of the world population will
be 60-years or older, amounting to two billion people. The 2030 Agenda for Sustainable
Development targeted healthy life for all; thus, everyone has the right to health regardless
of their age [2]. Healthy life involves not only the physical health but also the mental and
social well-being of the person, and is not only restricted to the presence of disease or
infirmity [3] but includes also happiness.

Happiness is an essential factor for healthy ageing [4]. It is defined as a positive
inner experience that results from an emotional interpretation of one’s lives and also
the individuals’ cognitive function [5], or in short how a person likes the life he or she
has [6]. The emotional component refers to pleasure (balance between comfort and pain
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or unpleasant effect), whereas the cognitive component is attributed to mental health [6].
The term happiness sometimes is interchangeable with life satisfaction. However, life
satisfaction is mostly used for overall happiness. Life satisfaction related to happiness
does not mean quality of life (QOL). The satisfaction in quality-of-life concept denotes
life results’ inner qualities, which is the subjective QOL; yet, it does not represent life
satisfaction. The concept of life satisfaction comprises the components of enduring and
life-as-a-whole [6]. The term happiness is typically used for the affective appraisal of
life, and it is synonymous with the hedonic level of effect [7]. Steptoe et al. divided
subjective well-being into three components, namely ”affective well-being”, ”eudaimonic
well-being” and ”evaluative well-being”.

Within this taxonomy, the positive feelings experienced by a person, such as happiness
and joy, were classified as affective well-being. The eudaimonic well-being focuses on
evaluations of meaning and purpose in life, including personal growth, positive relations
with others and self-acceptance. Meanwhile, the evaluative well-being concept is related
to the appraisals of how satisfied people are with their QOL [8]. Steptoe et al. have
summarized eight factors that contribute to happiness, namely education, socioeconomic
status, social network, time use and activities, stress exposure, marital status and family,
personality and genetics [9]. There are many ways to assess happiness that depend on
the type of subjective well-being components that they intend to measure and the time
period considered. The responses can be either in verbal scales, numerical scales or
graphical scales [6].

In Malaysia, study of happiness among the elderly population has not been well
investigated. A study done in the year 2016 of the Malaysian adult population with
an average age of 40 years noted that most of the respondents (96%) were happy [10].
Happiness was significantly associated with high household income, employment, high
education level and being female. However, it was not significantly associated with age.
Meanwhile, a study by Park et al. [11] showed that happiness declined with age in Malaysia
and was especially low for those who were 50 years and older. Previous studies on life
satisfaction have been performed; however, in view of the period of the study, the fast-
growing numbers of elderly people in Malaysia and current changes in the socioeconomic
surrounding, we believe it is necessary for us to have a more updated study in order to
plan for proper elderly policy to be implemented.

Hence, this study aimed to determine the overall happiness and its associated factors
among the elderly population in Malaysia, focusing on social engagement and support,
education, socioeconomic status, time use and activities, depression status, marital status
and family.

2. Materials and Methods
2.1. Design and Population of the Study

A cross-sectional study was conducted among older adults aged 60-years and above
in four areas in Selangor, Malaysia from 1 December 2018 to 30 April 2020. Selangor is
a state that surrounds the capital city of Kuala Lumpur on the west coast of Peninsular
Malaysia. Selangor is the most populous state in the country with 6.53 million inhabitants
in 2020 [12]. It reflects the nation’s diversity of people and living conditions and includes
all major ethnic groups, such as Malays, Chinese people and Indians.

The method used in this study was similar to that of Safian et al. [13], whereby the offi-
cial public data on district administrative units and their population were used as sampling
frame. There are nine districts and 177 sub-districts in Selangor. Hulu Langat district, with
more than one million inhabitants, was picked as a representative of urban regions. Mean-
while, Kuala Selangor, with 0.2 million inhabitants, was chosen as a representative of rural
regions. Multi-stage cluster sampling was performed, with a probability proportionate to
the size of the elderly population. Districts, specifically Hulu Langat and Kuala Selangor,
are the primary sampling units, whereas sub-districts are the secondary sampling units.
Six sub-districts were chosen, respectively, from Hulu Langat (seven sub-districts) and
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Kuala Selangor (nine sub-districts). Ten towns/villages were randomly chosen from each
sub-district at the third sampling point. There are around 30–50 towns/villages in a typical
sub-district. With permission from the appropriate village head, the household ledgers
for the selected areas were obtained and used as the sampling system for households and
individuals. A random sampling of households with an older individual from the areas
selected was carried out. The Kish grid table was used to pick the sample when more
than one older adult in a chosen household was eligible for the analysis. The sample size
was determined using the equation n = Z2[(P(1 − P))/e2)] [14], where Z is the confidence
level, P is the prevalence of ‘good health’ among older people, and e is the error margin.
Using Z = 1.96, P = 0.3 (estimate from a previous analysis of older individuals in Japan) [15]
and e = 0.05, the initial sample size measurement was 322. The design effect of 1.5 and the
two groups of estimates (urban and rural) needed for the survey results = 966 were then
multiplied by this initial sample size. Finally, 966 was divided by 0.80 to account for an
estimated 20% non-response rate, resulting in a total sample size of 1207. Finally, with a
response rate of 99.8%, we successfully recruited 1204 respondents.

Before the interview, respondents were given a detailed description of the study,
including information sheets and consent forms. The interviews were conducted in a
private environment, face-to-face, by professional research assistants immediately after
the respondents signed the consent document and lasted 40–50 min. The study used the
Bahasa Malaysia variant of the questionnaire for the Japan Gerontological Assessment
Study (BM-Japan Gerontological Evaluation Study (JAGES)) [16], which incorporates multi-
dimensional variables for healthy ageing. The inclusion criteria for respondents were
(1) being at least 60-years of age and able to speak the Malaysian language; (2) being
registered residents of Malaysia (as the sampling frame was used for household ledgers);
(3) living at home and (4) being able to understand and consent to comply with the study.
However, if the respondent was unable to cooperate and had an Abbreviated Mental
Test score of less than seven in the screening questions, the individual was excluded.
Those who were institutionalized in nursing or old folks’ homes were also excluded. The
study has been approved by the Research Ethics Committee of the National University of
Malaysia (FF-2018-532).

2.2. Variables

The self-perceived happiness was subjectively determined by the respondents using
a single question with a scale from 0 to 10 points. In this study, happiness refers to the
overall happiness in life. The question was as follows: To what degree do you feel you are
currently happy? (Score ”0” for ”Very unhappy” and ”10” for ”Very happy”). Based on
this scale, happiness was defined as a self-rated score of 7–10 points, whereas unhappiness
0–6 points. This level of the cut points was finalized using a previous survey among
the elderly in Japan on their average happiness score, which was six points [11]. This
single question was used to measure happiness in a previous article in Japan using the
JAGES questionnaire [17].

Sociodemographic variables included age, sex, marital status and locality. Age was
categorized into the following three levels: 60–74, 75–84 and ≥85 years. On the basis of the
article by Steptoe et al., we were able to include five components, namely marital status,
socioeconomic status, education, social network and physical activities. Marital status was
categorized into married living together, married living separately, widowed and divorced
and never married. Locality was divided into rural and urban.

Socioeconomic status includes household income, education level and current em-
ployment status. For household income classification, we used the Income Structure 2019
by the Department of Statistics Malaysia [18]. B40 refers to the base group or bottom 40%,
with a monthly household income of less than RM4850, whereas M40 refers to the middle-
class group or middle 40%, with earnings between RM4851 and RM10,959 per month.
Conversely, T20 is the upper-class group or top 20%, with monthly earnings of more
than RM10959 [12].



Int. J. Environ. Res. Public Health 2021, 18, 3831 4 of 11

In the study, we used social engagement and social support in measuring social
network. Social network was measured with the frequency of engagement in group
activities. The activities that were measured were religious, volunteering, sports or clubs,
hobbies, community meetings and political meetings or events. Participation at least once
a week in any one of these activities was considered active engagement. Meanwhile, social
support was measured by asking respondents if they have someone to talk to regarding
concerns or complaints (emotional support) and who looked after them when they felt
sick and were confined for a few days (instrumental support). These variables were also
used by Park et al. in defining social support [10]. We also asked if they listen to someone’s
concerns or complaints and whether they look after someone when he/she is sick and
confined for a few days.

Physical measurements comprised the body mass index (BMI) and handgrip strength
(HGS). Weight and height were measured twice to calculate the BMI. The Malaysian
BMI classification was used as a reference [13], in which underweight is defined as
BMI < 18.5 kg/m2, normal weight as BMI = 18.5–22.9 kg/m2, overweight as BMI ≥ 23 kg/m2,
pre-obese as BMI = 23.0–27.4 kg/m2, obese I as BMI = 27.5–34.9 kg/m2, obese II as
BMI = 35.0–39.9 kg/m2 and obese III as BMI ≥ 40 kg/m2 [19]. HGS was measured using
a handgrip dynamometer with the dominant hand (T.K.K. 5001 GRIP-A; Takei Scientific
Instrument Co. Ltd., Japan). The HGS of each of the respondents was measured twice, and
the mean was taken as reading.

Physical activities for older adults were evaluated through questions regarding the
frequency of moderate exertion activities such as brisk walking, golf, dancing, farm-
ing, gardening or car washing. This later was translated to an average of 150 min
of moderate-intensity aerobic physical activity throughout the week based on the
WHO recommendation [20].

Respondents were asked about their diseases or comorbidities. These include stroke,
heart disease, diabetes, hyperlipidaemia, respiratory disease, gastrointestinal, liver or
gallbladder disease, kidney or prostate gland disease, musculoskeletal disease, including
osteoporosis and arthritis, traumatic injury, cancer, blood or immune disease, depres-
sion, dementia, Parkinson’s disease, eye and ear disease, malaria and HIV infection and
gynecological problem.

2.3. Data Analyses

To determine the associations among the study variables, chi-squared and indepen-
dent t-tests were conducted. Simple logistic and multiple logistic regressions were used to
calculate the crude and adjusted odds ratios, respectively. A p-value of <0.003 (Bonferroni
correction) was considered significant. Any variables from the simple logistic regression
with a p-value of <0.25 were candidates for the multivariable model [21]. Once the multi-
variable analysis was completed, the preliminary model was checked for multicollinearity
and interactions. Analyses were conducted using IBM SPSS version 21.0 (IBM Corp.,
Armonk, NY, USA).

3. Results

Among 1204 respondents, 953 (79.2%) reported to be happy. Of these, 57.4% were
male, the majority (82.7%) was 60 to 74 years old, 65.6% was married and 94.2% stayed
with blood-related family members (Table 1).



Int. J. Environ. Res. Public Health 2021, 18, 3831 5 of 11

Table 1. Descriptive and bivariate analysis of factors associated with happiness.

Variables N (%)
Happiness, N (%)

a p-Value
Happy Unhappy

Age group
Young old (60–74 years) 996 82.7 801 (80.4) 195 (19.6) 0.031
Middle old (75–84 years) 186 15.4 138 (74.2) 48 (25.8)

Old old (≥85 years) 22 1.8 14 (63.6) 8 (36.4)
Sex

Male 691 57.4 562 (81.3) 129 (18.7) 0.031
Female 513 42.6 391 (76.2) 122 (23.8)

Marital status
Married 790 65.6 653 (81.4) 1469(18.6) 0.023

Widowed or divorced 384 1.8 287 (74.7) 97 (25.3)
Never married 18 1.5 13 (72.2) 5 (27.8)

Household composition
Stay alone 64 5.3 54 (84.4) 10 (15.6) 0.253

Stay with blood-related family 1134 94.2 893 (78.7) 241 (21.3)
Stay with other family

(non-blood-related) 6 0.5 6 (100.0) 0 (0)

Locality
Rural 602 50.0 450 (74.8) 152 (25.2) <0.001
Urban 602 50.0 503 (83.6) 99 (16.4)

Education level
Primary or less 665 55.2 513 (77.1) 152 (22.9) 0.035

Secondary 426 35.4 341 (80.0) 85 (20.0)
Tertiary 113 9.4 99 (87.6) 14 (12.4)

Current employment status
Employed 169 14.0 139 (82.2) 30 (17.8) 0.560

Retired from job 868 72.1 682 (78.6) 186 (21.4)
Never had a job 167 13.9 132 (79.0) 35 (21.0)

Household income
B40 1094 90.9 851 (77.8) 243 (22.2) 0.001
M40 98 8.1 91 (92.9) 7 (7.1)
T20 12 1.0 11 (91.7) 1 (8.3)

a Chi-squared test, p-value < 0.003 considered significant.

3.1. Association of Happiness with Sociodemographic Factors

Happiness was significantly associated with sociodemographic factors such as age,
sex and locality, as shown in Table 1. Individuals of the younger age group (60–74 years)
were happier than those in the other two groups (p = 0.031). In terms of sex, being male
was significantly associated with happiness compared with being female (p = 0.031). In
terms of the location of residence, the elderly who lived in urban places were happier in
their daily life (p < 0.001).

3.2. Association of Happiness with Socioeconomic Status

The household income was categorized into three main groups in this study; the
respondents in the M40 group showed to be significantly happier than those in the other
two groups. In the same group, those who were employed considered themselves happier
than those in the other two groups, although the difference was not statistically significant.

3.3. Association of Happiness with Health Parameters

Happiness was significantly associated with health parameters such as moderate
physical activity, comorbidities and HGS as shown in Table 2. BMI was not significantly
associated with happiness. In terms of presence of chronic diseases or comorbidities, those
who did not have comorbidities were significantly happier (p = 0.042). Meanwhile, for
HGS measurement, those who were happy demonstrated higher HGS (mean = 26.0 kg,
SD = 8.61) than those who were unhappy.
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Table 2. Descriptive and bivariate analysis of health parameters associated with happiness.

Variables N (%)
Happiness, N (%)

a p-Value
Happy Unhappy

Physical activity
Yes 632 52.5 516 (81.6) 116 (18.4) 0.025
No 572 47.5 437 (76.4) 135 (23.6)

BMI class
Normal 223 18.5 167 (74.9) 56 (25.1) 0.145
Obese I 410 34.1 329 (80.2) 81 (19.8)
Obese II 61 5.1 44 (72.1) 17 (27.9)
Obese III 17 1.4 15 (88.2) 2 (11.8)
Pre-obese 454 37.7 370 (81.5) 84 (18.5)

Underweight 39 3.2 28 (71.8) 11 (28.2)
Comorbidity

Yes 941 78.2 733 (77.9) 208 (22.1) 0.042
No 263 21.8 220 (83.7) 45 (16.3)

Handgrip strength
Mean (SD) in kilograms 26.0 (8.61) 23.5 (7.89) b <0.001

a Chi-squared test, b Student t-test.

3.4. Association of Happiness with Social Network

Most of the respondents had engaged in social group activities as shown in Table 3.
Only 17.9% of them were not involved in any kind of group activity. Frequent engagement
in social activity was significantly associated with happiness (p ≤ 0.001). The majority
of the participants (60.6%) engaged in religious group activities, followed by community
meetings (9.6%), hobbies (5.8%), political meetings or events (2.6%), sports or clubs (2.0%)
and volunteer group activities (1.6%).

Table 3. Descriptive and bivariate analysis of social network associated with happiness.

Variables N (%)
Happiness, N (%)

a p-Value
Happy Unhappy

Social engagement
Active 687 57.1 574 (83.6) 113 (16.4) <0.001

Less active 301 25.0 230 (76.4) 71 (23.6)
Never 216 17.9 149 (69.0) 67 (31.0)

Receiving social support
Emotional

Yes 1126 93.5 902 (80.1) 224 (19.9) 0.002
No 78 6.5 51 (65.4) 27 (34.6)

Instrumental
Yes 1117 92.8 892 (79.9) 225 (20.1) 0.031
No 87 7.2 61 (70.1) 26 (26.9)

Providing social support
Emotional

Yes 1080 89.7 860 (79.6) 220 (20.4) 0.229
No 124 10.3 93 (75.0) 31 (25.0)

Instrumental
Yes 982 81.6 783 (79.7) 199 (20.3) 0.295
No 222 18.4 170 (76.6) 52 (23.4)

a Chi-squared test.

Most of the respondents received and acted as providers of social support. However,
having someone to talk to regarding their concerns and problems (p = 0.002) and someone
to look after them when sick (p = 0.031) were significantly associated with happiness. The
main person who was accountable for providing emotional support to the respondents
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was their spouse (50.2%). Conversely, the main persons that provide instrumental support
to the respondents were their children who are living with them (56.5%).

In the multivariable analysis, there were five factors associated with happiness as
follows: location, comorbidities, social engagement, receiving emotional support and HGS
(Table 4). The model correctly classified 79.1% of the respondents. Neither interaction nor
collinearity was present.

Table 4. Factors associated with happiness.

Variables Crude OR (95% CI) d p-Value Adj OR (95% CI) d p-Value

Locality
Urban 1.72 (1.29, 2.28) <0.001 1.61 (1.21, 2.16) 0.001
Rural 1.00 1.00

Income category
B40 0.32 (0.04, 2.48) c 0.274 0.49 (0.62, 3.95) c 0.506
M40 1.18 (0.13, 10.52) c 0.881 1.40 (0.15, 12.72) c 0.767
T20 1.00 1.00

Comorbidities
No 1.45 (1.01, 2.08) 0.043 1.46 (1.01, 2.11) 0.047
Yes 1.00 1.00

Social engagement
Active 2.28 (1.61, 3.25) c <0.001 1.77 (1.21, 2.59) c 0.003

Less Active 1.46 (0.98, 2.16) c 0.060 1.25 (0.83, 1.87) c 0.283
Never 1.00 1.00

Receiving emotional
support

Yes 2.13 (1.31, 3.48) 0.002 2.11 (1.28, 3.50) 0.004
No 1.00 1.00

Handgrip Strength 1.04 (1.02, 1.05) <0.001 1.02 (1.00, 1.04) 0.017
c Wald test; d likelihood ratio test. Model adjusted for age group, sex, marital status, household composition, education level, current
employment status, physical activity, BMI, receiving instrumental social support and providing emotional and instrumental social support.

In terms of locality, those living in urban areas had 61% higher odds of being happy
compared with those in rural areas. Those reported to have no comorbidities had 46% higher
odds of being happy compared with those suffering from comorbidities. Those receiving
emotional support were twice more likely to be happy compared with those not receiving
any emotional support.

4. Discussion

The findings of this study showed that 79.2% of the elderly who participated in the
study were happy and the factors that contributed to their happiness were significantly
associated with their locality, comorbidities, social engagement with the community, HGS
and receiving any emotional support. Comparatively, the BM-JAGES conducted in Japan
involving Japanese older adults aged 65 years and above showed that 68% of the partic-
ipants self-rated themselves to have overall happiness. [17]. The percentage of overall
happiness in Japan is slightly lower than that in Malaysian elderly based on our study.
With greater life expectancy in both men and women in Japan, the elderly are prone to
loneliness and social isolation. The famous Japanese word “kodokushi”, which refers to
dying alone with the corpse that remained undiscovered for a long period of time, com-
monly makes Japanese elderly anxious as they age [22]. This might contribute to the lower
percentage of overall happiness among Japanese elderly compared with the Malaysian
elderly. Peer-based intervention as one of the methods to overcome loneliness and social
isolation among the elderly has been shown to enhance happiness among them [23].

In terms of locality, the elderly living in urban areas are happier. This is similar to the
finding in a previous study conducted among elderly of age 60-years old and above at Chon-
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buri Province, Thailand, as they can have access to some hobbies or activities. The elderly
living in urban areas receive regular monthly retirement pension, whereas those in rural
areas still have to work at an advanced age as they only have subsistence allowance [24].

Multivariable analysis showed that there is no significant association between house-
hold income and happiness. A similar finding was found in a study done in Brazil involving
236 people [25]. In general, a person with a higher income is happier than one with a
lower income. Having enough money will allow one to fulfil his/her material needs, thus
affecting his/her happiness. A study done among Turkish elderly showed that low-income
levels increased the odds of being unhappy by four times [26]. By contrast, having an
income beyond one’s needs does not affect happiness [27]. The low socioeconomic status
among older people is detrimental and directly affects their mental health and subsequently
increase the risk for suicidal ideation [28]. A Korean national-level study noted that house-
hold income is associated with interpersonal trust and depressive symptoms [29,30]. In this
study, the less depressive a person is the happier he/she is. A study noted that adjusting
for depression and pension types has an effect on the happiness status [17].

Considering receiving support, older people receiving emotional support showed
a more positive view of happiness, and this was similar to that shown in studies in Iran
and Japan [31,32]. In 2018, a study was conducted in Thailand to determine the factors
that affect the QOL among the elderly population; it showed that emotional support
did contribute significantly to improving the QOL of elderly people [33]. Emotional
loneliness among the elderly has been shown to be associated with increased risk of all-
cause mortality. Emotional loneliness or not receiving any emotional support happens
due to loss or absence of a close emotional attachment figure that can provide a sense of
belonging, of companionship, and of being a member of the community [34].

A study done in the United States showed that a community-based intervention
for elderly individuals consisting of 90-min group sessions involving elderly receiving
emotional support in terms of having positive relationship among others led to a significant
increase in life satisfaction and happiness and lowered the levels of depression among
the participants [35]. This showed that emotional support among the elderly is crucial to
achieve higher levels of happiness leading to healthy ageing. Having family and friends as
support has been shown to lead to a better level of overall happiness over a stable period
during the ageing process [36].

This study also found that not having any comorbidities significantly contributed to
happiness among the elderly. A cross-sectional study conducted among elderly Nepalese
showed a similar result, i.e., that elderly individuals without depression based on a geriatric
depression scale were happier [37]. A similar finding in Iran showed elderly individuals
diagnosed with hypertension had lower happiness levels compared with those without
hypertension [38]. A similar result was obtained in one of the studies conducted among
older Korean women living alone to determine the predictors of their happiness. The
study found that happiness was negatively correlated with the number of comorbidities
and having depressive symptoms [39]. Interestingly, a study in Brazil among people with
end-stage renal failure undergoing hemodialysis showed that even though they suffered
from chronic kidney diseases, a high level of religiosity led to higher happier [40].

Based on the result, having active social engagement is significantly associated with
happiness among the elderly. Social engagement or participation among elderly individuals
refers to community-based activities and interpersonal interactions, revolving around
resource sharing, active participation and individual satisfaction. It has the elements of
individual, environmental and social background, as well as implications on the individual
and environment [41]. Individuals with low social participation were found to have a
steep decline in psychological well-being, which was not buffered by social support [42].
A similar finding was noted among Chinese elderly whereby social participation had
a profound effect on life satisfaction and depression compared with social support [43].
Moreover, individuals with high social participation tend to have more social support than
those with low participation [43] since they actively interact and mingle around. Hence,
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having active social participation was more crucial than having social support [42,43] in
determining happiness status among the elderly.

In term of HGS, the higher the mean score associated with happiness among the
elderly. This is an anthropometric measurement that is also known as arm strength that
specify the health of the arm muscle. The HGS also as the indicators of the elderly well-
being [44]. Thus, it includes the fundamental of their QOL as well the happiness in daily
living [45]. In consequence the HGS, can establish happiness among the elderly population
following healthy life style such as being physically active [46]. This was also shown in a
study conducted in the younger generation of 145 University students in British, which
showed that HGS correlated significantly (r = 0.43) with happiness as the participants
perceived themselves on the emotion [47]. Hence, HGS can either directly or indirectly
determine the happiness among the population, the young as well the elderly.

This study has its own limitations. The older people are not a homogeneous group
of frail individuals who progress rapidly towards disease and need of care. Successful
and healthy ageing can also be determined by their personality traits, which were not
explored in this study. According to Kahlbaugh et al., to have a successful ageing, being
open and teachable and having low neuroticism are important factors [48]. Therefore, the
personality traits of each elderly individual are additional factors that might contribute to
their happiness level. Second, the overall happiness level measure among the respondents
was based on a single-item questionnaire and it is a self-rated questionnaire. No confir-
matory questions followed. Nonetheless, this method of assessing overall happiness has
been commonly used in previous published studies and it is moderately reliable [49–51].
This is the limitation in the JAGES questionnaire. Thus, in the future, we plan to conduct
more studies on the life style/well-being and QOL domains among the elderly population
in Malaysia.

When considering who shall provide emotional support for the elderly, family mem-
bers are the first to be thought of. Hence, more awareness programs must be initiated
among family members regarding emotional support for their elderly. However, there are
several circumstances in which family members cannot provide support; hence, having
various sources of support is essential. Community-based services are useful for the elderly
especially for those who are living alone. Support for the elderly can be found in several
places including assisted living facilities, homes or care centers for the elderly, meal delivery
or even religious affiliations. These services can provide positive support, either emotional
or instrumental, which can help the elderly defeat loneliness and isolation.

5. Conclusions

To conclude, for the benefit of the next generation of older people, emotional support
and active social engagement among them should be assured to promote lifelong happiness.
This study has shown some determinants that we need to look at and explore further to
achieve happiness among the Malaysian elderly. Therefore, programs or activities should
be structured and established with the aim of strengthening the emotional support and
active social engagement in the elderly population.
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