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Abstract: The study is directed towards the growing importance of active ageing (AA). Active ageing
is a concept proposed in 1990 to recognise not only factors related to health care but also other factors
influencing the ageing of individuals and populations. In the following years, as the needs of the
ageing societies and the possibilities of meeting these needs increased, Healthy Ageing was defined.
Active ageing is one of the areas of care for older people in the Decade for Healthy Ageing. In the
study, we referred to the pillars of the AA strategy and the active ageing index (AAI) guidelines.
Research on active ageing is gaining momentum in conjunction with pursuing the Sustainable
Development Goals (SDG 2030 Agenda), especially in social inclusion. The aim of our study was to
compare EU countries in terms of seniors’ subjective assessment of AA-related activities and to check
whether the similarities and differences in the ratings of seniors from different countries changed in
2020 compared to 2018. As we did not want seniors to participate in a survey directly focused on
AA, we chose the European Social Survey database (ESS is a cross-national, representative survey
conducted every two years across Europe since 2001), ensuring that the sample was representative.
We used questions not directly related to AA. We conducted the analysis by gender and two age
groups (65-74 and 75+). In the analysis, we used Kaufman—-Rousseeuw normalisation and Ward’s
method for clustering. Our analysis resulted in four classifications in each study run. We identified
groups of countries where respondents’ assessments are similar. In addition, we identified recurring
patterns of behaviour corresponding to AA.

Keywords: active ageing; self-motivated activity; European seniors; hierarchical clustering

1. Introduction

Population ageing is a global phenomenon which has been observed for several
years, and its significance in the socio-economic areas of life of individuals and entire
societies is significantly increasing. At the same time, it becomes important to consider the
concept of active and healthy ageing [1,2]. Based on the Eurostat population prediction,
it should be expected that in 2050 (2100), in the European Union, elderly people (65+)
will constitute 52% (57%) of the working-age population (29.5% and 31.2% of the total
population, respectively) [3]. Among the ten countries with a population of more than 10
million in 2002, with a proportion of people over 60 in 2025, as many as eight are projected
to be European countries [1]. Grzeskowiak et al. [4] indicate that EU countries are in an
advanced phase of ageing. These authors determined the double ageing index, the ageing
index, and the old-age dependency ratio for European countries in 2018. The double
ageing index represents an increase in the proportion of the population aged 80+ among
the elderly. The highest value of this indicator was recorded for Spain and the lowest for
Slovakia. The ageing index does not coincide with the previous index. The lowest value
was recorded for Ireland and the highest in Italy, with nearly 169 grandparents for every
100 grandchildren. Apart from Ireland, the number of grandparents is lower than that of
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grandchildren in Cyprus, Luxembourg and Slovakia. In half of the EU countries, according
to the values recorded for the old-age dependency ratio, there were at least 29.6 people of
old age for every 100 people of working age. With an ageing population, it is necessary to
counteract the observed stereotypes and marginalisation of older people (i.e., aimlessness
and dependency, minor role, failing health, social withdrawal) in favour of active rather
than passive people. Living longer should not exclude the possibility of participating in
society according to an individual’s needs and abilities. As Cahill et al. write [5], we gain
maturity and wisdom with age. At the same time, seniors should be guaranteed health
care and safety [6]. Thus, the idea of an age-friendly country, i.e., one that is best adapted
to the needs of older people, was born. In 2011, 55% of Europeans aged 55 and over said
they lived in an age-friendly country [7] and 67% said their local area could be considered
age-friendly [7]. The observed increasing activity of the elderly is the result of improved
well-being, independence and mobility [8].

The Healthy Ageing Strategy is taking action to preserve well-being in older age [2].
The main direction of this worldview is to develop and maintain functional efficiency for
enabling well-being in older age. It also includes Active Ageing, which is focused on three
pillars: health, participation and safety of seniors. Healthy and active ageing activities are
intertwined and determine the power of taking action under one program based on the
effects of the other program. In the tasks carried out in Healthy Aging, the impact of the
need to take action and stimulate the support of older people in an ageing society is much
more visible. For this reason, WHO introduced the Decade of Health Ageing (2020-2030).
This program aims to increase the functional efficiency of older people, i.e., the ability to
meet basic needs and to make decisions; mobility; building and maintaining relationships;
social participation [9]. For this reason, the topics described in the AA strategy and the
indicators described in the AAI which we have chosen, answer many questions related to
assessing the problems identified in the Decade of Healthy Ageing.

The primary assumption of the SDGs (Sustainable Development Goals) is to prevent
further rapid, unsustainable economic growth, which could jeopardize the natural envi-
ronment and, thus, human well-being [10]. Implementing the SDGs is to lead to positive
changes in the world and improve living conditions by 2030. The assumptions of this
strategy are to end poverty and hunger, fight inequality and injustice, economic, in har-
mony with nature and technological progress and protect the planet from degradation and
climate change. Combined with the active and healthy ageing policy, the expected positive
effects for the ageing population are essential. Both in the area of AA and SD (Sustainable
Development) strategies, the reduction in poverty and hunger, the fight against inequalities
and injustice, technological progress conducted in harmony with nature and the protec-
tion of the planet against degradation and climate change are essential determinants of
individual actions as well [1,10-14]. It is often indicated in the literature that a change in
behaviour (e.g., to a more sustainable one) results not only from self-interest but also from
self-concept [15]. In a group of older people, implementing the SD strategy may be difficult
due to their decreasing social activity, tendency to withdraw from society or exclusion from
society. It seems that self-interest manifested in reluctance to change habits is observed
more often in such a situation. Therefore, it is necessary to study how active European
seniors are to know what the chances are that the ageing society will want to implement
and have an opportunity to implement the SDGs.

The aim of our study is to identify differences between European seniors in the areas
of activities of daily living and social participation. The realisation of this objective is not
aimed at learning about institutional activities in the execution of active ageing strategies
but at checking whether seniors themselves act by this strategy. For this reason, data
that were not collected overtly AA-relatedly were selected so that seniors would not react
suggestively about the study.

The following research questions were posed:

RQ1: Are there regional, gender and age differences among European seniors in AA
self-implementation, and do the differences persist over time?
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RQ2: Does social isolation occur among seniors, i.e., does avoiding social contacts (with
family, religious community, environment) result in dissatisfaction and thus
affect loneliness?

RQ3: Is it possible to distinguish demographic groups that prefer/use adaptive ageing
and those that do not cope with changes in ageing?

RQ4: Is physical health determining mental health (satisfaction with the social envi-
ronment and life)?

RQ5: Are there patterns of behaviour of European seniors in pursuing the needs of
physical health, safety and respect?

In the WHO report [2] an elder or older person is a person whose age has passed the
median. As we studied the subjective feelings of older people about active ageing, we also
defined the age limit when Europeans consider old age based on their subjective feelings
(Section 4). In the article, the term senior refers to people aged 65+. Both the terms senior
and older person are used interchangeably.

The article consists of six parts, including the introduction, literature review, conclu-
sions and discussion. In the Introduction, the research goal and questions are formulated.
The research background concerning the concept, challenges and opportunities of AA
are included in Section 2. Section 3 is a literature review focusing on the participation
of seniors in AA. The Material and Methods Section presents the database, selection of
variables for analysis and methodology. In Section 5, we present a detailed description of
the clustering results regarding seniors’ subjective assessment of activity related to AAI
and AA. In Section 6, we present the conclusions, discussion and future suggestions. We
indicated the limitations of our analysis by presenting the database used in Section 4.

2. Research Background
2.1. Concept of Active Ageing

The concept of active ageing (AA) replaced that of the healthy ageing in the 1990s,
extending it to much broader aspects of social participation. The AA strategy is a response
to the ageing of the population and thus the increase in life expectancy. These changes
in the demographic structure of many societies are the result of changes in economic and
living conditions, technological and medical developments [16]. The AA concept is based
on the three pillars outlined in the WHO report [1]. These relate to social inclusion, health
and safety. The report emphasises the inseparability of the implementation of actions in the
indicated pillars.

The implementation of the objective in the health pillar is aimed at extending the
period of independence (live independently) of senior citizens, living longer in health while
maintaining quality of life, and securing the availability of medical and social services.
Activities in the area of participation are intended to ensure that seniors can participate in
the labour market, benefit from education and social aspects of life following their needs
and preferences. The final pillar of AA is to ensure the social, financial and physical security
of seniors, their families and the communities in which they live. This pillar of AA is
fundamental when seniors can no longer be independent.

The definition of AA is intended to lead to conclusions that extend to many areas.
These conclusions are meant to encourage us to look at the ageing of societies as a factor
influencing radical changes not only in the perceptions of older people’s lives but also in
the way seniors pursue their lives. However, seniors should not be regarded as individuals
isolated from society. Their behaviour and needs have and will increasingly impact social
and cultural life, recreation, health care, the economy and much more. New needs will
force changes in the availability and variety of many essential services, i.e., social, living
and infrastructure services.

It is imperative that AA’s mission is not just a plan to help seniors, but that seniors
carry it out in the first place. Reducing loneliness and social isolation enables the devel-
opment of an age-inclusive society [6,17,18]. With a more holistic, life-course-oriented
approach [19,20], AA benefits all generations and societies as a whole and leads to sustain-
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able economic development [21,22]. Currently, it is natural for successive generations to
pursue the priorities of good health, active engagement at work and involvement in social
activities, being independent in daily life [16,23]. The AA strategy is to enable seniors to
remain active and in good health for longer [6,18]. However, much depends on whether
people moving into senior or retirement age can create their future [24] or fall into the
trap of passivity and withdrawal. Increased free time can lead to a conscious pursuit of
personal development, the strengthening of social relationships or social engagement [5]. It
is therefore important to point out, as Principi et al. [25] did, that defining AA is not just
about promoting longer working lives to the exclusion of other social activities. Another
risk when defining AA is the formulation of a single pathway of ageing, disregarding
the diversity of preferences, motivations, environment and culture. According to Ry-
baczewska and Sparks [20], in order to have a good understanding of AA, it is necessary to
know the lifestyles and behavioural consequences of ageing and the implementation of
daily activities.

2.2. Challenges and Opportunities of AA

Health as a pillar of AA is to provide the opportunity for a long healthy life, access
to and use of modern medical technologies and health services, support in situations of
illness and physical impairment and access to gender sensitive social services. Actions
taken in this area include maintaining independence and preventing disability [1,23]. At
the same time, the assumptions of AA are aimed at supporting seniors with problems and
effects of progressive physical loss [26,27]. Minghetti et al. [26] indicate that the loss of
physical strength in sixty-year-olds is significant, and in the eighth decade of life, isometric
strength is 20-40% lower than among 30—40-year-old adults. For this reason, AA can also
be considered through the prism of meeting health and social service needs [16]. Physical
inactivity, on the other hand, is an important current problem as it leads to negative health
consequences including cognitive decline and the occurrence of diseases, which in turn
can be considered as a reason to give up active life [17,28-31]. Thus, physical activity is
essential in realising active ageing [32].

Due to the need for the simultaneous implementation of the three pillars of AA, one
can agree with the statement that the change in social role, personality, and the experience
of a relatively stable and secure income for seniors causes a shift in Maslow’s pyramid [4].
Physiological, safety and esteem need to form coexisting relationships.

Acting within the framework of AA requires looking at seniors from a different per-
spective and rejecting stereotypes that persist in societies. The most commonly observed
stereotypes of seniors’ perceptions mentioned in the literature concern aimlessness and
dependence, lack of social roles, illness (ailments), withdrawal, mental and psychical
inactivity [16,19,33]. There are even stereotypes indicating how older people should be-
have [34]. Today’s seniors can no longer be classified as people in decline and excluded
from society [35]. Much depends on governments and local authorities in the effectiveness
of AA activities [16,36]. Also, seniors should strive to overthrow stereotypes [34] and not
accept them as exponents of appropriate behaviour.

Solutions in line with the AA strategy aim to reduce inequality and exclusion, taking
into account changing needs and opportunities of seniors [16-18,37]. Several major factors
limit the socialisation of seniors. These include post-retirement lifestyle changes, distance
from family, mobility, new technologies [16], anxiety, fears, inability to organise/plan
leisure time [5,31,38], but also personality and behaviour patterns realised during working
life [23,39]. These factors point to yet another aspect to be considered in AA: seniors are a
heterogeneous group with diverse views and experiences of ageing [5,40].

The diversity of seniors is more apparent than for younger age cohorts. Furthermore,
the behaviours and needs of younger people imply the future generation of seniors [41].
Significant differences between seniors result from fewer obstacles in specifying and detailing
their own needs than those in the active age group. They do not have to view themselves
through the prism of a parent of growing children, the opinion of the environment in which
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they live, or the opinion of their co-workers [16,39]. Making decisions can only be related to
their needs and dreams as they gain decision-making autonomy. Seniors gain the opportunity
to enjoy unlimited time and freedom to participate in their personal and social lives life [5,42].
Whether seniors are able to use it is another question [24]. Unfortunately, the decision-making
autonomy of seniors is very often disturbed by the strong influence of society, family and the
roles performed by individual family members [43]. The family often opposes seniors’ activity
for fear of deterioration of their health. Prejudice against older people was studied by Butler
in 1969 [44]. The reluctance of the environment to seniors’ activity is strongly associated with
negative stereotypes about them [44,45]. The diversity of senior groups, primarily regional, is
due to ethnicity, environment [7,16], genetics and gender [16].

Given the heterogeneity of seniors, it is important to point out that AA must include
flexible solutions because new seniors or young seniors differ significantly from old seniors,
if only in their ability to use technological solutions which are encroaching with increasing
intensity on all areas of everyday life [16,39]. The youngest seniors are longer beneficiaries
of better health care, are better educated, live in better conditions and are familiar with the
concept and opportunities arising from AA [41,42,46]. The incoming new seniors will create
new paradigms of active and healthy ageing [36,47]. The problem becomes even more
complicated given the singularity of the person, which is the basis for defining personalised
ageing that guarantees the effectiveness of active ageing [48]. Older seniors are becoming
much more dependent on family or religious environments, thus wanting to maintain some
significant participation in social life [41].

Sociological analyses present two ways of adjusting to ageing: adaptive and mal-
adaptive [49,50]. Those who come to terms with their changing social roles and economic
conditions are more able to age actively. They can use their potential to maintain proper
mental functions. Pursuits, exercising memory, intellectual, physical and social activities as
well as maintaining optimism and internal harmony, and realising dreams and plans all
stimulate an active role both in society and family (despite the costs of ageing) [49]. AA
is designed to support adaptive ageing. Coping with changes in ageing, understanding
these changes and introducing appropriate coping strategies make seniors accept changing
social roles and economic, health, physical and intellectual conditions. With this approach,
they use AA opportunities appropriately [4,6,19,27,28,39,41,46,51]. Determining strate-
gies to cope with various situations by seniors, their regular physical activity improves
health and enables an independent lifestyle, which consequently means a higher level of
well-being [49,51,52].

The premise of our study is active ageing, i.e., the active engagement of older people in
society [53] and seniors’ view of maintaining social harmony and social contacts as having
a positive impact on the quality of life at any age [22,54]. Psychosocial well-being and
quality of life depend on biological processes of ageing [26]. Thus, seniors’ social activity
can lead to a higher emotional quality of life, life satisfaction, and mental and physical
health [17,34,55], while exclusion and social withdrawal limit access to social, cultural,
economic, political and environmental resources negatively affecting the wellbeing [17].
Focusing interventions on personal health, well-being and social networks to further
enhance social participation can positively affect ability, confidence, and opportunities and
again affects individual QoL. This is known as the well-being cycle [56]. Krawczyk-Suszek
and Kleinrok [6] pointed out that when defining good ageing, health should be emphasised,
especially in the analysis of QoL. However, the intention of our study is not to directly
analyse the perception of the AA strategies but to assess, as it were, the preparation or
self-interest in active ageing.

3. Participation of Seniors in AA—Literature Review

Research on AA strategy is developing in many directions. They can be divided
into those which analyse the strategy and its premises and those which focus on the
implementation of AA policy. The latter group also breaks down into the recognition by
policy makers of action and self-action and the participation in AA by seniors who want to
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age actively. Due to the purpose of our study, it is essential to identify solutions derived
from research on self-activity by seniors and to identify factors that improve their quality
of life and well-being.

Heinonen et al. [57] reviewed the research, pointing out how extensive AA is and
how diverse the research directions are. AA is associated with the quality of life or mental
health [17,34]. However, the most common factor giving rise to active ageing is physical
health and activity dependent on subjective well-being, because physical activity delays
the effects of ageing [5,6,38,51,58,59].

Factors indirectly influencing active ageing that contribute significantly to increased
physical activity are: “education, social support, perception of benefits and barriers, and
self-efficacy” [22] (p. 626). Successful ageing results from the cooperation of family socio-
economic factors and lifelong physical activity [5,60,61]. A factor influencing seniors’
activity is the ability to use time in a healthier way. After retirement, seniors’ daily activities
focus on passive activities [31,62]. At the same time, it should be noted that the new
generation of seniors is more active, spending more time outdoors and exercising [42].
Similar conclusions are presented by Barbaccia et al. [16], indicating that young seniors,
apart from being active, also have higher expectations than past cohorts. They do not
want to succumb to age stereotypes. Therefore, their self-awareness of the possibility of
creating their lives in old age increases. The successive generations entering the senior
group and the diversity of seniors discussed above contribute to changes in the perception
of ageing in economic and social life [63]. The need for a more flexible AA strategy in the
future is also confirmed by analyses of the post-retirement plans of professionally active
people [24]. It is crucial to identify and introduce healthy habits and behaviours as well
as increase mobility to maintain seniors’ physical and mental health [64]. At this point, it
should be noted that new stereotypes are constantly emerging. For example, in relation to
the COVID-19 pandemic, ageing was not perceived through AA’s prism but through the
risk of disease [65].

Important conclusions are given by Cahill et al. [5]. Activity, together with the general life
cycle of seniors, individual characteristics also affecting social and family relationships, builds
their life experience. On the other hand, social (as well as physical) activity depends on health
status, cognitive abilities, contact with family and friends, and physical fitness. ,,Such social
engagement supports a sense of ‘belonging’, ‘having a role” and ‘feeling needed’” [5] (p. 97).
This is a very important message for the implementation of the AA strategy.

The research presented above corresponds to the examination of the impact of AA
activities on subjective QoL, considering changes in roles and conditions (employment,
social participation, physical activities and caregiving) and socio-economic, cultural and
institutional contexts [66].

According to AA, one of the activities of seniors is volunteering. Research shows that
volunteering, as a form of social commitment and socialisation, has positive health benefits
to individuals, especially the more sensitive people, and affects their well-being [66,67].
Tanskanen et al. [68] indicated that older people who help relatives and friends by giving
informal monetary help and charitable donations, often participate and are more likely to
engage in pro-social activity, volunteering and charity.

Talking about AA-related research, the analyses that seek to recognise the causes of
inequality in the experience of active ageing should not be overlooked [69]. However,
physical and social activities do not only have benefits [70]. In a study of the impact of
artistic activities, which are mainly perceived to be associated with social benefits, negative
effects were identified alongside positive ones. Seniors’ participation in tourist activities
may be limited by the lack of language skills, as they do not speak a second language [39].
The language barrier is also indicated by Eriksson [71] in developing applications and
games for seniors.

An important group of studies on the implementation of AA are those that concern
seniors with the following diseases: dementia [23,60] and walking difficulties [72]. People
struggling with various illnesses may give up or withdraw from social life because, as
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indicated by Krawczyk-Suszek and Kleinrok [6], bodily pain has a major impact on the
physical role performance and quality of life in people aged 65 and older. Activity should
make it possible to overcome the psychological barrier associated with the inability to
accept the functional decline of the ageing body [73]. However, mobilisation to perform
physical activity in the event of unexpected adversity (COVID-19) has also been observed
among people with minor walking difficulties to maintain their quality of life [72].

A welcoming place is essential in the implementation of AA policy in the security
pillar [65,74]. In order for seniors to willingly implement AA, it is necessary to create the
right environment, i.e., guaranteeing safe, close, familiar space for social and physical
activities while guaranteeing a sense of control over their lives.

As we have already mentioned, older seniors have more significant technological
problems than younger people. At the same time, tackling digital exclusion affects se-
niors” withdrawal. The solution, for example, is to adapt exergames to solve problems by
participating in physical activity [75].

4. Material and Methods

Research on AA most often refers to the three pillars of the AA strategy discussed
earlier or to the Active Ageing Index (AAI) [30,63,76]. The structure of AAI includes four
domains in two areas. For the actual experience of active ageing, these are employment,
participation in society and independent, healthy and secure living. The fourth domain is
the capacity for active ageing. It involves the ability and an environment conducive to active
ageing. Guided by the purpose of our study, we remain in the area of both AA and AAI, but
only selecting activities subjectively performed by the respondents (without knowing that
they contribute to AA strategies). Due to the focus of our research on activities performed
by seniors aged 65+, we did not include the employment domain. Of the other domains,
we only selected those whose levels could be observed for an individual. The European
Parliament’s definition is important to us [77], as it directs ageing practices to, among other
things, individual lifelong learning activities, being active after retirement and choosing
health-sustaining activities and not only working longer, retiring later. In our study, we
excluded the employment domain because the need to work longer at the age of 65+
may result from the need to maintain adequate QoL. We also eliminated the employment
domain because changes in the labour market require retraining and upskilling. This is not
an opportunity for personal development according to one’s needs in response to AA [78].

Our study used European Social Survey (ESS) data from 2018 and 2020 [79,80]. The
ESS is a cross-national, representative survey conducted every two years across Europe
since 2001. Due to the participation of EU respondents in the survey, it is possible to
compare their subjective assessments in the areas of analysis related to the AAl and AA
pillars. In addition, we were looking for a chance to check whether there is a change
over time in the selected areas, especially since 2020 was the year of the first COVID-19
challenges, which also resulted in decreased social activity.

We chose the European Social Survey database because it guarantees the representa-
tiveness of the sample [81]. Following the ESS assumptions for the measurement for each
country, the samples must be representative of the entire population of people living in
households aged 15 and over, regardless of nationality, citizenship and language. The ESS
provides a detailed sampling scheme for each survey round.

The data from the ESS research fulfils another postulate we made when defining the
purpose of the study. During the survey, none of the questions indicated a link to the
AA strategy. We believe that seniors, when referring directly to this strategy, may give
falsely positive answers regarding their activities. Particularly in international comparisons,
culturally rooted behaviours are evident (seniors in some countries give truthful answers,
in others, they falsely downgrade and in yet another group, they falsely overgrade when
the subject of the survey is known).

The questions that appeared in both years and related to selected areas of the three
pillars of AA and the three domains of AAI are presented in Table 1. We have retained the
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question numbers from the EES questionnaire. Responses to the questions were measured
on various Likert scales.

Table 1. The questions related to the pillars of AA and the domains of AAL

Number of . * . s Likert Scale (Meaning
Question Issue Domain/Scope of AAI Pillars of AA of Lowest Value)
0-10
A4 most people can be trusted CE/MWB S 0—Cannot be too
careful
most people would try to 0-10
A5 peop y CE/MWB S 0—Most people try to
take advantage
take advantage
0-10
Ab people try to be helpful CE/MWB S 0—People mostly look
out for themselves
0-10
B27 satisfaction with life CE/MWB H O0—Extremely
dissatisfied
C1 how ha CE/MWB H 0-10
PPy 0—Extremely unhappy
c2 meet socially with friends CE/SC p =7
1—Never
- . 1-7
Cle6 attend religious services CE/SC P 1—Every day
. 0-10
B32 state of health services IHS/H H 0—Extremely bad
feel Safe walking alone in 1-4
6 this area after dark THS/S 5 1—Very safe
. 1-5
c7 health in general IHS/H H 1—Very good
1-4
F42 household’s income IHS/FS S 1—Living comfortably
on present income
B3 able to take active role in P/PP P 1-5

1—Not at all able

* AAIL: IHS—Independent, healthy and secure living (H—Access to health services, S—Physical safety, FS—
Financial security); P—Participation in society (PP—Political Participation); CE—Capacity and enabling environ-
ment for active ageing (MWB—Mental well-being, SC—Social connectedness). ** AA: P—participation, H—health,
S—security. Source: Own elaboration on ESS questionnaire [30,63,79,80].

political group

The choice of some questions may not seem obvious. For the analysis, we chose
question C16 related to participation in religious ceremonies (other than funerals and
weddings) because these are activities of sensitive people and represent a traditional form
of integration [9,41] (i.e., family and religions). The availability of healthcare plays an
increasingly important role in the assessment of subjective QoL with age [22,66], which
is why variable B32 was selected to show the respondents” healthcare assessment in the
countries analysed. Variable A6 was chosen as the respondents’ assessment of the care
and volunteering of other members of society [22]. Observing such behaviour in others
may lead seniors to engage in similar activities [9,48,68]. The choice of variables A4 and
A5 was dictated by the fact that the high score obtained in these areas positively affects
psychological well-being and the psychological security.

In our study, we focused on activities undertaken or activity assessments made by
seniors aged 65+. There is some debate in the literature about what age should be used to
define old age [82-87]. However, according to Alén et al. [86] and Przybysz et al. [87], we
accept the age limit of 65 as older elderly. Younger people, as indicated in Sections 1 and 2,
pursue active ageing themselves because then they have more significant opportunities to
benefit from AA preparation activities. We divided the selected group of seniors into two,
distinguishing those aged 75+ because of their increasing health needs. To check how a
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selected group of seniors assesses at what age people reach old age, we checked the average
age reported by Europeans from the countries selected for the analysis (this is question D17
from the ESS 2018 survey). Next, we checked the consistency of the accepted age limit (65)
with the mean using the ¢-test.

In Table 2, an asterisk (*) indicates acceptance of the HO hypothesis (with a reference
p-value 0.05) that the average age that can be considered old age is 65 or 64. These are the
opinions of respondents from the four groups distinguished by age and gender. This means
that according to women aged 65-74 and 75+, as well as men in these two age groups,
people reach old age at 64. Thus, from the age of 65 onwards it is possible to talk about
senior citizens. This conclusion allowed the selection of respondents aged 65 and over
to be retained in further analysis. In addition, the respondents” opinions were analysed
separately in the group of women and men because, due to the traditional social roles, they
do not have the same opportunities to participate in social life [14,41].

Table 2. Results of t-test on defining old age.

Men Women
65-74 75+ 65-74 75+
Mean value 64.12 63.53 64.45 63.46
t-test (65) —2.168 —2.561 —1.352 —2.962
p-value 0.030 0.011 0.176 * 0.003
t-test (64) 0.286 —0.824 1.124 —1.045
p-value 0.773 * 0.410* 0.261* 0.296 *

* indicates acceptance of the HO hypothesis (with a reference p-value 0.05) that the average age that can be
considered old age is 65 or 64. Source. Own calculations on ESS data [79].

Table 1 lists the lowest Likert value for each question. Before starting the analysis,
we changed the scaling so that the lowest value always means the worst score in the area
analysed and takes the value 1.

To ensure comparability of the measurements, we used Kaufman-Rousseeuw

normalisation [88,89]:
X i 1

L 1
Zij maxX]- —1 M)

where x;; is the actual rank given by the i-th respondent in the j-th question;

zjj is the normalized value for the i-th respondent in the j-th question; maxX; is the highest
rank that can be assigned to the j-th question.

Observation values after Kaufaman-Rousseeuw normalisation are in the range (0;1).

In 2018, in the ESS survey, responses to the questions listed in Table 1 were recorded
in 24 European Union countries (no data for Malta, Romania, Greece and Luxembourg).
However, the data published ESS10 [80] up to 16 January 2023 only included 19 countries in
the selected range of questions (no data for Malta, Romania, Luxembourg, United Kingdom,
Ireland, Belgium, Denmark, Latvia and Cyprus).

Based on the normalised (Equation (1)) responses of respondents to the questions
presented in Table 1, mean values were determined for each question across all countries in
2018 and 2020, taking into account the age and gender of the respondents. Based on these
values, a hierarchical clustering was carried out using the Ward’s method (incremental
sum of square clustering). At each stage, the division obtained by merging two clusters
is optimised, using the criterion of the minimum increase in the total intra-group sum
of squares of deviations of all variables for each object from their group means, which
guarantees the least increase in the loss of information which is associated with an increase
in the heterogeneity of the objects in the new cluster. Clusterings with Ward’s algorithm
are applied after determining the square of the Euclidean distances between objects (in our
case, between countries) [90-94].
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The number of clusters was determined based on a diagram of distances connecting
successive clusters. A significant increase in the next distance necessary to connect the clusters
defines where the dendrogram breaks. We assessed the choice of the number of clusters with
the Silhouette index, recognising values above 0.4 as a reasonable class structure [91,95].

Four clusterings were made during both years (F65-74, F, 75+, M65-74, M75+). Clus-
terings compliance comparisons were made using the Rand coefficient [96,97].This way,
similarities between classifications made in the same year were assessed. The Rand coeftfi-
cient makes it possible to determine whether the assignments of countries to clusters are
the same or similar. Still, it does not allow an assessment of the similarity of the obtained
clusters’ characteristics. For this reason, it is crucial to provide detailed characteristics of
the clusters.

5. Subjective Assessment of Activity during Ageing—Results of the Analysis

As a result of the hierarchical classification in each year, countries considering de-
mographic groups were divided into clusters. Table 3 presents the assessment of each
partitioning performed.

Table 3. The Silhouette Indices.

Year 2018 2020
Seniors’ Group * M65-74 M75+ W65-74 W75+ M65-74 M75+ W65-74 W75+
Number of clusters 6 7 6 5 7 7 5 7
Index Silhouette 0.45 0.48 0.44 0.5 047 0.58 0.5 0.47

* M—Men, W—Women. Source: Own calculations.

The Silhouette Index reaches values close to sufficient. Increasing the number of
clusters did not result in an increase in the index value, but only a higher number of single-
element groups were observed. This is a step away from the classification assumptions. The
number of clusters ranged from 5 to 7. The characteristics of the clusters by year, gender
and age group are given below. The clusters were ordered from countries with the highest
AA-related activities scores to those with the lowest. A detailed description of each class
received in both years answers the first research question (RQ1).

In Figure 1, we presented the results of countries’ clusterings (regarding seniors’ age
and gender) in 2018.

5.1. 2018/Men/65-74

Cluster 1 (Denmark, Finland, Netherlands, Sweden): men who scored highest on all
aspects of AA showed only the lowest commitment to religious services.

The second cluster comprises residents of Austria, Belgium, Germany, the United King-
dom and Ireland. They show the highest rating for political commitment. They often meet
with friends and attend religious services. In other areas of AA, they gave high ratings.

The third cluster includes men from Spain, France, Croatia, Italy, Portugal and Slovenia.
They very often meet with friends and participate in religious services despite their low
trust in people. They also feel that other people do not want to be helpful. They judge their
health poorly and are unconvinced to take a leadership role in a political group.

The fourth cluster consists of inhabitants of Cyprus, Poland and Slovakia. This is the
group that most often attends religious meetings and at the same time rarely meets with
friends. They have the least trust in other people, as well as a very low assessment of others
in terms of helpfulness and honesty. They rate their health well but the health service low.
On the other hand, they rate their ability to play an active political role as average.
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Figure 1. Clusterings results in 2018. Source: Own elaboration.

Czechs, Estonians, Hungarians, Lithuanians and Latvians were placed in cluster five.
They have moderate trust in people and rate the willingness to help others as average.
They are afraid that other people want to take advantage of them. These fears translate
into less frequent meetings with friends. They assess the health service poorly, and their
self-assessment of health is the lowest among all groups. Their satisfaction with life, sense
of happiness, willingness to participate in political life, participation in religious meetings,
sense of security and assessment of their own income are very low.

Bulgarians are in the last cluster among men aged 65-74. They rarely meet with friends
and attend religious services. They have very low trust in other people and rate their health
very poorly. Their ratings in all other aspects of AA are the lowest.

5.2. 2018/Men/75+

Cluster 1: Denmark, Finland, Sweden. Men from this group report the highest scores
in all aspects of psychological well-being. They prefer to meet with friends and rarely
attend religious services. They rate the health service very highly while pointing to minor
health problems. Their income is sufficient for a comfortable life. They are ready to assume
an active role in a political group.

Cluster 2 are Irish. They rate their readiness to take an active political role highest and
most often attend religious services. At the same time, they meet their friends very often.
They rate their health the best. They have a lot of trust in people and believe that other
people want to be very helpful. They are very happy and have great satisfaction with their
lives. Their subjective assessment of the healthcare system is average.

Cluster 3: Austria, Belgium, Germany, United Kingdom, Netherlands. Men from this
group show a very high belief in people’s honesty and satisfaction with life. They are happy,
trust people and say that other people want to be helpful, meet friends and attend religious
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services. Their income is sufficient for a comfortable life. Their subjective assessment of
their health is good. They think they can actively participate in political life.

Cluster 4: Czechia, Spain, France, Croatia, Slovenia. They rate the helpfulness and
honesty of people lowly. Also, trust in others is low. However, they feel safe in their
neighbourhood. They rate the state of their health care system as good and in other aspects
AA is average.

Cluster 5: Cyprus, Italy, Lithuania, Poland, Portugal, Slovakia. This is a group that
attends religious services very often and at the same time, rarely meets with friends. They
have a very low trust in other people, as well as a very low evaluation of others in terms of
helpfulness and honesty. Their life satisfaction and sense of happiness are very low, as are
their sense of security and self-rated health. They negatively evaluate the health service
and their ability to actively participate in political life.

Cluster 6: Estonia, Hungary, Latvia. They have moderate trust in people and rate the
willingness to help others as average. They are least likely to meet friends or attend religious
services, but do not want to actively participate in political life. They rate their health
service very poorly, and their self-assessment of health is low. Their sense of happiness is
low, and they consider their income insufficient for a comfortable life.

Cluster 7 is Bulgarians. They rarely meet with friends and attend religious services.
Their ratings of all other AA aspects are the lowest.

5.3. 2018/Women/65-74

Cluster I: Austria, Germany, Denmark, Finland, Sweden, United Kingdom, Nether-
lands. They value trust in people and their honesty most highly. They have the greatest
satisfaction with their lives and feel that their income is sufficient for a comfortable life.
This is probably why they feel very safe in their neighbourhood. They mainly meet friends
and rarely attend religious services.

Cluster II consists of Irish women. They rate their readiness to take an active political
role the highest, attend religious services most often and, at the same time, meet with
friends very often. They rate their health the best. They give very high ratings in terms of
mental well-being. Their subjective evaluation of the healthcare system is very low. They
have a low sense of security.

Cluster III: Belgium, Czechia, Estonia, Spain, France, Latvia. They rate all aspects of
mental well-being as good, as do their health and income. They meet with friends and are
the least likely to participate in religious services. They are reluctant to take an active part
in political life.

Cluster IV: Croatia, Italy, Lithuania, Portugal, Slovenia. They rate the helpfulness
and honesty of people as low. Also, trust in others is low. However, they feel safe in their
neighbourhood. They rate the state of their health care as good and in other activities as
average.

Cluster V: Cyprus, Hungary, Poland, Slovakia. Their sense of security is high; they
often attend religious services and rate the state of their health care well, while believing
that other people do not want to be helpful. Other aspects of AA are rated low.

Cluster VI: Bulgaria. They rarely meet with friends and attend religious meetings.
Their life satisfaction, happiness, security and income ratings are the lowest. On the other
hand, they gave low ratings in all other aspects of AA.

5.4. 2018/Women/75+

Cluster 1: Ireland. They rate their readiness to take an active political role the highest,
attend religious services most often and, at the same time, meet with friends very often.
They rate their health as average. Like the younger Irish women, they rate their mental
well-being very highly. Their subjective assessment of the healthcare system is average.
They have a low sense of security.

Cluster 2: Austria, Belgium, Germany, Denmark, Finland, Sweden, United Kingdom,
Netherlands, France. They value trust in people and their honesty the highest. They rate



Sustainability 2023, 15, 10404

13 of 22

life satisfaction the highest and feel that their income is sufficient for a comfortable life. This
is probably why they feel very safe in their neighbourhood. They most often meet friends
and least often attend religious services. They rate the health care service very highly while
pointing to minor health problems. They are ready to take a political leadership role.

Cluster 3: Czechia, Estonia, Spain, Latvia, Croatia, Slovenia. They rate all aspects of
mental well-being as average, as do their health and income. The frequency of meetings
with friends or religious people is average. They feel very safe in their neighbourhood.
They rate the state their health service as good. They do not want to take an active part in
political life.

Cluster 4: Cyprus, Hungary, Italy, Lithuania, Poland, Portugal, Slovakia. They rate all
aspects of mental well-being as low. They often attend religious services but rarely meet
with friends. However, they feel very safe in their neighbourhood. They rate other aspects
of AA low.

Cluster 5: Bulgaria. They rarely meet with friends and attend religious services. They
consider the possibility of active participation in political life. On the other hand, they gave
the lowest ratings in all other aspects of AA.

In Figure 2, we presented the results of countries’ clusterings (regarding seniors’ age
and gender) in 2020.
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Figure 2. Clusterings results in 2020. Source: Own elaboration.

5.5. 2020/Men/65-74

The first cluster comprises residents of Finland, the Netherlands and Sweden. They
scored highest on all aspects of AA except for religious services (they participate in these
events sporadically).

The second cluster includes men from Austria, Germany, Spain and France. They show
very high ratings for political commitment. Although they have average trust in people,
they highly rate other MWB domains. They rarely attend religious services and, at the
same time, very often meet with friends. Their income provides them with a comfortable
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life. Their subjective assessment of the health system is good, and they assess their health
very well.

Cluster 3 (Czechia and Estonia): men who scored mental well-being and physical
safety in AAI high. Their satisfaction with life and sense of happiness is average, as well as
their subjective income rating. Their willingness to participate in political life is low. This
group rarely meets with friends and even less often attends religious meetings.

The fourth cluster consists of Cyprus, Italy, Portugal and Slovenia inhabitants. It is
a cluster of men who are satisfied and happy with their lives, but at the same time, they
evaluate other aspects of mental well-being as low. Nevertheless, they feel very safe in their
neighbourhood. They rate the health service and their health as average. Their income
is sufficient for a good life. They often participate in religious services but rarely meet
with friends.

Cluster 5: Hungary and Lithuania. Men from this group very often participate in
religious services, and at the same time, they meet with friends the least. They show a very
high trust in other people, and in terms of helpfulness and honesty, they assess others as
average. Their life satisfaction and sense of happiness are low, as is their sense of security
and income. They have the lowest health self-esteem.

Cluster 6: Greece, Poland and Slovakia. Men in this age group rarely meet with friends
and most often participate in religious services. They want to participate in political life
actively. They assess their health as satisfactory. The assessment of the others area of
AA is shallow.

5.6. 2020/Men/75+

The first cluster includes Austrians, Germans, Finns, Dutch, Swedes and French. They
show the highest mental well-being, political participation and financial security ratings.
Occasionally attend religious services but more often meet with friends.

Cluster 2 is Croats and Slovenes. They rate safety very highly. Their ratings of
income, health and satisfaction with life, as well as other aspects of mental well-being, are
high. Their social connectedness is average. They do not want to play an active role in
political groups.

Group 3: Italy, Spain, Portugal. They are very happy, often meet with friends and
participate in religious services. They have a sufficient income. Other aspects of mental well-
being are assessed as average. They show some security concerns but are not convinced to
play an active role in political groups.

Cluster 4 is Czechs and Estonians. They rate their happiness and life satisfaction as
low, but at the same time, they highly rate other aspects of mental well-being. They indicate
an average level of sense of security. Among the respondents at this age, they assess their
health as the worst, but the health service as very good. They claim that their income is too
low for a comfortable life. They do not participate in religious services and rarely socialise
with friends.

Poles are in cluster 5. They most often participate in religious services and rarely meet
with friends. The respondents rate their health as good, even though the level of health care
is assessed as the worst. They feel safe in their surroundings. They have high satisfaction
with life but have a very low opinion of trust in people, their helpfulness and honesty. They
will gladly take an active role in political life.

Cluster 6 are Greeks, Hungarians, Lithuanians, and Slovaks. They least often partici-
pate in meetings with friends, very often attend religious services, and they do not feel a
clear need to participate in political life actively. Of all the respondents, they feel the least
safe in their neighbourhood. In other aspects of AA, the ratings given are low.

The last cluster is Bulgarians. They meet with friends most often and very rarely par-
ticipate in religious meetings. They indicate poor health. They consider active participation
in political groups. Their ratings for other aspects of AA are the lowest.
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5.7. 2020/Women/65-74

The first cluster comprises Austrian, Finnish, Dutch and Swedish women. In 2020,
mental well-being was rated the highest among all respondents in this age group. They
rarely attend religious services, and, at the same time, they often meet with friends. They
assess their income and health aspects as the best. They are the most willing to assume an
active political role.

The second cluster includes Croatians and Slovenians. They rate their happiness and
life satisfaction highly, and average ratings are given to other people’s behaviour. They
place their health well but give a lower rating to the health service. They rarely meet with
friends and attend religious services a little more often. Their safety rating is the highest of
all respondents in this age group. They assess the level of their income well. They are not
ready to assume an active political role.

Cluster 3: Czechia, Germany, Estonia, Spain, France. Although they assess their
happiness and life satisfaction as average, they rate other mental well-being aspects as high.
This group includes women who hardly ever participate in religious meetings and do not
feel safe in their neighbourhood. In the remaining aspects of the AAI analysed, the ratings
are average.

Cluster 4: Greece, Hungary, Italy, Lithuania, Poland, Slovakia. They very often attend
religious services but very rarely meet friends. All aspects of the capacity and enabling
environment for active ageing are rated very low, as is access to health services and
financial security.

Cluster 5: Bulgaria and Portugal. They meet with friends most often and often
participate in religious meetings. On the other hand, their ratings in all other aspects of AA
are the lowest.

5.8. 2020/Women/75+

The first cluster consists of Finnish and Dutch women. They rated mental well-being,
access to health services and financial security the highest among all women in this age
group. They attend religious services least often, but they meet with friends most often.
They feel very safe in their neighbourhood and are considering taking an active role in a
political group.

Cluster 2: Austria, Germany, France, Sweden. They scored access to health services
and financial security very high. They are very satisfied with life and happy. They rate
society very highly in terms of helpfulness, trust and honesty. They often meet with friends
but very rarely participate in religious meetings. They rate their readiness to participate in
political groups the highest.

Cluster 3: Czechia, Estonia and Slovenia. Women from these countries are very happy.
They rarely participate in religious services but more often meet with friends. Their assessment
of mental well-being, health, financial situation and political participation is high.

Cluster 4: Italy and Lithuania. Female respondents in this group assessed the aspects
of mental well-being as average. They very often participate in religious services but rarely
meet with friends. They rate their income well. They have significant security concerns.
They rather do not want to engage in an active political role.

Cluster 5: Croatia and Hungary. Among all women aged 75+ in 2020, they assess the
level of security as the highest, despite the low assessment of trust, helpfulness and honesty
of other people, as well as very low assessment of satisfaction with life and happiness. They
very rarely meet with friends but more often participate in religious services. They are not
satisfied with their income. They rate their ability to function actively in a political group
the highest of all.

Cluster 6: Greece and Poland. This group comprises women most often participating
in religious services but also the least likely to meet friends. They highly value their ability
to participate in a political group actively. They believe that people cannot be trusted and
furthermore, do not show any desire to help others. Women of this group are also the least
satisfied with the state of health care.
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The last cluster is formed by residents of Bulgaria, Portugal and Slovakia. They very
often meet with friends and often participate in religious meetings. They rate all other aspects
of corresponding to the AAI very low or even the lowest of all women aged 75+ in 2020.

5.9. Rand Coefficients

After the hierarchical clustering, the Rand coefficients were calculated, assessing the
similarities between the partitionings made in one year. The results are presented in Table 4.

Table 4. Rand coefficients.

2018 2020
Me65-74 M75+ We65-74 Me65-74 M75+ W65-74
M75+ 0.852 0913
We65-47 0.811 0.808 0.895 0.895
W75+ 0.746 0.844 0.826 0.902 0.895 0.877

Source: Own calculations.

The values of the Rand coefficients indicate that the most significant similarities
in countries’ affiliation to clusters were observed in 2018 among both men in both age
groups and women in both age groups. High similarity is also visible in the clustering of
countries in the analysis of ratings by younger women and men in 2018. In 2020, the Rand
coefficients are significantly higher than in 2018. It can be concluded that all results of the
four clusterings carried out this year produce convergent results.

6. Conclusions and Discussion

The results of our analysis indicate that the division of countries into three groups,
as carried out in the Active Aging Index 2014: Analytical Report [30], is insufficient. This
report determined the country groups after considering all AAI domains with the proposed
weights. On the other hand, looking at the problem from the perspective chosen in our
study (i.e., assessing the readiness of seniors to adopt AA activities and checking whether
they are already implementing these demands) shows the complexity of the problem.
Based on the databases we used, it is impossible to consider the predispositions, needs
and implementation of the surveyed activities among people with disabilities. For this
reason, further research should be focused on this social group which requires exceptional
support. Our study meets the demands of seniors as presented by Heinonen et al. [57]
or Boudiny [78]. Seniors want to be treated individually as heterogeneous individuals.
They demand to see that many seniors undertake activities and socialisation on their
own in order to maintain their physical well-being, remain active in society, and not be
alone. Limiting the assessment of AA only to economic engagement or physical activity
is an oversimplification. As postulated in [7,16], the results of our clusterings confirm the
regional diversity of senior groups as well as that of gender and age (RQ1).

Our study on AA and AAI aimed to understand the differences between men and
women from two age groups of seniors from different countries. The study is in line with
the Decade of Healthy Aging postulates. The DHA Program focuses on an individual view
of older people and recommends disaggregating studies by age, gender, place of residence
and other socio-economic factors [9,14].

In the course of the analysis, it was observed that two countries formed one-element
clusters in 2018: Ireland (M75+, F65-74, F75+) and Bulgaria (M65-74, M75+, F65-74, F75+).
The characteristics of the distinguished groups by age and gender for Ireland are similar.
These are individuals who socialise very often with friends and also attend religious events.
Their ratings in the area of mental well-being, regarding their own happiness and their
assessment of society, are very high. Only women, compared to men, indicate that they do
not feel safe. On the other hand, the residents of Bulgaria differ significantly from other
seniors, indicating very poor ratings in all AA-related areas analysed.
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In 2020, due to the lack of data, Ireland was not included in the analyses, while the
ratings given by Bulgarians continued to be ranked in the lowest groups.

During the analysis, the following correlations were repeatedly observed between
respondents’ assessments of AA areas. Low ratings of mental well-being as a reaction
to the surrounding society (A4, A5, A6) were associated with a higher willingness to
actively participate in political groups. Such an interaction between mental health and
social participation is indicated by Lakomy [66]. Very often, a high frequency of attending
religious services was associated with a lower frequency of meeting friends (and vice versa).
Also, Baeriswyl and Oris [41] looked for associations between social participation in and
individual life satisfaction among the elderly. They pointed out that private forms of social
participation are important for the elderly’s life satisfaction while, traditional forms (family
and religion) are important for vulnerable people. For this reason, the answer to the second
research question is affirmative and, as indicated in the research [6,17,18], social isolation
and dissatisfaction with life situations often occur together (RQ2, RQ4). However, it is
important to indicate the willingness to play an active social role.

Even though, as the proverb goes, money does not make happiness, in our study, we
observed that higher income scores resulted in higher mental well-being scores, including
levels of happiness and life satisfaction. If the respondents rarely met friends, they also
indicated low ratings of trust, helpfulness and honesty from society (RQ5). Many times,
high ratings of mental well-being corresponded with high ratings of the state of one’s own
health and health care. When the ratings in physical safety decreased, the ratings of mental
well-being were also lower (RQ4). It is consistent with the results of other studies [17,34].

As Lakomy [66] points out, regional differences in the EU translate into socio-economic
or cultural differences, which in a broader context highlights other research problems. When
analysing clusters affiliation, the following similarities between countries were observed.
In our study, we found similar assessments of seniors from different countries (RQ1).
Both younger and older women and younger and older men from Denmark, Finland and
Sweden in 2018 were always in the same cluster. Similar observations were made in four
other country groups: (1) Austria, Germany and United Kingdom, (2) Croatia and Slovenia,
(3) Estonia and Latvia, (4) Poland and Slovakia. As well as in 2020 for: (1) Finland and
Netherland, (2) Germany and France, (3) Czechia and Estonia.

Although the analysis in 2018 and 2020 included a different number of countries
(due to the availability of data), one can notice differences in the assessment made by the
inhabitants of these countries belonging to the four surveyed demographic groups in 2018
and 2020. In 2018, the youngest German women belonged to a cluster of people satisfied
with their lives, highly evaluating society and social participation, and rarely participating
in religious services. However, in 2020 they belonged to a cluster of people who were
averagely satisfied with their health system, their life and financial situation, and limiting
contacts with friends and during religious services. On the other hand, the oldest Germans
indicated higher scores in areas of the AAI (except for attending religious services) in 2020
concerning 2018 compared to other respondents. The ratings given by 65-74 years German
seniors (men) in 2018 and 2020 are similar to those of older German women. Therefore,
the reasons for the ratings issued cannot be sought in the threat caused by COVID-19 and
the related restrictions. A change in the assessment of areas related to AAI can also be
observed among Spaniards and French aged 65-74 in 2020 compared to 2018. Despite less
frequent participation in religious services, all other AAI areas in 2020 were rated higher.
In 2020, the scores given by Portuguese women aged 75+ in all areas of the AAI, except for
meetings with family and during religious services, dropped significantly.

In 2018, the following characteristics were visible in all demographic groups. Clusters
1 and 2 consist of people who are satisfied with their lives, evaluate the environment in
which they live well and are satisfied with their income, often meet with friends and rarely
participate in religious services (implementation of the postulates of adaptive ageing—RQ3).
In subsequent clusters, the ratings for access to health services, physical safety, financial
security, political participation and mental well-being are lower and lower, contacts with
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friends became less frequent, and the frequency of attending religious services increased.
However, in the last cluster, social meetings were also rated the lowest (maladaptive
ageing—RQ3). In 2020, clusters 1 and 2 among women and men in both age groups are still
characterised by those who live actively and participate in social life to the highest degree.
On the other hand, the last clusters are represented by people who are the least satisfied
with their environment and their material and health situation, but social contacts are
quite different. Unlike in 2018, they most often contact friends, and women also frequently
participate in religious services. Among the men in the last groups in 2020 are Bulgarians,
but compared to 2018, these are the respondents who most often meet friends. Among
the women in the last group are all Bulgarian and Portuguese women and older Slovak
women. Out of all women, these respondents most often contacted friends and participated
in religious services in 2020. Moreover, 2020 is the early period of the COVID-19 pandemic,
which saw the most extraordinary restrictions, including a long-term lockdown. Observed
differences may result from different compliance with government regulations. They can
also be the result of the effectiveness of law enforcement in individual countries.

Summing up the study, we would like to point out that the analysis made it possible
to identify differences and similarities between age and gender groups in EU countries in
2018 and 2020 separately. The analysis also showed that only some seniors had a consistent,
strong pattern of behaviour in 2018, which was repeated in 2020. For most seniors, the
unexpected event of the outbreak of the COVID-19 pandemic caused a change in the ratings
in the AAI domains.

The results of our cluster analysis can be used as a modification of the weights in the
AAL It is possible to check the differences in the AAI after introducing weights based on
the clusterings in 2018 and 2020. In such a situation, cluster membership can indicate areas
that need to be improved in terms of AA. This is because our detailed analysis showed
the existence of deficit areas referring to the guidelines of the AA strategy. An analogous
analysis to the one we conducted can be performed for younger people who will reach the
age of 65+ in the next few years. Thanks to this, the directions in which regional AA policies
should be heading will be known, and the prediction of AA in the demographic groups of
individual countries. These are the determinants of our subsequent research: modification
of the AAI weights based on the classification of countries due to the subjective assessment
of AAI domains among seniors and future seniors.

As indicated by Li and Shao [54], activity results from prosocial behaviours acquired
throughout life. Therefore, encouraging seniors to remain active from the period of their
working life is very important. However, convincing previously inactive seniors to adopt
AA is quite challenging. Profiguration may be a solution to the problem [98]. Starting
from using natural interdependencies between family members and their environment at
different stages of life, one can strive to avoid loneliness and ageing by introducing active
ageing as an essential part of the quality of life.

A block to the introduction of AA into everyday life may be the common view that
ageing can be used to win the race of competitiveness of economies [47]. Another barrier to
the individuals introducing AA into their lives may also be the reluctance to look ahead
and plan continuously [37]. When creating senior activation programme offers, it should
be remembered that the realisation of seniors” well-being should follow their needs [53].
Seniors are willing to participate in AA activities if they are not advertised as “for seniors”.
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