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reported in the late 1980s continues today among older
Japanese adults inHawaii, in 2014we carried out a prelim-
inary survey of four adult day care centers in the state and
found that approximately 51% of the elderly service users
were ethnic Japanese, despite this ethnic group accounting
for approximately 40% of Hawaii’s older adults.7 These
preliminary findings, in addition to anecdotal evidence of
some ethnic utilization patterns, prompted the present
study.

Our premise was that ethnicity and its values toward
family support and health might affect the type and quan-
tity of homecare services selected for older adults. Regard-
ing the relationship between ethnicity and homecare
services received, a study in the UK reported that ethnicity
influenced where patients with cancer died.8 Ethnic dis-
parities have also been seen in the types and patterns of
home healthcare services delivered toMedicare beneficia-
ries with diabetes mellitus in the USA.9 The reasons
behind these disparities are unclear though, and re-
searchers have proposed a number of contributing factors,
including patient preferences, culture, accessibility to
healthcare and other service-related factors.8

In terms of ethnic Japanese, few studies have investi-
gated their preference toward homecare services. How-
ever, in Hawaii, the older generation is dominated by
ethnic Japanese. Therefore, investigating their preferences
toward homecare services and providing such services
might improve their quality of life and reduce healthcare
costs. In addition, as the aforementioned examples of
adult day care centers imply, ethnic Japanese older adults
might disproportionately use particular types of services.
Therefore, to examine their desire to utilize homecare ser-
vices, in the present study we focused on a single medical
alert company in Hawaii where 51% of its subscribers
were ethnic Japanese, and we examined the reasons why
ethnic Japanese older adults, comparedwith non-Japanese
older adults, disproportionately used personal emergency
response system (PERS) services.

Methods

Study design and site

A cross-sectional study was carried out from April to June
2014. A structured questionnaire was mailed to the client
base of a local PERS company that serves the entire state
of Hawaii.10

Participants

A total of 585 subscribers of the PERS company were sent
a questionnaire in the first quarter of 2014. The company
began providing PERS services in 2003, and at the time of
the study it was serving approximately 600 clients daily
throughout the state, from Kauai, Oahu and Maui to
Hawaii Island.10 The company partners with a larger

national company, Philips Lifeline, America’s largest and
most experienced medical alert company.10

Personal emergency response system

The systemoperated by the company is designed to enable
those who are frail and living alone to access immediate
help because of sickness or having experienced a fall.10

The system components are a pendant that transmits a ra-
dio signal for help, a base communicator that receives the
help signal, a 24/7 call center and responders who provide
help.10 Such systems have become popular in the USA,
serving millions every day, by safeguarding the well-being
of older adults in the home setting so that immediate ac-
cess to help can prevent a small problem from becoming
a medical crisis.11,12

Data collection

Survey questionnaires were distributed and collected by
mail between April and June 2014. Self-addressed
stamped envelopes were included with the questionnaires
to encourage response. The following request wasmade at
the end of the questionnaire: “While it is not required, we
would like to request your name and phone number when
you complete this survey form. Doing so will allow us to
link your historical records of past incidences from the
Philips Lifeline Call Center with this survey.”Only the re-
sponses of participants who agreed to this request were
analyzed in the present study, and their questionnaire data
were analyzed together with any additional data present on
their sex, age, fall incidence and other factors that were
linked to their name in Philips Lifeline’s national database.
In addition, these respondents were classified by the re-
searchers as ethnic Japanese or non-Japanese based on
their first and/or last names. In the present study, ethnic
Japanese refers to both Japanese people who were born
in Japan and later became residents of Hawaii and
Japanese-Americans who were born in the USA.

The questionnaire assessed subscribers’ service satis-
faction level and their functional status. The latter was
assessed by their ability to carry out activities of daily living
(ADL)13 for eating, dressing, grooming, bathing, walking
and toileting, as well as instrumental activities of daily liv-
ing (IADL)14, including independence in handling their fi-
nances, using the telephone, shopping and preparing
meals. Data were also collected on the number of pre-
scribed and non-prescribed medications taken, access to
supplemental homecare services, perceived fall experience
and frequency of falls.

Statistical analysis

The t-test was used to examine differences between ethnic
Japanese and non-Japanese older adults in ADL, IADL,
number of prescribed medications, number of
non-prescribed medications, number of falls and age.
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Aim: As little is known about alcohol and tobacco consumption concordance between older spouses in low- and
middle-income countries, the present study aimed to estimate this in older couples from five Latin American countries.

Methods: This study is a secondary analysis of data collected between 2003 and 2007 by the 10/66 Dementia Research
Group, from 1451 couples aged over 65 years from Cuba, the Dominican Republic, Peru, Mexico and Puerto Rico. Kappa
statistic was used to assess the agreement of the behavior beyond chance, and logistic regression models with meta-
analyses were used to estimate the factors associated with concordance.

Results: The mean age of the total sample was 74.8 years (SD 6.6). The results showed high levels of agreement rates in
relation to drinking and smoking (75.9% and 85% of couples, respectively, did not drink or smoke), which were beyond
the agreement expected by chance. Increased age was associated with concordance on both being non-drinkers (OR 1.03,
95%CI 1.01–1.05) and non-smokers (OR 1.05, 95%CI 1.02–1.07); and having a larger social networkwas associated with
less likelihood of the couple being non-drinkers (OR 0.93, 95% CI 0.88–0.98). Attending religious meetings was associ-
ated with increased likelihood of the couple being non-smokers (OR 1.19, 95% CI 1.01–1.41). Socioeconomic circum-
stances were not associated with couples’ concordance.

Conclusions: Older Latin American couples have high levels of concordance in drinking and smoking habits, which
increases with age, and were not associated with socioeconomic circumstances, but were with social network. This knowl-
edge can assist the development of policies and interventions to promote health among this growing population.Geriatr
Gerontol Int 2017; ••: ••–••.

Keywords: aging, concordance, elderly, health behavior, spouses.

Introduction

Globally, the proportion of older people is sharply increas-
ing, particularly in low- and middle-income countries,
placing pressure on health service provision.1 This
process is accompanied by an increase in the burden of
chronic conditions, such as cardiovascular diseases, can-
cer, diabetes and chronic respiratory illness, which are al-
ready responsible for 70% of deaths among people aged
70 years or older, in addition to causing disabilities and
suffering for many more.2 Treating chronic diseases is

expensive, but they can be prevented, or at least the risk
lessened by lifestyle changes.2

In general, being married seems to bring health bene-
fits, and married people might live longer and with fewer
physical limitations.3,4 Although the mechanisms for
these benefits are not fully understood, one important el-
ement seems to be the positive influence spouses have
on each other’s health behaviors.5,6 Most studies on this
have concentrated on the earlier phases of marriage.7

However, two studies with older couples, one carried out
in the USA8 using data from the Health and Retirement
Study and the other in the UK,9 have examined how
healthy behavior in one spouse tends to have a positive in-
fluence on the other. The influence one spouse has on the
other has been examined in relation to other attitudes and
behaviors using data from the Health and Retirement
Study in the USA. Drewelies et al. found that having a
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partner with higher levels of self-efficacy was associated
with fewer functional limitations, better self-rated health
and more physical activity.10 One spouse’s level of opti-
mism in older couples was also found to have a positive
influence on their partner’s health, regardless of their
own level of optimism.11 Regarding drinking behavior spe-
cifically, another study also using data from the Health and
Retirement Study in the USA showed that couples in
which both spouses drank reported decreased negative
marital quality, and that this effect was greater for wives
than husbands.12 These studies focused on older couples,
but only in high-income countries, and very little is
currently known about older couples’health behavior con-
cordance in low- and middle-income countries, where ag-
ing is occurring at a rapid rate. To address this knowledge
gap, we used population-based studies on older people
from Cuba, the Dominican Republic, Mexico, Puerto Rico
and Peru to estimate the concordance in couples for two
important health behaviors (drinking and smoking), tested
if these rates were beyond chance and examined potential
factors associated with these concordances.

Methods

Participants, settings and procedures

This was a secondary analysis of the cross-sectional phase
of the 10/66 population-based study that was carried out
from 2003 to 2007. It comprised all people aged 65 years
and older living in geographically-defined catchment areas
in China, Cuba, the Dominican Republic, India, Mexico,
Puerto Rico, Peru and Venezuela. The response rates were
above 80% in all countries. More details of the study can
be found in a previous publication.13

For the present analysis, we selected data from the Latin
American countries (Cuba, the Dominican Republic,
Peru, Mexico and Puerto Rico, n = 10 900) except
Venezuela, which was excluded because of missing data
regarding alcohol consumption (36%).We then identified
all married participants (n = 4924). From the total of mar-
ried participants, we were able to identify with certainty
2902 participants (1451 couples) who lived in the same
household and were married to each other.

Measures

We obtained information on age, educational level, num-
ber of household assets and whether the participants were
in receipt of any income, benefits, pensions or allowances.
When they did receive any income, they were asked to
specify the type, including: government pension, occupa-
tional pension, disability pension or benefit, money from
family, income from rented land or property, income from
paid work, or other. We also estimated the extent of each
individual’s social network. The total score for this item
was composed by scores given to the participants’
self-reported frequency (never, occasionally or regularly)

of each one of the following social activities: attending
religious meetings, attending any community or social
groups, seeing children and relatives, and having a chat
or any sort of social activities with friends or neighbors.
The total score varied from 0 to 10, and was categorized
as follows: 0–3 “small social network”; 4–6 “moderate
social network”; and 7–10 “large social network”.

The number of impairments was determined by a sum
of self-reported physical impairments that interfered with
the participants’ daily activities.14

Physical activity: Participants were asked about their
self-perception of being physically active, taking into
account both work and leisure. Those answering “very”
or “fairly” were categorized as physically active, and those
who answered “not very” or “not at al” as physically
inactive.

Alcohol consumption: Data on the amount and
frequency of maximum regular consumption of standard
alcohol units in an average week were gathered by
self-report and categorized according to guidelines for safe
drinking (no more than 7 units per week).15 We first
identified two patterns of alcohol consumption: (i) no
drinking; and (ii) any drinking (one or more units per
week). Then we classified the any drinkers group into
two other patterns of alcohol consumption, also according
to the same guidelines: (i) moderate drinkers (between 1
and 7 units per week); and (ii) at risk drinkers (8 or more
units per week).15

Smoking: Data were collected by the participants’
self-report on regular use of tobacco.

Statistical analysis

Agreement within couples: For each health behavior, the
kappa statistic was used to assess the agreement of wife
and husband beyond chance. We estimated 95% confi-
dence intervals using 100 000 bootstrap replications.16

However, as the prevalence of the health behavior
influences the kappa statistic, we calculated the preva-
lence-adjusted bias-adjusted kappa (PABAK).17 We
followed the interpretation of PABAK proposed by Landis
and Koch18: <0 = poor; 0–0.20 = slight; 0.21–0.40 = fair;
0.41–0.60 = moderate; 0.61–0.80 = substantial; and
0.81–1.00 = almost perfect agreement. We also applied
McNemar’s test to verify the symmetry of the discordant
couples, making explicit allowance for the dependency in
the data generated by the marriage. This test assumes that
the proportion of discordant pairs b (wife = Yes, husband =
No) and c (wife = No, husband = Yes) should be equal
under the null hypothesis.

Factors associated with health behavior concordance:
We used logistic regression to investigate how women
and men’s age, schooling, household assets, receipt of
any income, width of social network, number of physical
impairments and physical activity were associated with
health behavior concordances (full model adjusted for all
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variables assessed and also for couple identification clus-
tering). In order to account for the clustering effect, robust
standard errors were used instead. This “sandwich estima-
tor of variance” relaxes the premise that observations are
independent. Hence, logistic regression-based concor-
dance analyses employed a total of 2902 participants.
However, standard errors for these analyses were adjusted
for 1451 clusters.

We carried out a meta-analysis using a two-stage
process. First, we analyzed individual participant data
separately in each country to produce country-specific
estimates. These analyses were based on the “full model,”
and incorporated the aforementioned sandwich estimator
for the variance. Then, a summary, overall estimate was
calculated as a weighted average of the country-specific
estimates using both fixed- and random-effects models
(general inverse variance and DerSimonian–Laird
methods,19 respectively). Fixed-effects models assume
that there is a common effect size across countries (e.g.
the strength of the association is identical across studies),
and that any observed variability in the estimates is as a
result of sampling error only. In contrast, random-effects
models consider that there might be different strengths
of association across countries, and incorporate the
between-country variability in the calculations – usually
providing wider confidence intervals. Statistical heteroge-
neity was tested using the Cochran’sQ-test and quantified
with the index I2.20 Throughout our analysis, results with
a P < 0.05 were considered statistically significant, except
for the Q-test, which was considered statistically signifi-
cant when P < 0.10.21

We also carried out a sensitivity analysis in which we
used the full-adjusted model with all the components of
the social network separately, in order to estimate if spe-
cific social activities were associated with health behavior
concordance. We carried out the analysis separately for
each country, and then summarized each into a single
estimate using a meta-analysis.

Results

General characteristics of the participants

A general description of the individuals by each country
and sex is given in Table 1. There was a higher proportion
of women in the younger age groups (33.9% of the total
sample were aged between 65 and 69 years) compared
with men (14.6%), and a higher proportion of men in
the older age group (31.9% were aged 80 and older)
compared with women (15.2%), which was similar in all
countries. The mean age for women and men was also
similar in all countries, and not much different from the
overall mean age for each sex, being 73.0 years (SD 6.0)
for women and 76.5 years (SD 6.7) for men.

There was a high proportion of participants with no or
minimal education in Mexico and the Dominican

Republic (approximately 70% for both sexes), and only a
small proportion of participants with tertiary education
in all countries. A higher proportion ofmenwere receiving
some kind of income (90.5% of all male participants)
compared with women (70.9% of all female participants)
in all countries. A total of 75% of the sample had more
than five household assets. Regarding the participant’s
social network, nearly 50% of the total sample had a low
or moderate social network. There was a slightly higher
proportion of men without any physical impairment
(33.8% vs 29.5% of the total sample), and a slightly higher
proportion of women with a higher number of physical
impairments.

The overall prevalence of moderate drinking among
women was 3.8% (ranging from 0.8% in Peru to 10.4%
in Mexico), and among men was 14% (ranging from
6.9% in Peru to 23.1% in Mexico). There was a higher
proportion of at-risk drinking in the Dominican Republic
(5.3% of women and 24.8% of men) and, in general, at-
risk drinking was higher among men (9.7% of the total
sample) than women (1.5% of the total sample). Overall,
smoking was reported by 4.7% of the women (ranging
from 1.1% in Puerto Rico to 9.6% in Cuba), and 13.9%
of the men (ranging from 7.3% in Peru to 24.1% in
Cuba). There was also a higher proportion of male former
smokers (44.2%) than female former smokers (12.6%),
ranging from 7.4% in Mexico to 22.5% in the
Dominican Republic for women, and from 19.9% in
Peru to 58.6% in the Dominican Republic for men. Re-
garding physical activity, there was a higher prevalence of
physically active participants (66.7% for men and 69.3%
for women) compared with physically inactive participants
(33% for men and 30.4% for women). Overall, men were
more inactive than women, with the exception of Cuba
(32.2% of women compared with 25.7% of men).

Concordance of wife and husband for alcohol
consumption

Overall, non-drinking behavior showed a high level of
agreement (75.9%) between wife and husband. This
agreement was 3% higher than that which would be ex-
pected by chance (P < 0.001; Table 2). PABAK estimates
ranged from 0.24 (Dominican Republic) to 0.83 (Peru),
suggesting fair to substantial agreement for alcohol con-
sumption, respectively. Similar results were observed for
moderate drinking, as well as for the “at-risk drinking.”
Among discordant couples, non-agreement was asym-
metrical, indicating that couples in which the husband
drinks, but the wife does not, are sevenfoldmore common
(OR 7.3, 95CI 5.16–10.21) than couples in an inverse situ-
ation (wife drinks and husband does not).

Concordance of wife and husband for smoking

Considering all the countries together, agreement for non-
smoking status was also high (85%), with an overall
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PABAK of 0.70, indicating substantial agreement between
wife and husband (Table 2). The overall observed agree-
ment was 2% higher than the agreement expected by
chance alone (P < 0.001). For the discordant couples,
non-agreement for smokingwas also asymmetrical, show-
ing that discordant couples were fourfold more likely to
comprise a smoker husband and a non-smoker wife (OR
4.13, 95% CI 2.06–82.7) than a non-smoker husband
and a smoker wife.

Factors associated to concordance between wife and
husband

We also identified the characteristics of spouses poten-
tially associated with healthy behavior concordance,
which were: both being non-drinkers and both being
non-smokers (see Table 3). Increased age was associated
with a higher likelihood of spousal concordance on both
being non-drinkers (OR 1.03, 95% CI 1.01–1.05 – het-
erogeneity test 4.99 [4], P = 0.288; I2 = 20 [0–83]) and
non-smokers (OR 1.05, 95% CI 1.02–1.07 – heterogene-
ity test 4.44 [4], P = 0.349; I2 = 10 [0–81]). Furthermore,
the fixed-effects model showed that the wider the social
network, the smaller the chance of both spouses being
non-drinkers (OR 0.93, 95% CI 0.88–0.98 – heterogene-
ity test 7.08 [4], P = 0.132; I2 = 44 [0–79]), which was not
seen in the random-effect model (OR 0.93, 95% CI 0.87–
1.01).

In order to better understand the association between
social network and health behavior concordance, we
analyzed each of the five social activities separately.
Non-drinking concordance was inversely associated with
attending social meetings (OR 0.86, 95% CI 0.77–0.97 –

heterogeneity test 4.01 [4], P = 0.405; I2 = 0 [0–79]),
chatting with friends (OR 0.84, 95% CI 0.74–0.94
– heterogeneity test 1.27 [4], P = 0.867; I2 = 0 [0–79]) and
seeing neighbors (OR 0.79, 95%CI 0.66–0.94 – heteroge-
neity test 2.50 [3] P = 0.476; I2 = 0 [0–85]). The more the
individual took part in these activities, the smaller was
the chance of both spouses being non-drinkers. In con-
trast, attending religious meetings was positively associ-
ated with non-smoking concordance (OR 1.19, 95% CI
1.01–1.41 – heterogeneity test 3.36 [4], P = 0.500; I2 = 0
[0–79]).

Discussion

It seems that a significant proportion of older couples in
Latin America are concordant in their non-drinking and
non-smoking habits, and when discordant the most com-
mon status is that the husband smokes or drinks and the
wife does not. The present findings regarding rates of al-
cohol non-drinking concordance are not consistent with
some previous studies carried out in developed countries.
Graham et al., for example, found higher rates of drinking
concordance (47.4% compared with 2.7% in the presentT
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study) and lower rates of non-drinking concordance
(26.8% compared with 73%) among a community sample
of older adults in Canada.22 A more recent study, using a
sample of older couples in the USA12 found similar rates
as Graham et al.,22 in which 45% were drinking concor-
dant and 29% were non-drinking concordant. Neverthe-
less, the Canadian study’s rates of concordance on
smoking and non-smoking were similar to those found
in the present study. These differences regarding alcohol
consumption among couples between the present study
and other studies, as well as the similarities between stud-
ies regarding the concordance on tobacco consumption,
might just be a reflection of the situation in terms of to-
bacco and alcohol consumption in high-income coun-
tries, and low- and middle-income countries. It seems
that alcohol consumption by older individuals in Western
high-income countries is more common than in low- and
middle-income countries. Hajat et al. found that alcohol
consumption was much higher in the UK, with 73% of
people aged 75 years and older being moderate drinkers,
compared with the 8.9% in the present study.23 However,
they found that 9.8% of people aged over 75 years in the
UK were smokers, a similar proportion to the 9.3% of
smokers aged over 65 years in the present study. These
differences might be related to the economic and develop-
mental states of the countries, as well as to the price and
availability of alcohol and tobacco and country policies.
Local cultural issues related to drinking and smoking be-
havior might also play a role, and are likely to be important

in explaining the differences found in the prevalence of
these behaviors among older people between the coun-
tries in our study.

Another factor that could play an important role in the
differences between the present study and other studies is
the prevalence of chronic health conditions. Previous
studies were carried out in high-income countries, where
the prevalence of chronic diseases and disability are lower
than those found in developing countries. Chronic condi-
tions might affect behavior change, in the sense that one
might stop smoking or drinking as a result of chronic con-
ditions, such as hypertension or diabetes, which could par-
tially explain the lower prevalence of alcohol drinking
among older adults in Latin America, which is in turn
reflected in the low proportion of concordance on drink-
ing behavior among older spouses in the present study
compared with older spouses from high-income coun-
tries.24,25 However, when we consider tobacco consump-
tion prevalence, older adults’ tobacco consumption and
smoking habits and the concordance found in older cou-
ples in the present study are similar to those in studies car-
ried out in high-income countries. Unlike in the case of
alcohol, tobacco control polices have being carried out
with relative success in many countries, including those
in Latin America. According to the World Health Organi-
zation report on the global tobacco epidemic, these poli-
cies have been implemented in both high- and low- and
middle-income countries, and have decreased the global
prevalence of smoking from 23% in 2007 to 21% in

Table 3 Correlates of couple concordance on alcohol and tobacco consumption (pooled odds ratios frommeta-analysis
of country estimates)

Both non-drinkers Both non-smokers

OR† (95% CI) OR† (95% CI)

Age
1.03 (1.01–1.05) 1.05 (1.02–1.07)

Educational level
1.04 (0.93–1.15) 1.11 (0.98–1.26)

In receipt of any income
0.96 (0.73–1.26) 1.05 (0.79–1.40)

Household assets
1.05 (0.94–1.17) 1.00 (0.88–1.14)

Social network
Total 0.93 (0.87–0.98) 1.04 (0.97–1.10)
Attend religious meetings 0.99 (0.83–1.19) 1.19 (1.01–1.41)
Attend social meetings 0.86 (0.77–0.97) 1.06 (0.92–1.23)
See children or relatives 1.20 (0.98–1.47) 1.05 (0.83–1.32)
Chat with friends 0.84 (0.74–0.94) 1.00 (0.86–1.16)
See neighbors 0.79 (0.66–0.94) 1.04 (0.85–1.28)

No. impairments
1.03 (0.90–1.18) 1.00 (0.88–1.13)

Physical activity 0.97 (0.87–1.08) 0.97 (0.85–1.11)
†Pooled odds ratio adjusted by sex, age, education, in receipt of any income, assets, social network, number of impairments, physical
activity, and alcohol and tobacco consumption accordingly, plus couple identification clustering.
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2013.26 The lower rates of tobacco consumption in gen-
eral might be reflected in the high levels of concordance
found in the present study and in studies carried out in
richer countries.

The decline in health with age could also explain the
association found between age and concordance between
spouses in terms of being non-drinkers and non-smokers,
whereby the older the spouses are, themore likely they are
to be non-drinkers and non-smokers.23,27 However, re-
gardless of their age or number of impairments, we found
that the wider the social network, the lower was the prob-
ability that both spouses were non-drinkers. Close social
networks, such as family (seeing children or close relatives)
and religious activities, were not associated with spouse
concordance on alcohol consumption, whereas social
networks made up of those with whom the spouses had
less close relationships (attending social meetings, having
a chat with friends and seeing neighbors) were associated
with concordance. Having a wider social network is
known to be a factor associated with alcohol consump-
tion, and according to Rosenquist et al., the closer the
social contact was, such as a spouse or close friend or rel-
ative, the more similar the patterns of alcohol consump-
tion were.28 However, this influence was moderated by
geographic distance. Although a previous study showed
that closer social contacts also influenced smoking absti-
nence in former smokers, in the present study it was found
that only attending religious meetings was associated with
smoking behavior, in which it increased the probability of
both spouses being non-smokers.29

We did not find any association between the partici-
pants’ socioeconomic circumstances with spousal concor-
dance on alcohol and tobacco consumption. One study
that investigated socioeconomic factors and spousal con-
cordance carried out in Brazil, found that non-smoking
concordance increased with higher levels of income and
education, but their findings were related to adults aged
20 years and older with a mean age of 43.3 years, and
not older adults only.30 The previously mentioned study
carried out in Canada found that higher educational levels
were associated with increased couple concordance in
drinking habits.22 It seems that economic circumstances,
including schooling, might influence couple concordance
differently in relation to these health behaviors in different
countries.

To the best of our knowledge, this is the first study to
analyze health behavior concordance among older cou-
ples in low- and middle-income countries. Even though
we used the same protocol across the five country sites,
few participants were found to be at-risk drinkers or
smokers, which limited our analysis. In addition, the
cross-sectional design prevented us inferring temporality
regarding possible associations between health behavior
concordance and their correlates, such as social network
and drinking habits concordance. Another limitation was
the secondary analysis nature of the present study, in

which some information important to the present study
was not collected (such as duration and quality of mar-
riage, social roles, and the onset of some chronic condi-
tions), limiting some of our analyses. Two recent studies
using data from the Health and Retirement Study in the
USA showed the importance drinking health behavior
concordance has on the quality of marriage, an important
factor affecting health in general, and also suggested that
higher partner mastery belief (self-efficacy) is associated
with better self-rated health and fewer functional
limitations.10,12

A common understanding between spouses regarding
a need for change might be pivotal for the success of
promoting healthy attitudes and behaviors. Future
research using a longitudinal design aiming to deepen
knowledge about the effect of each spouse’s behavior on
the other is required, especially in low- and middle-
income countries. The present findings show that group
level interventions aimed at health behavior change might
be more effective, and interventions targeting the family
should be tested. Research in this field should also follow
new family trends, as family patterns are changing, with
higher divorce rates, changes in gender roles and married
couples of the same gender.
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