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Abstract

:

Older adults are considered a vulnerable category within the population, which is exposed to an accelerated risk of functional degeneration. The purpose of this study was to explore different facilitating factors and possible existing barriers to being physically active in older age in urban areas of Romania. A cross-sectional survey was conducted among 172 participants who were asked to assess their health, on a scale from 1 to 3, and to fill out two questionnaires: 1. Physical Activity Scale for the Elderly; 2. Depression, Anxiety, and Stress Scale. Participants were also asked to specify to what extent they performed different leisure activities during the last week. SPSS was used for data analysis. The chi-squared test, t-test, ANOVA, and MANOVA emphasised the differences between participants, at p < 0.05. Regarding health condition, 27.3% of participants responded that their health was good, 53.5%—satisfactory, and 19.2%—not so good. The results showed significant differences between older adults participating in Elderly Clubs and non-participants, only in terms of PASE leisure. There were significant multivariate effects of the variables Gender and Stable life partner regarding PASE leisure. Weak negative correlations were identified between leisure physical activities and emotional state. Among the proposed leisure activities, watching TV and listening to music represented the most frequent preferences of the participants. The older adults participating in this study preferred to become involved with different physical activities, in conjunction with their habits, health, age, sex, stable life partner, and Elderly Club participation.
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1. Introduction


Older adults are considered a vulnerable category of the population, who are exposed to an accelerated risk of functional degeneration and health deterioration. The World Health Organization (2011) points out that the number of people in this age group (65+ years old) is increasing and estimates that by 2050, they will represent 16% of the global population, these individuals being at higher risk of non-communicable diseases [1]. Global AgeWatch Index emphasises a 96-country ranking, which is based on the number of people aged 60+ [2]. Thus, Switzerland ranks first, and Romania 45th, almost in the middle of this ranking. According to this statistical report, the global population over the age of 60 will reach 21.5% worldwide by 2050. In 2016, according to the National Institute of Statistics [3], there were more than 3.4 million older people (60+ years) in Romania. The European Union assumed an increase in their number to more than 5.8 million by 2050, based on Eurostat projections [4]. Unfortunately, this trend is not accompanied by an important improvement in the life expectancy of Romanian older adults, as international migration and birth rate affected the young population [5], an important economic pillar for pensions. In many countries, the retirement of the baby boomers [6,7] raises major financial concerns related to pensions, healthcare, and life insurances. According to Eurostat, in 2018, the expenditure for social protection benefits addressing Romanian older adults was EUR 14,771.34 million [8], whereas pensions represented 8% of GDP [9]. In 2020, the National Institute of Statistics mentioned an amount of RON 1500 (EUR 300) per month for the medium pension [10]. The reports of the European Commission show that the duration of pension granting in Romania is around 16.5 years, being necessary to always correlate the amount with the sustainability, when assessing the costs. However, the rate of spending on public pension systems is expected to remain stable in the coming years at the national level [11]. Unless the economic level will enhance considerably, the living standard of the elderly population remains precarious, accentuating the vulnerability resulting from financial insecurity [12], access to health care providers [13], decline of health status (e.g., motor limitations, mental health, chronic diseases), and social interactions [14], ageism [15], abuse and maltreatment [16], etc.



In order to face these challenges, older people should embrace the process of active ageing. Active ageing emerges from the continued participation of individuals aged over 55 in activities corresponding to four main fields: employment; social participation; independent, healthy, and secure living (including physical activity in this field); capacity and enabling environment [17]. Among these topics, physical activity plays a crucial role as a facilitator for a healthy lifestyle. According to the Active Ageing Index Report, Romania is placed among the Member States of the European Union that have the lowest scores recorded in the four fields considered, whereas the Nordic countries are at the top of the ranking, along with the United Kingdom [18].



Despite the health-related benefits of exercise, older adults neglect to participate in physical activities. Statistics show that approximately 45% of people aged 65 or above do not include exercise in their lifestyle behaviour [19], physical inactivity being a major concern of the public healthcare representatives worldwide [20,21]. According to Baert et al. (2011) and Bauman et al. (2012), there are different intrapersonal, interpersonal, community, and policy-based barriers that prevent older adults from participating in physical activities [22,23].



Evidence has shown that older adults avoid participating in sports activities due to fear of losing balance and falling, muscle weakness, poor coordination, low exercise capacity, and lack of a suitable activity [24,25]. Their level of physical fitness and the appropriateness of the physical activity programs act as barriers to being physically active. Coping with these reluctances may help older adults benefit from the positive effects of physical activity, such as: improved cardiovascular system, metabolic regulation, strengthened muscles and thus lower risk of falls, maintaining muscle flexibility, and fighting cognitive dysfunction [26,27,28,29,30]. Furthermore, older adults’ involvement in leisure exercises is associated with good mental health [31] and improved physical fitness. It has been demonstrated that the individuals engaged in leisure activities register a lower risk of dementia [32] and improve their health [33]. Regarding emotions, studies have shown that older adults are more likely to suffer from depression, an important factor affecting their health condition [34,35]. Depression is considered to induce increased psychological distress for this population [36]. Moreover, the overlap between depression and anxiety as a double jeopardy that affects older adults’ quality of life should be taken into account [37,38]. Older adults tend to minimise anxiety symptoms and explain them through their physical weaknesses [39], avoiding physical activities due to this negative condition. Additionally, they are prone to anxiety due to low self-confidence and reduced motor ability, as well as lack of social life, financial resources, and the possibility of being independent, along with various chronic conditions [40]. Aspects such as self-perception, self-efficacy, access, and availability will influence older adults’ motivation to be physically active [41].



Since 2000, Romanian institutions have been interested in attracting older adults to leisure activities in an organised framework, in day-care centres such as Elderly Clubs. These centres are operational within the social assistance and protection directorates, offering various activities, similar to those performed in such centres abroad (cultural, educational and physical activities, occupational therapy, volunteering, socialising, games, outdoor activities, etc.). Elderly Clubs promote social interaction between beneficiaries, which is particularly important because community support plays a facilitator role in engaging older adults in leisure activities [42].



The development of a social network reduces loneliness, depression, isolation [43], fact that provides older adults with a good health condition [44]. Regarding the psychological wellbeing of older adults generated by their intimate relationships, cohabitation and marriage were proved to bring similar positive effects [45]. The role of a stable life partner is reflected in the powerful emotional support exchanged between the two older adults, even if caring out for one partner’s health condition requires help from outside the couple [46]. The partner responsive support acts as an important determinant for the personal wellbeing, facilitating the older adult both the alleviation of stressing situations and the enjoyment of positive life experiences [47]. Moreover, self-reported poor health condition was demonstrated in single older adults, physically inactive and with lower income [48].



In this context, the main purpose of this study was to explore different facilitating factors and possible existing barriers to being physically active in older age, in urban areas of Romania.



We hypothesised that significant differences would be found between the Romanian older adults participating in Elderly Clubs and the non-participants, in terms of socio-demographic characteristics, perceived health, physical activity, and emotional states. Furthermore, we were interested in finding out if any relationships among these outcomes could be identified, as relevant cues for older adults’ lifestyle.




2. Materials and Methods


2.1. Participants


The research included 190 Romanian older adults from urban areas who were asked to participate in a study on the level of involvement of older people in physical activities. The participants were recruited during different sport promotion events organised by the research team.



The inclusion criteria were: voluntary adherence to this research, the status of retired professionals, functional autonomy, and capacity to understand the items meaning based on the explanations given by the researchers. No cognitive assessments were previewed for this research. Among the participants, 110 older adults participated in the programmes of Elderly Clubs in Bucharest (PEC—Participants in Elderly Clubs), and 80 were non-participants in such activities (NPEC—Non-Participants in Elderly Clubs).



At the time of implementing this study, the Elderly Clubs in Bucharest offered beneficiaries a wide range of cultural and social activities, but also physical activity programmes, including dance, gymnastics, physical therapy, walks, and other outdoor activities, depending on the weather conditions. Older adults had the opportunity to choose in which of them to participate, being permanently advised by physicians and PA specialists to attend at least two of the proposed physical activities during one week.



Adults who refused to sign the informed consent (12 individuals) and functionally dependent people due to health problems (6 individuals) were not included in this research. Thus, the assessment tools were applied to a group of 107 PEC and a group of 65 NPEC, all independent in their daily living activities (Figure 1).



The collection of data was anonymous and the regulations in force about the confidentiality and publication were implemented. The investigation complied with the Declaration of Helsinki concerning research on human subjects. The Local Ethics Committee (938/8 April 2019) approved the research protocol. The participants voluntarily enrolled in this study, being previously informed about their right to refuse to participate free of consequences, and of their right to withdraw from the research for whatever reason. They signed an informed consent, and the data were anonymised and amalgamated before statistics analysis.




2.2. Procedure


This cross-sectional survey was conducted as part of a broader research on the lifestyle of Romanian older adults, including investigations on their socio-demographic characteristics, health condition, eating habits, emotional states, and quality of life, along with physical activity which represents a key component. The research was carried out in urban areas, between March and December 2019.



For reaching the aim of this study, several directions of investigation were established: the challenge of becoming involved with PA, as lifestyle behaviour; the challenge of engaging in PA despite different socio-demographic characteristics; the challenge of participating in PA in accordance with the self-reported health condition; the challenge of fighting negative emotional states throughout PA participation.



Socio-demographic data such as age, sex, marital status, and stable life partner, level of education and level of monthly income were taken into account. Regarding participants’ relationship status, only the data related to a stable life partner were taken into consideration, referring to this aspect as both cohabitation and marriage.



Participants were then asked to self-report their health condition by choosing one of the following ratings: (one) good, (two) satisfactory, (three) not so good. Participants were also questioned about any medication administered for chronic conditions, the physician’s recommendations to make changes in their lifestyle behaviour, and the recommendations followed by them. These items were closed-ended (yes, no), without analysing the administrated medication and the type of chronic disease.



To identify the level of older adults’ involvement in physical activity, two assessment tools were used: one item regarding the respondents’ preferences for spending their spare time and the Physical Activity Scale for the Elderly (PASE) questionnaire. Participants were asked to specify to what extent they included among their activities during the last week, the following ones: meeting friends, neighbours; reading, studying; watching TV, listening to music; going to the theatre, cinema, concerts, or expositions; walks, trips; sports; and hobbies. They had two options for answering each variable: poor/ almost no participation and high participation.



Regarding PASE, different specialists stated that the reliability and validity of this assessment tool applied especially to older people with various musculoskeletal conditions [49,50,51]. PASE [52] includes self-reported items about leisure physical activity, household physical activity and occupational physical activity carried out during the previous week. Thus, the research participants had to fill in ten items grouped as follows: items one–six, leisure physical activity, static or dynamic activity (number of days per week and duration); items seven–nine, household physical activity (yes/no answer); item ten, occupational physical activity (paid or voluntary work). The scoring was calculated according to the PASE Manual. In this study, PASE was applied for the first time to Romanian individuals after being translated from English into Romanian by two sworn translators. Additionally, authors S.T. and C.U. refined the items according to PA-specific terminology in Romanian language. The Romanian version of the questionnaire was reversed translated in English, in order to verify the exact meaning of the items.



To investigate the participants’ emotional states, the 21-item Depression, Anxiety, and Stress Scale (DASS) [53] questionnaire was applied. This is a self-report tool for assessing three emotional states, namely depression, anxiety, and stress. The items consist of 21 statements for which participants chose an answer, thus expressing the extent to which that statement seemed more or less appropriate to them. Answers ranged from zero to three, as follows: zero—the statement never suited them, one—the statement suited them to some extent or from time to time, two—the statement suited them quite a lot or quite often, three—the statement suited them very much or almost all the time. The scoring was carried out according to the DASS Manual.



All questionnaires were filled out directly by pencil on paper, lasting between 40 min and one hour, and aimed at older adults’ lifestyle behaviour during the previous week. All administrated questionnaires were returned. The researchers offered support to the participants when answering, without any intervention on their filling, but providing them additional information when necessary. As the questionnaires were anonymous, with no consequences upon the participants’ lives, the researchers encouraged them to be sincere.




2.3. Statistics


The statistical analysis was performed using the SPSS software v20 (IBM, Armonk, NY, USA). The t-test for independent samples was used to compare PEC and NPEC, the analysed variables having a normal distribution. The normality of data distribution implied the Skewness and Kurtosis coefficients [54]. The absolute Skewness coefficient was below one [55] or the values of symmetry (Skewness) and flatness (Kurtosis) indicators were within the limits considered as normal (they do not exceed the value three for Skewness and the value eight for Kurtosis). The tests were two-sided, with a type one error set at p < 0.05 (sig.). According to Cohen, the effect size is strong when d = 0.8, medium when d = 0.5, and small when d = 0.2 [56]. Spearman’s correlations between paired data were used to analyse the relationship between the health condition items, between DASS and socio-demographic characteristics, DASS and health condition, PASE and health condition, DASS and PASE. Levene’s test allowed verifying whether the groups had equal or different variances. The analysis of variance (ANOVA) was performed to identify the differences between older adults in terms of lifestyles: PASE leisure, PASE household, and PASE total score.



In order to find out whether different variables were associated or independent, the chi-squared test was applied between the socio-demographic characteristics and participation/non-participation in Elderly Clubs. The standard values of −2 and 2 were taken into account [57].



In order to identify whether the age and sex had an impact on their participation in physical activities, Pearson’s correlations were analysed. In order to thoroughly investigate the sex influence on the level of participants’ involvement in physical activities, the group was divided into four subcategories: Men Participating in Elderly Clubs (MPEC), Women Participating in Elderly Clubs (WPEC), Men Not Participating in Elderly Clubs (MNPEC), and Women Not Participating in Elderly Clubs (WNPEC).



In order to identify the extent to which the existence of a stable partner in participants’ lives had an influence on their engagement in physical activity, the group was also divided into four subgroups: Stable Life Partner, with Club Participation; Stable Life Partner Without Club Participation; Without Stable Life Partner, but With Club Participation; Without Stable Life Partner and Without Club Participation. MANOVA was used for multiple comparisons between the subgroups of participants. Given the size of the resulting subgroups, the Gabriel’s post hoc test was used. Additionally, the Games-Howell post hoc test was applied as a nonparametric tool for comparing the created combinations of groups that had unequal variances [57]. The Waller-Duncan k-ratio t-test was also used in order to incorporate data into homogeneous groups [58].



The regression model was used to estimate which of the analysed variables would influence the challenge of being physically active, as a dependent variable. Thus, the backward analysis was applied, including all variables, testing each possible model, and eliminating one by one the irrelevant ones based on significance as a necessary condition to incorporate the variables into the model [59].





3. Results


3.1. Socio-Demographic Analysis


The socio-demographic characteristics are shown in Table 1.



The chi-squared test showed that PEC and NPEC were different depending on sex [χ2 (1) = 6.825, p = 0.009. The indicator of the effect size, the coefficient phi = 0.199 showed that the relationship between the two variables was modest. It was more likely for women to participate in Elderly Clubs. Additionally, the involvement in Elderly Clubs was different depending on Marital status [χ2(4) = 24.854, p = 0.001, indicator of effect size, coefficient phi = 0.380, showing that the relationship between the two variables was moderate. PEC and NPEC differed depending on the stable life partner [χ2(1) = 19,548, p = 0.001, the coefficient phi = 0.337 proving that the relationship between the two variables was moderate. Most of the participants involved in Elderly Clubs did not have a stable life partner. PEC and NPEC were not differing depending on Education [χ2(4) = 2.072, p = 0.558, the coefficient phi = 0.110 highlighting a weak relationship between the two variables. There were no differences between PEC and NPEC depending on personal monthly income [χ2(4) = 8.162, p = 0.086, the coefficient phi = 0.218, showing a modest relationship between the two variables.




3.2. Health Condition Analysis


In terms of health condition, 27.3% of participants responded that their health was good, 53.5%—satisfactory, and 19.2%—not so good. A total of 73.8% of older adults declared that they were receiving treatment for chronic conditions.



Regarding the self-reported health condition for the PEC group members, 32.7% of them stated that their health was good, 51.4% satisfactory, and 15.9% not so good. With reference to the treatment received for chronic conditions, the data showed that 71% were taking long-term medication, whereas 29% gave negative answers. Lifestyle change was recommended by the physician for 43% of the PEC members, and 38.2% of them said they were following this advice.



As for the NPEC group members, 18.5% stated that their health was good, 56.9% satisfactory, and 24.6% not so good. As regards the medication administered for chronic conditions, 78.5% of the NPEC members were receiving treatment, whereas 21.5% gave negative answers. Lifestyle change was recommended by the physician for 53.8% of the NPEC members, and 40% of them admitted they were following this advice.



Spearman’s correlations of the health condition items were then analysed and presented in Table 2.




3.3. Leisure Preferences


The participants’ preferences for spending their spare time are presented in Figure 2.



It was shown that there was a positive average correlation between the habit of reading during spare time and the level of education of participants (r = 0.312, p < 0.01), other correlations between socio-demographic indices and leisure being insignificant or small.



Spearman correlations demonstrated that PEC/NPEC correlates poorly with meetings with friends (r = 0.194, p < 0.05), with practicing a sport (r = 0.274, p < 0.01), with hobbies (r = 0.198, p < 0.05). The values of those who participate in the activities of a club are slightly higher than those of respondents who do not participate. PEC/NPEC correlates moderately positively with going to the theatre, exhibitions (r = 0.409, p < 0.01), taking walks, and going on trips (r = 0.325, p < 0.01). The values of those who participate in the activities of a club are higher than those of respondents who do not participate.




3.4. PASE Analysis


The questionnaire items allowed both the analysis of the two main directions of activity (leisure and household) and the calculation of PASE total score. Regarding the occupational area, 100% of the retired older adults participating in this study stated they had not been engaged in paid or volunteer professional activity during the previous week and therefore received no points for item ten. Below, only the analysis of PASE leisure, PASE household, and PASE total score subscales is presented.



The descriptive analysis for the whole group revealed that the mean score for the participation in the PASE leisure was 18.41 ± 21.09; for the PASE household subscale, the mean score was 71.88 ± 40.24, whereas for the PASE total score, a mean of 90.28 ± 50.41 was calculated.



Spearman’s correlations highlighted a weak negative relationship (r = −0.153, p < 0.05) between age and PASE leisure, and no relationship (p > 0.05) between age and PASE household. There were weak negative correlations between the self-reported health condition and PASE leisure (r = −0.191, p < 0.05) as well as between the treatment received for chronic conditions and PASE leisure (r = −0.153, p < 0.05). PASE household and PASE total score did not correlate with the treatment for chronic conditions or with the recommendations received/followed to make lifestyle changes.



As for the differentiation of older adults in the two groups depending on their participation in the activities of Elderly Clubs, the following were observed: regarding the PASE leisure subscale, descriptive statistics showed that the mean score for the PEC group participation was 22 ± 24.05; for the NPEC group, PASE leisure in the previous week recorded a mean score of 12.48 ± 13.15. Regarding the PASE household subscale, the mean score for the PEC group participation was 72.08 ± 41.77. For the NPEC group, PASE household in the previous week recorded a mean score of 71.54 ± 37.91. As for the PASE total score, the statistical analysis indicated a mean score of 94.09 ± 54.80 for the PEC group. For the NPEC group, the mean score was 84.02 ± 41.84. Significant differences between PEC and NPEC were recorded only in terms of PASE leisure (Table 3).



ANOVA for the four subcategories of participants established according to their sex and involvement in the activities of Elderly Clubs revealed the following differences. For the PASE leisure subscale, even if the condition of variance homogeneity was not satisfied, with Levene’s test indicating: F(3.168) = 11.278, p = 0.000l, the ANOVA test was applied and highlighted a significant overall difference [F(3.168) = 4.58, p = 0.004] between the four subcategories of seniors, with an average effect size (η2p = 0.076). The Games-Howell test showed that there were significant differences in PASE leisure for WNPEC compared with MPEC and WPEC. The mean score of PASE leisure for WNPEC (9.86 ± 11.59) was lower than for MPEC (28.20 ± 29.87) and WPEC (19.59 ± 21.10).



For the PASE household subscale, the condition of variance homogeneity was satisfied, Levene’s test indicating: F(3.168) = 1.899, p = 0.132. ANOVA revealed no difference [F(3.168) = 0.385, p = 0.764] between the 4 subcategories of seniors. Gabriel’s test showed that a higher score was achieved by WNPEC (76.03 ± 36.83), and the lowest score by MNPEC (66.61 ± 39.07).



Regarding the PASE total score, the condition of variance homogeneity was not satisfied, Levene’s test indicating: F(3.168) = 4.982, p = 0.002, but it was possible to apply ANOVA, which revealed no difference [F(3.168) = 1.059, p = 0.368], with a small effect size (η2p = 0.019). Gabriel’s test showed that, even if there were no statistically significant differences in the PASE total score between the four subcategories, higher values were achieved by MPEC (103.53 ± 71.36) and WPEC (90.4 ± 46.87), and lower values by MNPEC (81.97 ± 0.73) and WNPEC (85.89 ± 41.59). Additionally, the Games-Howell test was applied for all PASE subscales, and the results are included in Table A1.



The relationships between the presence of a stable life partner, the participation in the activities of Elderly Clubs, and PASE will be further analysed. For the PASE leisure subscale, even if the condition of variance homogeneity was not satisfied, Levene’s test indicating: F(3.168) = 6.926, p = 0.001, ANOVA was applied. It was shown that there was a significant statistical effect of the Stable Club Partner variable (Participation/Non-participation) on PASE leisure, F(3.168) = 4,880, p = 0.003, with a towards-medium effect size (η2p = 0.080). For the PASE household subscale, the condition of variance homogeneity was satisfied, Levene’s test indicating: F(3.168) = 1.983, p = 0.118. However, ANOVA showed that there was no significant effect of the Stable Club Partner variable (Participation/Non-participation) on PASE household, F(3.168) = 2.363, p = 0.073, with a small effect size (η2p = 0.040). Regarding the PASE total score, the condition of variance homogeneity was not satisfied, Levene’s test indicating: F(3.168) = 6.470, p =0.001, but the ANOVA test was applied. It was shown that there was a significant statistical effect of the Stable Club Partner variable (Participation/Non-participation) on the PASE total score, F(3.168) = 3.503, p = 0.017, with a small effect size (η2p = 0.059). The Waller-Duncan test revealed that NPEC having stable partners recorded the highest scores for both PASE leisure (28.68 ± 26.35) and PASE household (83.61 ± 47.82). They also recorded the highest PASE total score (112.29 ± 69.60). MANOVA (Table A2) indicated that there was a significant multivariate effect of the Stable Club Partner variable (Participation/Non-participation) on the three dependent variants (Pillai coefficient F(6.336) = 3.373, p = 0.003, η2p = 0.057).



Regarding the correlations between PASE and the participants’ preferences for leisure, the following were demonstrated: a positive average correlation between PASE leisure and walks and trips (r = 0.419, p < 0.01); a negative average correlation between household PASE and reading (r = −0.300, p < 0.01).




3.5. DASS Analysis


The descriptive statistical analysis of answers to the DASS questionnaire showed that the DASS Depression score recorded a mean of 4.90 ± 2.69. Regarding the DASS Anxiety score, the mean was 4.94 ± 3.33, and for the DASS Stress score, the calculated mean was 6.48 ± 3.29. The DASS total score recorded a mean of 16.32 ± 7.94.



Spearman’s correlations revealed that the DASS Depression score had weak negative correlations with the level of income (r = −0.220, p < 0.01). The DASS Anxiety score had weak negative correlations with the level of education (r = −0.152, p < 0.05) and the level of income (r = −0.224, p < 0.01). The DASS total score had weak negative correlations with the level of education (r = −0.166, p < 0.05) and the level of income (r = −0.182, p < 0.05). No correlations were found between DASS and stable life partner.



The DASS Depression score showed statistically significant weak positive correlations with the self-reported health condition (r = 0.262, p < 01) and medication/treatment for chronic conditions (r = 0.228, p < 01). There was also a weak negative correlation between depression and recommendations followed to make lifestyle changes (r = −0.208, p < 01). The DASS Anxiety score showed significant weak positive correlations with the self-reported health condition (r = 0.277, p < 01) and recommendations received to make lifestyle changes (r = 0.247, p < 01). Anxiety had weak negative correlations with recommendations followed to make lifestyle changes (r = −0.287, p < 01). The DASS total score showed significant weak positive correlations with the self-reported health condition (r = 0.246, p < 01), medication/treatment for chronic conditions (r = 0.167, p < 05), and recommendations received to make lifestyle changes (r = 0.220, p < 01). There was a weak negative correlation between the DASS total score and recommendations followed to make lifestyle changes (r = −0.265, p < 01).



Regarding the leisure preferences of the participants, the DASS anxiety score weakly negatively correlated with walks, trips (r = −0.179, p < 0.05) and with sports (r = −0.187, p < 0.05). Additionally, the DASS stress score weakly negatively correlated with walks, trips (r = −0.158, p < 0.05), and with sports (r = −0.188, p < 0.05). The DASS total score weakly negatively correlated with walks, trips (r = −0.192, p < 0.05), with sports (r = −0.198, p < 0.05), and with older adults’ hobbies (r = −0.211, p < 0.05).



Statistically significant weak negative correlations were identified between leisure physical activities and the level of emotional states, as follows: with depression level (r = −0.176), anxiety level (r = −0.158), and DASS total score (r = −0.179), at p < 0.05. The involvement of older adults in leisure physical activities did not correlate with their levels of stress. Their engagement in household activity indicated weak statistically significant correlations with depression (r = −0.158), stress (r = −0.165), and DASS total score (r = −0.150), at p < 0.05. The relationship between the involvement of participants in this study and their levels of anxiety was not statistically confirmed. The PASE total score showed weak negative correlations with depression (r = −0.199, at p < 0.01), stress (r = −0.185, at p < 0.05), and DASS total score (r = −0.194, at p < 0.05).



In the case of NPEC, weak negative correlations were found between leisure physical activities and stress (r = −0.288), but also between PASE leisure and DASS total score (r = −0.253), at p < 0.05. In the case of PEC, weak negative correlations were found between PASE leisure and depression (r = −0.222), but also between PASE total score and depression (r = −0.241), at p < 0.05.




3.6. Regression Model


Starting from the existing correlations among variables, nine regression models were created, following the R2adjusted value which indicated the model relevance. The normal distribution of the residuals was also confirmed, as another relevant condition for multiple regression analysis. The F coefficients were all significant at p < 0.01, but the greatest value was found for the last model (F = 11.190, p < 0.001) (Table A3).



Thus, the model number nine (R2adjusted = 0.229) was taken into account, including the variables walks, trips, age, and participation or non-participation in Elderly Clubs, as relevant for the PASE leisure-dependent variable. Based on this model, it could be explained that 22.9% come from the PASE leisure variance, with a small global effect. It can be noticed that among variables for this model, the greatest value corresponded to walks and trips (rsp = 0.422 for walks, trips; rsp = −0.216 for age; rsp = −0.184 for Participation or non-participation in Elderly Clubs). The other variables have no effect on PASE leisure.



The corresponding multiple regression equation was as follows:


PASE_leisure = 26.33 − 0.640 × Age + 6.734 × Participation or non-participation in Elderly Clubs + 16.594 × Walks, trips.













4. Discussion


The results obtained showed that the research purpose has been achieved; this survey allowed us to identify the facilitating factors and possible existing barriers to being physically active at an older age in urban areas of Romania. The older adults participating in this study preferred to become involved with different PA, in conjunction with their habits, health, age, sex, social network, stable life partner, and emotional states. In order to avoid the decline of the health condition while ageing, any risk-free physical activity should be considered as “medicine” in late life [60]. Thus, leisure and household activities were underlined in this research as the PA of the participants.



The research hypotheses were validated, emphasising several differences between the Romanian older adults who participated in activities in Elderly Clubs and the non-participants, in terms of perceived health, physical activity, and emotional states. A significant association between Participation/Non-participation in Elderly Clubs and several socio-demographic characteristics were demonstrated, such as: sex, marital status, and stable life partner. There was no association between Participation/Non-participation in Elderly Clubs and the education level or the personal monthly income.



Additionally, certain relationships were revealed between physical activity, perceived health, and emotional states, relevant for the prevention of physical disability and for the management of active ageing.



Among the proposed leisure activities, watching TV and listening to music represented the most frequent preferences of the participants (77.3%) during their spare time. The next leisure that the respondents preferred in a large extent were: walks, trips, reading, studying, meeting friends and neighbours, going to cultural events, hobbies, and sports, in this ranking order. Authors such as Rada (2018) also revealed that the leisure activities of Romanian older adults tend to be sedentary in nature, given that they mainly choose watching TV and, to a small extent, meeting friends or neighbours [21]. Similar results were emphasised in the Spanish older population, characterised by low education level, an unhealthy manner of living, and chronic diseases, who used to watch TV most of the time [61]. One could notice that the older adults’ lifestyle habits could represent a barrier to being physically active. Further research should be conducted to refine the motivational factors involved in embracing an active lifestyle, knowing that the habit of exercising is formed during the first part of ontogenesis and is transferred throughout life. However, older adults who are used to a sedentary lifestyle would need powerful resilience mechanisms to become physically active. Thus, this study opens new horizons for a cluster analysis of the cultural factors and family influences on active ageing within the Romanian population.



The results emphasised the extent to which participants engaged in a physical activity, addressing the challenge of having an active lifestyle and enjoying sustainable health-related benefits. There are studies that have demonstrated the importance of the assessment of older adults’ lifestyle factors that they can manage to a certain extent [62], but in Romania, few approaches were focused on identifying older adults’ active lifestyle. Our study highlighted that the involvement of Romanian older adults in leisure physical activities declines as they grow older. A study on UK population indicated that 62.1% of people aged between 64 and 74 years preferred walks and trips as recreational activity, whereas 37.5% of people aged 75+ became involved with the same physical activity [63]. Thus, age should be considered a barrier to being physically active for Romanian older adults participating in this study.



However, the participation of Romanian older adults in Elderly Clubs was associated with an increased level of engagement in physical activity as leisure, including walks, trips, and sports. Valuable results were found in Vietnam Elderly Clubs, where the efficacy of the proposed programs was demonstrated in terms of beneficiaries’ active lifestyle [64]. Consequently, participating in Elderly Clubs should be considered a facilitating factor for having an active lifestyle when ageing.



Overall, when comparing women to men, the differences were not statistically significant, but a slightly tendency in men to be more likely involved in leisure and physical activities has been noticed compared with women, whereas for the household activities, women recorded higher scores. According to Notthoff, Reisch, and Gerstorf (2017), it is essential to compare the physical activity of men and women in terms of different fields [65]. Their evidence-based research showed the predominance of men in most PA types, whereas women are usually involved in household chores and gardening. Additionally, a study implemented in China, addressing older adults, emphasised that women preferred mostly group exercises, whereas men predominantly participated in individual physical activities or intellectual leisure [66]. However, for the participants in our study, sex was not statistically proved to be a barrier for being physically active.



The chance to socialise and to interact with peers, as a premise for fighting loneliness, was offered to the participants in Elderly Clubs. Loneliness of older adults was shown to have a negative influence on their mental health [67], acting in the long run as a risk factor for life expectancy [68]. In our study, a significant relationship was identified between the existence of a life partner and the level of engagement of Romanian older adults in leisure physical activities. The life partner could be a strong facilitating factor and a psychological support element in the couple, especially since studies have demonstrated that loneliness in older adults is associated with loss of interest in physical activities [69], and the presence of family members with a low level of fragility [70].



In 91.9%, the participants in this study ended their professional careers according to the laws in force, i.e., men at the age of 65 and women at the age of 62, and they had a similar level of education. Most of them were receiving a monthly income between RON 1001 and RON 2000 (EUR 209—418). The challenge to deal with such a low income for their daily living did not influence the participants’ involvement in a physical activity and/or the activities of Elderly Clubs. Nonetheless, the Elderly Clubs represents one of the social programmes addressed to retired individuals, fee-free. Thus, it was not possible to identify if the pension amount represented a barrier to being physically active for the participants in this study.



Regarding the correlation between the socio-demographic indices and emotional states, it has been demonstrated that older adults with a higher monthly income tend to have lower levels of depression and anxiety. Considered as a life-threatening condition, the economic status of an older person is linked to depression symptoms. Another study carried out in Japan demonstrated that the socio-economic constraints during life were directly linked to the decline of the health condition at an older age [71]. Thus, a lower income for older adults would act as a barrier in benefiting from positive emotional states.



Studies showed that self-reported health condition was associated with longevity and the prediction of possible health issues [72]. In our research, the subjective perception of the health condition highlighted the connection between the mental and physical condition, older adults with a better self-reported health condition having the most active lifestyle and the least negative emotional states. This psychological construct of the individual’s self-image is influenced by socio-educational and cultural factors [73]. However, no correlations were found between the perception of the health condition and the investigated level of education in case of our participants. Even so, the self-reported health condition could be seen as a facilitating factor for being physically active, referring to self-confidence.



The subjective perception of the health condition determines older adults to adopt a more or less active lifestyle [74]. The challenge of participating in PA in accordance with the self-reported health condition was emphasised by the older adults involved in Elderly Clubs. The percentage of participants in the activities of Elderly Clubs who self-reported good health was higher than that of non-participants. Additionally, the participants in the activities of Elderly Clubs who did not follow treatments for chronic conditions were fewer than the non-participants in such clubs. Obviously, health condition influenced the participation of the surveyed older adults in physical activity. Physical activity guidelines for older adults include generally valid recommendations on the type, the load, and the frequency of practice [75]. Based on these landmarks, it is necessary for older adults to have their physician’s approval to perform a physical activity so that exercise does not turn into a risk factor for their health. The diagnosis of certain chronic conditions might have influenced the participation of Romanian older adults in various activities, including those performed within the Elderly Clubs. For these persons, the health condition represented a barrier in embracing an active lifestyle. The health condition could be considered both a facilitating factor and a possible barrier for being physically active at older age. Thus, the challenge of managing older adults’ health condition related to PA is still to be addressed in future research papers.



Furthermore, participants in Elderly Clubs who received medical recommendations to make lifestyle changes were less in number than individuals non-participating in such activities. However, less than 40% of the participants in this research admitted that they had not followed the physician’s recommendations to make changes in their lifestyles. A study investigating the relationship between older adults’ daily habits (including physical activity) and sleep quality on a group of 162 participants demonstrated that lifestyle adjustments have contributed to the improvement of the health condition [76]. The importance of physician’s recommendations to make lifestyle changes was also analysed by Bardach and Schoenberg (2018) who interviewed 104 older adults in this regard [77]. Their study emphasised that primary care professionals were among the main players that could trigger a lifestyle change in older adults, even though authors such as Vasiliadis et al. (2021) consider that primary care specialists need more support in order to assure consistency and build-up interventions while addressing older adults [78]. The challenge of inducing any change in our participants’ habits remains another topic to be addressed.



The level of depression in older adults participating in this research was lower as their health condition was higher and they did not follow medical treatments for chronic conditions. The fact that physical health problems disrupt the mental health of older adults by inducing states of depression and anxiety was also highlighted in other studies [79].



The level of anxiety in the investigated Romanian older adults was lower for those who self-reported good health condition and higher for those who received recommendations to change their lifestyle behaviour. Additionally, non-compliance with the physician’s recommendations to make lifestyle changes was associated with a slight increase in the levels of depression and anxiety. Authors such as Petkus et al. (2018) demonstrated that physical health, social support, and comorbidities had an influence on the levels of anxiety in older people, and thus intervention programmes for helping them to cope with this negative emotional state were recommended [80].



The results obtained demonstrated a negative association between the level of involvement in physical activities and certain negative emotional states, such as depression and anxiety. Moreover, the active habits of the participants for spending their spare time (walks, trips, sports) were associated with the emotional states. On the one hand, it was revealed that the participants involved in leisure physical activities had lower levels of depression and anxiety, benefiting from the advantages of exercise, which have already been proven in other studies [34,81]. Thus, the PA could be considered a facilitator for fighting negative emotional states. On the other hand, as this study was a cross-sectional one, based on only one snapshot assessment, it still remains to demonstrate if the already installed negative emotional state acted as a barrier to being physically active.



Furthermore, an association between the participation of older adults in Elderly Clubs, including PA leisure, and their depression level was found. Similar results were reported for the older population in Thailand [82]. This study also showed that the involvement of older adults in household activities was associated with lower levels of depression and stress. Another recent study conducted on 553 older people shows that depression is associated with the ability to independently manage the activities of daily living [83].



Overall, the regression model revealed that the challenge of being physically active, as expressed by the PASE leisure score, was addressed to a certain extent by the Romanian older adults, depending on their age, on their leisure habits such as walks, trips, and participation or non-participation in Elderly Clubs. Future research is needed in order to identify other variables to be included in this model.



Limitations


The involvement of a relatively small number of participants in this research influences the extrapolation of the results. In addition, investigating individuals from rural areas can complement in the future the analysis of the lifestyle behaviour of Romanian older adults. The method for recruiting the participants might generate a potential research bias, as the older adults involved in this study were more likely to be active individuals due to their interest towards attending different events linked to physical activity promotion.



Given that this was a snapshot assessment, the correlations between the outcomes are obviously not evidence of causal relationships. Thus, special attention should be paid to the generalisation of findings for this category of population and to the reproducibility of the research protocol.



Health condition was assessed through the participants’ own perceptions, which induced a touch of subjectivism in the assessment. The correlation at least with the information from the most recent check-up performed by the physician could remove this limit, favouring the participation of older adults in physical activities. Furthermore, future research is needed in order to identify older adults’ attitudes toward physical activities, a variable that could be also included into the regression model.





5. Conclusions


This research on Romanian older adults represents an attempt in capturing the main aspects of the phenomenon, starting from the need to fight a sedentary lifestyle and to enjoy the health-related benefits of physical activities.



Removing the barriers related to age and habits will allow Romanian older adults to explore the lifelong benefits of physical activities and successful ageing. Self-reported health revealing older adults’ self-confidence should be addressed as a baseline for providing them with physical exercises programs. Nonetheless, the relation between self-reported health and emotional states might be considered a valuable cue for engaging older adults in physical activity programs.



The social support enabled Romanian older adults’ involvement in physical activities such as for leisure. Consequently, a shared responsibility for addressing the challenge of social network and inactive lifestyle in older adults should be developed among citizens of all ages.



The participation in Elderly Clubs was associated with emotional states and active leisure preferences such as physical activity programs, sports, taking walks, going on trips, and attending exhibitions and theatre performances. Additionally, having a stable life partner might represent a facilitating factor for becoming involved in active leisure as it was demonstrated by this study.



This study underlined that the older adults’ monthly income was associated with certain negative emotions. Nonetheless, embracing an active lifestyle was negatively associated with depression and anxiety in Romanian older adults from urban areas. Therefore, older adults should address more physical activities with fee-free participation or based on any kind of discounts so that they can enjoy sustainable health-related benefits.



The current results can be viewed as efficient feedback in supporting stakeholders and policy makers involved in planning and providing social services. Elderly Clubs referred to in this study should be considered examples of good practice for helping older adults to face the challenges of being physically active.
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Table A1. PASE multiple post hoc comparisons between the 4 subcategories of participants depending on Gender variable by use of Games-Howell test.






Table A1. PASE multiple post hoc comparisons between the 4 subcategories of participants depending on Gender variable by use of Games-Howell test.





	
Variables and Subgroups of Participants

	

	
Mean Difference

	
Std. Error

	
Sig.

	
95% Confidence Interval




	
Lower Bound

	
Upper Bound






	
PASE leisure activity




	
MPEC

	
WPEC

	
8.61

	
5.96

	
0.479

	
−7.35

	
24.58




	
MNPEC

	
12.84

	
6.03

	
0.161

	
−3.30

	
28.98




	
WNPEC

	
18.34 *

	
5.81

	
0.016

	
2.713

	
33.96




	
WPEC

	
MPEC

	
−8.61

	
5.96

	
0.479

	
−24.58

	
7.35




	
MNPEC

	
4.23

	
3.52

	
0.628

	
−5.01

	
13.46




	
WNPEC

	
9.72 *

	
3.12

	
0.012

	
1.58

	
17.87




	
MNPEC

	
MPEC

	
−12.84

	
6.03

	
0.161

	
−28.98

	
3.30




	
WPEC

	
−4.23

	
3.52

	
0.628

	
−13.46

	
5.01




	
WNPEC

	
5.49

	
3.25

	
0.338

	
−3.11

	
14.09




	
WNPEC

	
MPEC

	
−18.34 *

	
5.81

	
0.016

	
−33.96

	
−2.71




	
WPEC

	
−9.72 *

	
3.12

	
0.012

	
−17.87

	
−1.58




	
MNPEC

	
−5.49

	
3.25

	
0.338

	
−14.09

	
3.11




	
PASE household activity




	
MPEC

	
WPEC

	
4.52

	
9.94

	
0.968

	
−22.01

	
31.04




	
MNPEC

	
8.72

	
11.32

	
0.868

	
−21.27

	
38.71




	
WNPEC

	
−0.70

	
10.90

	
1.000

	
−29.60

	
28.21




	
WPEC

	
MPEC

	
−4.52

	
9.94

	
0.968

	
−31.04

	
22.01




	
MNPEC

	
4.21

	
8.31

	
0.957

	
−17.80

	
26.21




	
WNPEC

	
−5.21

	
7.73

	
0.906

	
−25.57

	
15.15




	
MNPEC

	
MPEC

	
−8.72

	
11.32

	
0.868

	
−38.71

	
21.27




	
WPEC

	
−4.21

	
8.31

	
0.957

	
−26.21

	
17.80




	
WNPEC

	
−9.42

	
9.44

	
0.751

	
−34.35

	
15.51




	
WNPEC

	
MPEC

	
0.70

	
10.90

	
1.000

	
−28.21

	
29.60




	
WPEC

	
5.21

	
7.73

	
0.906

	
−15.15

	
25.57




	
MNPEC

	
9.42

	
9.44

	
0.751

	
−15.51

	
34.35




	
PASE total score




	
MPEC

	
WPEC

	
13.13

	
14.08

	
0.788

	
−24.65

	
50.91




	
MNPEC

	
21.56

	
15.12

	
0.490

	
−18.71

	
61.83




	
WNPEC

	
17.64

	
14.85

	
0.638

	
−21.97

	
57.25




	
WPEC

	
MPEC

	
−13.13

	
14.08

	
0.788

	
−50.91

	
24.65




	
MNPEC

	
8.43

	
9.35

	
0.804

	
−16.26

	
33.13




	
WNPEC

	
4.51

	
8.91

	
0.957

	
−18.94

	
27.96




	
MNPEC

	
MPEC

	
−21.56

	
15.12

	
0.490

	
−61.83

	
18.71




	
WPEC

	
−8.43

	
9.35

	
0.804

	
−33.13

	
16.26




	
WNPEC

	
−3.92

	
10.48

	
0.982

	
−31.58

	
23.73




	
WNPEC

	
MPEC

	
−17.64

	
14.85

	
0.638

	
−57.25

	
21.97




	
WPEC

	
−4.51

	
8.91

	
0.957

	
−27.96

	
18.94




	
MNPEC

	
3.92

	
10.48

	
0.982

	
−23.73

	
31.58








*. The mean difference is significant at the 0.05 level.
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Table A2. PASE multiple post hoc comparisons between the 4 subcategories of participants depending on the Stable Partner variable by use of Games-Howell test.






Table A2. PASE multiple post hoc comparisons between the 4 subcategories of participants depending on the Stable Partner variable by use of Games-Howell test.





	
Variables and Subgroups of Participants

	

	
Mean Difference

	
Std. Error

	
Sig.

	
95% Confidence Interval




	
Lower Bound

	
Upper Bound






	
PASE leisure




	

	
PEC Stable Partner

	
PEC without Stable Partner

	
−1.02

	
3.10

	
0.988

	
−9.21

	
7.18




	
NPEC Stable Partener

	
−16.57 *

	
4.96

	
0.008

	
−29.71

	
−3.42




	
NPEC without Stable Partener

	
−6.51

	
3.50

	
0.252

	
−15.64

	
2.62




	
PEC without Stable Partner

	
PEC Stable Partner

	
1.02

	
3.10

	
0.988

	
−7.18

	
9.21




	
NPEC Stable Partner

	
−15.55 *

	
4.86

	
0.013

	
−28.49

	
−2.62




	
NPEC without Stable Partner

	
−5.49

	
3.36

	
0.366

	
−14.31

	
3.33




	
NPEC Stable Partner

	
PEC Stable Partner

	
16.57 *

	
4.96

	
0.008

	
3.42

	
29.71




	
PEC without Stable Partner

	
15.55 *

	
4.86

	
0.013

	
2.62

	
28.49




	
NPEC without Stable Partner

	
10.06

	
5.12

	
0.213

	
−3.47

	
23.60




	
NPEC without Stable Partner

	
PEC Stable Partner

	
6.51

	
3.50

	
0.252

	
−2.62

	
15.64




	
PEC without Stable Partner

	
5.49

	
3.36

	
0.366

	
−3.33

	
14.31




	
NPEC Stable Partner

	
−10.06

	
5.12

	
0.213

	
−23.60

	
3.47




	
PASE household




	

	
PEC Stable Partner

	
PEC without Stable Partner

	
16.24

	
9.17

	
0.298

	
−8.05

	
40.54




	
NPEC Stable Partener

	
−6.07

	
10.09

	
0.931

	
−32.64

	
20.49




	
NPEC without Stable Partener

	
11.30

	
7.60

	
0.451

	
−8.66

	
31.26




	
PEC without Stable Partner

	
PEC Stable Partner

	
−16.24

	
9.17

	
0.298

	
−40.54

	
8.05




	
NPEC Stable Partner

	
−22.32

	
10.46

	
0.155

	
−49.99

	
5.35




	
NPEC without Stable Partner

	
−4.95

	
8.10

	
0.928

	
−26.57

	
16.67




	
NPEC Stable Partner

	
PEC Stable Partner

	
6.07

	
10.09

	
0.931

	
−20.49

	
32.64




	
PEC without Stable Partner

	
22.32

	
10.46

	
0.155

	
−5.35

	
49.99




	
NPEC without Stable Partner

	
17.37

	
9.12

	
0.238

	
−6.76

	
41.50




	
NPEC without Stable Partner

	
PEC Stable Partner

	
−11.30

	
7.61

	
0.451

	
−31.26

	
8.66




	
PEC without Stable Partner

	
4.95

	
8.10

	
0.928

	
−16.67

	
26.57




	
NPEC Stable Partner

	
−17.37

	
9.12

	
0.238

	
−41.50

	
6.76




	
PASE Total




	

	
PEC Stable Partner

	
PEC without Stable Partner

	
15.23

	
9.86

	
0.418

	
−10.83

	
41.28




	
NPEC Stable Partener

	
−22.64

	
13.60

	
0.351

	
−58.61

	
13.32




	
NPEC without Stable Partener

	
4.80

	
8.76

	
0.947

	
−18.20

	
27.79




	
PEC without Stable Partner

	
PEC Stable Partner

	
−15.23

	
9.86

	
0.418

	
−41.28

	
10.83




	
NPEC Stable Partner

	
−37.87 *

	
13.46

	
0.034

	
−73.57

	
−2.17




	
NPEC without Stable Partner

	
−10.44

	
8.55

	
0.616

	
−33.13

	
12.26




	
NPEC Stable Partner

	
PEC Stable Partner

	
22.64

	
13.60

	
0.351

	
−13.32

	
58.61




	
PEC without Stable Partner

	
37.87 *

	
13.46

	
0.034

	
2.17

	
73.57




	
NPEC without Stable Partner

	
27.43

	
12.68

	
0.148

	
−6.30

	
61.17




	
NPEC without Stable Partner

	
PEC Stable Partner

	
−4.80

	
8.76

	
0.947

	
−27.79

	
18.20




	
PEC without Stable Partner

	
10.44

	
8.55

	
0.616

	
−12.26

	
33.13




	
NPEC Stable Partner

	
−27.43

	
12.69

	
0.148

	
−61.7

	
6.30








*. The mean difference is significant at the 0.05 level.
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Table A3. Backward elimination of all independent variables for PASE leisure as dependent variable.






Table A3. Backward elimination of all independent variables for PASE leisure as dependent variable.





	
Model

	
Unstandardised Coefficients

	
Standardised Coefficients

	
t

	
Sig.




	
B

	
Std. Error

	
Beta






	
1

	
(Constant)

	
18.669

	
25.872

	

	
0.722

	
0.472




	
Age

	
−0.469

	
0.329

	
−0.141

	
−1.425

	
0.158




	
DASS depresion

	
0.295

	
0.778

	
0.038

	
0.380

	
0.705




	
EC Participation/non participation

	
4.474

	
4.342

	
0.112

	
1.031

	
0.305




	
Sex

	
−1.920

	
3.767

	
−0.047

	
−0.510

	
0.612




	
Friends

	
4.691

	
4.008

	
0.114

	
1.170

	
0.245




	
Reading, studying

	
−2.324

	
3.909

	
−0.058

	
−0.595

	
0.554




	
Watching TV, listening to music

	
−5.982

	
5.932

	
−0.099

	
−1.008

	
0.316




	
Going to cultural events

	
1.270

	
4.809

	
0.030

	
0.264

	
0.792




	
Walks, trips

	
13.462

	
4.295

	
0.336

	
3.134

	
0.002




	
Sports

	
1.581

	
5.866

	
0.026

	
0.269

	
0.788




	
Hobbies

	
8.745

	
6.053

	
0.153

	
1.445

	
0.152




	
2

	
(Constant)

	
19.299

	
25.632

	

	
0.753

	
0.453




	
Age

	
−0.479

	
0.325

	
−0.145

	
−1.475

	
0.144




	
DASS depresion

	
0.289

	
0.774

	
0.037

	
0.374

	
0.709




	
EC Participation/non participation

	
4.959

	
3.916

	
0.124

	
1.266

	
0.209




	
Sex

	
−1.891

	
3.746

	
−0.046

	
−0.505

	
0.615




	
Friends

	
4.730

	
3.985

	
0.115

	
1.187

	
0.238




	
Reading, studying

	
−2.049

	
3.748

	
−0.051

	
−0.547

	
0.586




	
Watching TV, listening to music

	
−5.883

	
5.891

	
−0.097

	
−0.999

	
0.321




	
Walks, trips

	
13.764

	
4.119

	
0.343

	
3.342

	
0.001




	
Sports

	
1.534

	
5.834

	
0.025

	
0.263

	
0.793




	
Hobbies

	
8.746

	
6.022

	
0.153

	
1.452

	
0.150




	
3

	
(Constant)

	
20.120

	
25.315

	

	
0.795

	
0.429




	
Age

	
−0.477

	
0.323

	
−0.144

	
−1.475

	
0.144




	
DASS depresion

	
0.275

	
0.768

	
0.036

	
0.358

	
0.721




	
EC Participation/non participation

	
5.100

	
3.860

	
0.127

	
1.321

	
0.190




	
Sex

	
−2.000

	
3.705

	
−0.049

	
−0.540

	
0.591




	
Friends

	
4.729

	
3.966

	
0.115

	
1.193

	
0.236




	
Reading, studying

	
−1.959

	
3.714

	
−0.049

	
−0.528

	
0.599




	
Watching TV, listening to music

	
−5.826

	
5.857

	
−0.096

	
−0.995

	
0.322




	
Walks, trips

	
13.959

	
4.032

	
0.348

	
3.462

	
0.001




	
Hobbies

	
8.940

	
5.947

	
0.157

	
1.503

	
0.136




	
4

	
(Constant)

	
23.252

	
23.642

	

	
0.984

	
0.328




	
Age

	
−0.508

	
0.310

	
−0.153

	
−1.638

	
0.105




	
EC Participation/non participation

	
5.369

	
3.768

	
0.134

	
1.425

	
0.157




	
Sex

	
−1.936

	
3.684

	
−0.048

	
−0.526

	
0.600




	
Friends

	
4.447

	
3.868

	
0.108

	
1.150

	
0.253




	
Reading, studying

	
−1.918

	
3.695

	
−0.048

	
−0.519

	
0.605




	
Watching TV, listening to music

	
−5.236

	
5.594

	
−0.086

	
−0.936

	
0.352




	
Walks, trips

	
13.739

	
3.966

	
0.343

	
3.464

	
0.001




	
Hobbies

	
8.396

	
5.723

	
0.147

	
1.467

	
0.146




	
5

	
(Constant)

	
23.551

	
23.545

	

	
1.000

	
0.320




	
Age

	
−0.541

	
0.302

	
−0.163

	
−1.792

	
0.076




	
EC Participation/non participation

	
5.251

	
3.747

	
0.131

	
1.401

	
0.164




	
Sex

	
−1.970

	
3.669

	
−0.048

	
−0.537

	
0.593




	
Friends

	
4.343

	
3.849

	
0.106

	
1.128

	
0.262




	
Watching TV, listening to music

	
−5.057

	
5.562

	
−0.083

	
−0.909

	
0.366




	
Walks, trips

	
13.745

	
3.951

	
0.343

	
3.479

	
0.001




	
Hobbies

	
7.754

	
5.567

	
0.136

	
1.393

	
0.167




	
6

	
(Constant)

	
20.322

	
22.680

	

	
0.896

	
0.372




	
Age

	
−0.539

	
0.301

	
−0.163

	
−1.792

	
0.076




	
EC Participation/non participation

	
5.062

	
3.717

	
0.126

	
1.362

	
0.176




	
Friends

	
3.957

	
3.767

	
0.097

	
1.051

	
0.296




	
Watching TV, listening to music

	
−4.752

	
5.513

	
−0.078

	
−0.862

	
0.391




	
Walks, trips

	
14.115

	
3.876

	
0.352

	
3.642

	
0.000




	
Hobbies

	
7.462

	
5.520

	
0.131

	
1.352

	
0.180




	
7

	
(Constant)

	
15.720

	
22.014

	

	
0.714

	
0.477




	
Age

	
−0.591

	
0.294

	
−0.178

	
−2.009

	
0.047




	
EC Participation/non participation

	
5.622

	
3.655

	
0.140

	
1.538

	
0.127




	
Friends

	
3.539

	
3.731

	
0.086

	
0.949

	
0.345




	
Walks, trips

	
14.263

	
3.867

	
0.356

	
3.688

	
0.000




	
Hobbies

	
6.481

	
5.394

	
0.114

	
1.202

	
0.232




	
8

	
(Constant)

	
17.401

	
21.931

	

	
0.793

	
0.429




	
Age

	
−0.574

	
0.294

	
−0.173

	
−1.953

	
0.054




	
EC Participation/non participation

	
6.056

	
3.624

	
0.151

	
1.671

	
0.098




	
Walks, trips

	
15.098

	
3.764

	
0.377

	
4.011

	
0.000




	
Hobbies

	
6.562

	
5.391

	
0.115

	
1.217

	
0.226




	
9

	
(Constant)

	
26.330

	
20.718

	

	
1.271

	
0.207




	
Age

	
−0.640

	
0.289

	
−0.193

	
−2.214

	
0.029




	
EC Participation/non participation

	
6.734

	
3.590

	
0.168

	
1.876

	
0.064




	
Walks, trips

	
16.594

	
3.566

	
0.414

	
4.653

	
0.000








Dependent Variable: PASE_leisure.
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Figure 1. Research flow chart. 
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Figure 2. Participants’ involvement in different leisure activities (%). 
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Table 1. Socio-demographic characteristics.
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	Socio-Demographic Data
	Whole Group

N = 172
	PEC

N = 107
	NPEC

N = 65





	Age
	71 [56–86] years
	71.1 [58–86] years
	69.66 [56–83] years



	Sex *
	
	
	



	Female
	65.7
	72
	52.3



	Male
	34.3
	28
	47.7



	Residence *
	
	
	



	Urban
	100
	100
	100



	Marital status *
	
	
	



	Married
	39.0
	27.3
	66.7



	Divorced
	15.1
	18.2
	7.8



	Widowed
	39.5
	47.9
	19.6



	Single
	3.5
	4.1
	2.0



	Concubine
	2.9
	2.5
	3.9



	Stable life partner
	44.8
	33.9
	70.6



	Without stable life partner
	55.2
	66.1
	29.4



	Education *
	
	
	



	Primary school
	1.7
	0.8
	3.9



	Lower secondary school
	26.7
	28.9
	21.6



	Upper secondary school
	23.3
	24.8
	19.6



	Foreman school in a profession/post-secondary
	19.2
	16.5
	25.5



	University degree
	27.3
	27.3
	27.5



	Other
	1.7
	1.7
	2.0



	Personal monthly income **
	
	
	



	Less than or equal to RON 1000 (EUR 209)
	17.4
	21.5
	7.8



	Between RON 1001–2000 (EUR 209–418)
	54.7
	53.7
	56.9



	Between RON 2001–3000 (EUR 418–628)
	20.3
	17.4
	27.5



	Between RON 3001–4000 (EUR 628–837)
	1.7
	0.8
	3.9



	Above RON 4000 (Above EUR 837)
	2.3
	2.5
	2.0



	Non answer
	3.5
	4.1
	2.0







* %. ** RON to EUR conversion according to the National Bank of Romania exchange rate as at 10 December 2019.
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Table 2. Spearman’s correlations of the health-related items, for PEC and NPEC groups.
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Health-Related Items

	
Treatment Received for Chronic Condition

	
Recommended Changes in Lifestyle

	
Implemented Recommended Changes






	
PEC




	
Spearman’s rho

	
Self-reported health

	

	
0.237 *

	
0.216 *

	
−0.274 **




	
p

	
0.014

	
0.025

	
0.004




	
N

	
107

	
107

	
107




	
Treatment received for chronic condition

	

	

	
0.263 **

	
−0.265 **




	
p

	

	
0.006

	
0.003




	
N

	

	
107

	
107




	
Recommended changes in lifestyle

	

	

	

	
−0.837 **




	
p

	

	

	
0.000




	
N

	

	

	
107




	
NPEC




	
Spearman’s rho

	
Self-reported health

	

	
0.508 **

	
0.276 *

	
−0.277 *




	
p

	
0.000

	
0.026

	
0.025




	
N

	
65

	
65

	
65




	
Treatment received for chronic condition

	

	

	
0.416 **

	
−0.397 **




	
p

	

	
0.001

	
0.001




	
N

	

	
65

	
65




	
Recommended changes in lifestyle

	

	

	

	
−0.890 **




	
p

	

	

	
0.000




	
N

	

	

	
65








* p < 0.05, ** p < 0.01.
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Table 3. T-test for PASE variables of PEC and NPEC groups.
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Levene’s Test for Equality of Variances

	
t-Test for Equality of Means




	
F

	
Sig.

	
t

	
df

	
Sig. (2-tailed)

	
Mean Difference

	
Std. Error Difference

	
95% Confidence Interval of the Difference




	
Lower

	
Upper






	
PASE_leisure

	
21.029

	
0.000

	
−2.932

	
170

	
0.004

	
−9.51

	
3.242

	
−15.925

	
−3.12




	

	

	
−3.350

	
168.450

	
0.001

	
−9.51

	
2.842

	
−15.125

	
−3.902




	
PASE_household

	
1.788

	
0.183

	
−0.086

	
170

	
0.932

	
−0.55

	
6.342

	
−13.072

	
11.982




	

	

	
−0.088

	
145.433

	
0.930

	
−0.55

	
6.192

	
−12.792

	
11.702




	
PASE_Total

	
4.371

	
0.038

	
−1.272

	
170

	
0.205

	
−10.06

	
7.913

	
−25.683

	
5.558




	

	

	
−1.357

	
161.188

	
0.177

	
−10.06

	
7.417

	
−24.709

	
4.584
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