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ABSTRACT The objective of this study was to compare the prevalence of health risk be-
haviors among elderly widowers with that of elderly partnered males, as well as single or 
divorced/separated men. Additionally, we set out to examine the prevalence of risk behav-
iors in elderly widowered men according to age, education level, and race/skin color. A 
cross-sectional study was conducted with elderly men (≥ 60 years) who were interviewed 
through the Surveillance System of Risk and Protective Factors for Chronic Diseases by 
Telephone Survey (Vigitel) in 2016 (n=5,384) and 2017 (n=5,801). The Vigitel survey 
includes representative samples of adults residing in the capitals of Brazilian states and 
the Federal District, and of those surveyed, 886 were widowers. Identified risk behaviors 
included physical inactivity during leisure time, irregular consumption of fruits, vegetables 
and legumes, smoking and alcohol abuse. The prevalence of smoking was lower among 
partnered elderly men [PR=0.68, CI95% (0.52-0.90)] than among widowers. There were 
no differences in the prevalence of other risk behaviors between widowers and other 
groups. When only widowers were taken into account, there was significant association of 
risk behaviors with age and educational level, but not with race/skin color. 
KEY WORDS Health of the Elderly; Life Style; Cross-Sectional Studies; Widowhood; 
Aging; Brazil.

RESUMEN Se buscó comparar la prevalencia de comportamientos de riesgo para la salud 
en hombres mayores viudos con las de hombres mayores con pareja, solteros y divorciados/
separados, así como la prevalencia de comportamientos de riesgo en hombres mayores 
viudos según rango de edad, escolaridad y raza/color. Se realizó un estudio transversal 
con hombres mayores (≥ 60 años) entrevistados por el Sistema de Vigilancia de Factores 
de Riesgo y Protección para Enfermedades Crónicas por Encuesta Telefónica (Vigitel) en 
2016 (n=5.384) y 2017 (n=5.801) que incluye muestras representativas de adultos de 
las capitales de los estados brasileños y del Distrito Federal. De ellos, 886 eran viudos. 
Los comportamientos de riesgo fueron: inactividad física en el tiempo libre, consumo 
irregular de frutas, verduras y legumbres, tabaquismo y consumo abusivo de alcohol. La 
prevalencia de tabaquismo fue menor entre los hombres mayores con pareja [RP=0,68; 
IC95% (0,52-0,90)] que entre los viudos. En los demás comportamientos de riesgo no se 
observaron diferencias en la prevalencia de los viudos en relación a los demás grupos. 
Cuando se analizaron solamente los viudos, se observaron importantes asociaciones de 
los comportamientos de riesgo con las variables grupo de edad y escolaridad, pero no 
con raza/color.         
PALABRAS CLAVES Salud de la Persona Mayor; Estilo de Vida; Estudios Transversales; 
Viudez; Envejecimiento; Brasil.
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INTRODUCTION

The demographic and epidemiological tran-
sitions observed in Brazil in recent decades 
have been influenced by the aging of the 
population, with the increase in the number 
and proportion of elderly individuals. In as-
sociation with these transitions, another im-
portant change in the Brazilian population 
profile is related to marital status. From 2000 
to 2010, there was an increase in the propor-
tion of widowed, divorced/separated, and 
single men and women. In 2010, Brazil had 
approximately eight million male and female 
widowed individuals, representing 4% of the 
population, suggesting that as the population 
ages, the number of widowers increases.(1,2) 
Another change is related to the country’s 
morbidity and mortality profile and the lead-
ing role of chronic non-communicable dis-
eases (NCDs).(3,4,5) Most of these diseases are 
caused by health-related behaviors, such as 
physical inactivity in leisure time, irregular 
consumption of fruits, vegetables, and le-
gumes, smoking, and alcohol abuse.

In general, studies indicate that men tend 
to engage in more risk behaviors and less 
frequently seek health services, factors that 
are associated with a greater development 
of severe and chronic conditions and higher 
mortality compared to women.(6,7,8) Thus, it 
is also important to consider the dimension 
of gender and men’s singularities and diver-
sities within broader social relationships re-
lated to these differences. For example, the 
construction of male gender roles associates 
men with greater strength and virility, which 
often entails only seeking health services for 
more severe conditions. In addition, accord-
ing to Gomes et al.(9) health services – espe-
cially primary care services – are often more 
directed towards women’s health.

To confront this situation, in 2009 the 
Brazilian Ministry of Health launched the 
National Comprehensive Healthcare Policy 
for Men (Política Nacional de Atenção In-
tegral à Saúde do Homem  – PNAISH) with 
the objectives of promoting improvements in 
the health conditions of Brazilian men and 

helping to reduce morbidity and mortality in 
this population by attempting to facilitate ac-
cess to health services.(10)

One factor that seems to be related to 
men’s health is marital status. According to 
several studies, individuals who are mar-
ried or in a stable relationship have better 
health indicators compared to those who are 
divorced/separated, single, and widowed.
(11,12,13) These results are explained at least in 
part by the protective aspect of broader so-
cial, economic, and psychological support 
networks. Another factor is selection, accord-
ing to which subjects with better health and 
economic conditions are more likely to main-
tain or enter into marital relationships.(7,11,12,13) 
Moreover, the positive factors associated 
with marriage seem to be more beneficial to 
men, largely as a result of the social construc-
tion of gender roles in marital relationships, 
in which the female partner tends to be re-
sponsible for performing various functions 
related to health care.(7,13,14,15) According to 
Gomes,(16) the dependence of men on the 
care provided by women is reinforced over 
generations and in the context of coexistence 
with the opposite gender.

In this context, widowhood is also a fac-
tor that seems to affect the health of individ-
uals. In addition to being a recurrent event in 
any society and being present in the lives of 
most people, its significance varies according 
to social, cultural, economic, and personal 
contexts, such as the time lived with the 
partner, the quality of the relationship, age, 
and gender.(17,18) The social construction of 
widowhood has been historically character-
ized as female because most women marry 
older partners, have a longer life expectancy 
than men, and seek new marital relationships 
less frequently.(2,7,17) According to Motta,(19) 
male widowhood has a lower incidence 
even among the elderly and, unlike the case 
of women, the social repercussions are less 
drastic, which increases the likelihood that 
men will seek a new marriage.

Thus, the effects of widowhood on health 
seem to differ between men and women.(20,21) 
Evidence indicates that male widowhood 
is associated with higher mortality,(11,20,21) 
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greater engagement in health-related risk 
behaviors,(22,23,24,25,26) higher prevalence of 
hypertension and diabetes,(27) and higher health-
care-related expenditures.(28) Most epidemio-
logical studies dealing with these issues have 
been conducted in the United States(21,22,25) or 
Europe,(23,26,28) and to our knowledge no studies 
have been conducted in Latin America. Despite 
the importance of the topic, given that widow-
hood is a condition that many people experi-
ence and is present in any society, there seem to 
be few epidemiological studies that address it, 
especially in relation to men’s health. As previ-
ously mentioned, this is due to the fact that wid-
owhood is a condition more closely associated 
with women. Another important factor relates 
to the population aging observed in Brazil in 
recent years and the need to better understand 
the factors related to the health of the elderly 
– especially elderly men, as they have a lower 
life expectancy than women. Thus, such an ap-
proach may help foster a broader view of the 
health-disease process in elderly men and en-
sure more effective planning in health services.

Therefore, the objective of this study was 
to compare the prevalence of health risk be-
haviors in elderly male widowers with those 
of elderly men who have a partner or who 
are single or divorced/separated and to deter-
mine prevalence of risk behavior in elderly 
male widowers by age group, educational 
level, and race/skin color.

METHODS

This was a cross-sectional, population-based 
study of elderly individuals interviewed by 
the Surveillance System of Risk and Protec-
tive Factors for Chronic Diseases by Tele-
phone Survey (Vigilância de Fatores de Risco 
e Proteção para Doenças Crônicas por In-
quérito Telefônico, or Vigitel) in 2016 (n = 
5,384) and 2017 (n = 5,801). Vigitel was 
established in 2006, and since then, surveys 
have been conducted annually. The survey 
includes individuals over 18 years of age re-
siding in the capitals of the 26 Brazilian states 
and the Federal District and is implemented 

by land telephone line. The Vigitel sampling 
process is probabilistic and is conducted as fol-
lows: 1) 5,000 residential telephone lines are 
drawn in each of the 26 capitals and the Fed-
eral District, and 2) an adult residing in each 
home is selected to answer the questionnaire. 
A total of 53,210 subjects were interviewed in 
2016, and 53,034 were interviewed in 2017. 
To ensure the sample’s representativeness of 
all adults in the surveyed capitals, post-strati-
fication weights were applied to the variables 
gender, age group, and education level to 
equalize the sociodemographic distribution of 
the sample in relation to the estimated distri-
bution of the adult population of each capital. 
More details can be found in the annual Vigi-
tel reports.(29,30)

The 2016 and 2017 Vigitel question-
naires included questions with different topics 
related to sociodemographic characteristics, 
health-related behaviors, self-reported weight 
and height, self-assessed health status, and 
morbidities. We chose to use data from two 
separate years rather than using just one in 
order to increase the power of the statistical 
analyses.

Variables

Physical inactivity during leisure time

This variable was measured by questions 
about the practice of physical exercise or 
sports in the last three months, and if the par-
ticipant responded affirmatively, questions 
about the duration and weekly frequency of 
this practice. According to the recommen-
dations of the World Health Organization 
(WHO),(31) individuals who engage in less 
than 150 minutes per week of mild- or mod-
erate-intensity physical activity or less than 75 
minutes of vigorous-intensity physical activity 
are considered physically inactive during lei-
sure time. For the construction of this indica-
tor, the following activities were considered 
mild/moderate intensity: walking, treadmill 
walking, weight lifting, water aerobics, gen-
eral exercise, swimming, martial arts, cycling, 
and volleyball. Running, treadmill running, 
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aerobics, soccer, basketball, and tennis were 
classified as vigorous-intensity activities.

Irregular consumption of fruits and/or 
vegetables

This variable was measured by two questions 
about the weekly frequency of consumption 
of these foods. For fruit, the question was 
“How many days of the week do you usually 
eat fruit?” For vegetables, the question was 
“How many days of the week do you usually 
eat at least one type of vegetable or legume 
(lettuce, tomato, kale, chayote, eggplant, 
zucchini), not counting potatoes, cassava, or 
yams?” For both, the response options were 
never, almost never, 1-2 days, 3-4 days, 5-6 
days, and every day. Individuals who reported 
consuming at least one of the two foods fewer 
than five days per week were considered to 
have irregular consumption; in order to be 
considered to have regular consumption, the 
respondent had to select “5-6 days” or “every 
day” for both questions.

Smoking

This variable was measured by a simple ques-
tion about whether the subject smoked. In-
dividuals who answered yes to this question 
were considered smokers.

Alcohol abuse 

This variable was measured by a question 
about whether the subject had consumed 
more than five doses of alcoholic beverages 
in a single day over the past 30 days. A can 
of beer, a glass of wine, or a shot of cachaça, 
whiskey, or any distilled beverage were con-
sidered one dose.

The independent variable was marital 
status. In Vigitel, subjects could choose the 
following options: widowed, married, stable 
union, divorced/separated, or single. For this 
study, the categories “married” and “stable 
union” were grouped into “partnered.”

The confounding variables or variables 
used to stratify the sample were educational 
level (0 to 8, 9 to 11, and 12 or more years of 

schooling), age group (60 to 69, 70 to 79, and 
80 years or older) and race/skin color (white 
or Asian and black/brown/indigenous).

Data analysis

The sample was characterized in terms of so-
ciodemographic variables using descriptive 
data analysis via frequency analysis. To cal-
culate the prevalence of health-related risk 
behaviors, all subjects in the sample were 
divided into widowers, partnered, divorced/
separated, or single and stratified by age 
group, educational level, and race/skin color. 
For this analysis, the chi-square test was used, 
and the p-value was set to p<0.05.

Lastly, the prevalence ratios of negative 
health behaviors were calculated, and two 
analyses were performed. In the first analysis, 
all marital statuses were considered accord-
ing to age group, educational level, and race/
skin color, with widowhood as the reference 
category. In the second analysis, only widow-
ers were considered, and the prevalence ratio 
was calculated according to age group (60 to 
69 years as the reference category), educa-
tional level (≥12 years as the reference cate-
gory), and race/skin color (white/Asian as the 
reference category). For these calculations, 
95% confidence intervals were set.

Free and informed consent was obtained 
orally at the time of the telephone interview. 
Vigitel was approved by the National Com-
mission of Ethics in Research with Human 
Subjects of the Ministry of Health for each year 
of the study (CAAE: 65610017.1.0000.0008). 
The survey database can be freely accessed 
online. The identity of all respondents is kept 
confidential (http://svs.aids.gov.br/bases_vig-
itel_viva/vigitel.php).

RESULTS

Considering the overall sample, the majority 
were partnered (78.5%). Out of the elderly 
respondents, a total of 7.9% were widow-
ers. Most of the widowers were 70 years old 
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or older (74.8%), had less than nine years of 
education (52.4%), and were categorized as 
white or Asian (88.3%). Comparing the char-
acteristics of widowers with those of the other 
groups, significant differences were observed 
with respect to age group (in the other groups, 
the majority were 60-69 years old) and educa-
tional level (in the other groups, the majority 
had at least 9 years of education) (Table 1).

Regarding physical inactivity during lei-
sure time, no differences in prevalence were 
observed according to marital status in gen-
eral. However, after stratifying by age group 
and educational level, some differences 
emerged. Among elderly men aged 80 years 
and older, the highest prevalence of physical 
inactivity during leisure time was observed 
among partnered men (77.1%), and the low-
est was observed among divorced/separated 
men (60.8%). Among elderly men with lower 
educational levels, physical inactivity during 
leisure time was higher for those that were 
partnered (77.4%), and was lower among un-
married individuals (69.0%).

Overall, no significant association was 
found between the irregular consumption of 

fruits, vegetables, and legumes and marital 
status. However, we found an association 
between age group and marital status among 
70- to 79-year-olds: the highest prevalence 
of irregular consumption was found among 
widowers (62.4%), and the lowest was found 
among those that were partnered (55.1%).

Regarding smoking, a significant associ-
ation with marital status was observed both 
in the overall sample and when stratified by 
age group and educational level. Overall, di-
vorced/separated men had a higher prevalence 
of smoking (14.2%), and those who were part-
nered had a lower prevalence (7.7%). When 
stratified by age group, the smoking rate was 
also higher among divorced/separated men 
(17.9%) and lower among partnered men 
(9.5%). Among those aged 70-79 years, smok-
ing was more prevalent among single men 
(11.6%) and lower among those with a partner 
(5.7%). Regarding educational level, among 
those with 9 to 11 years and 12 or more years 
of schooling, the smoking rate was higher 
among single men (14.4% and 16.7%, respec-
tively) and lower among partnered men (7.1% 
and 6.3%, respectively).

Table 1. Sociodemographic characteristics of elderly men (≥60 years old) living in state 
capitals and the Federal District (overall and stratified by age group and educational level) 
Vigitel, Brazil, 2016 and 2017 (n=11,185).
Variables Widowed  Partnered Divorced/

 separated 
Single

 n % n % n %  n %

Total  886  7.9   8,785 78.5 840 7.5 674  6.0

Age range 

60 to 69 years    224    25.3   4,990  56.8 509 60.6 449 66.6

70 to 79 years    346  39.1   2,991  33.1 257 30.6 181 26.9

80 or more years old 316 35.6    884  10.1 74 8.8 44   6.5

Educational level 

0 to 8 years  464  52.4 3,124 35.6 296 35.2 232 34.4

9 to 11 years  193  21.8 2,378 27.1 240 28.6 208 30.9

12 years or more  229  25.8 3,283 37.4 304 36.2 234 34.7

Race/skin color 

White/Asian     543  88.3 4,979 89.6 496 89.2 368 86.2

Black/brown/indigenous    72  11.7   581 10.4 60 10.8   59 13.8

Source: System of Risk and Protective Factors for Chronic Diseases by Telephone Survey  (Vigitel) 2016 and 2017, Ministry of 
Health, Brazil.
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We found associations between marital 
status and alcohol abuse both overall and 
when the sample was stratified by educa-
tional level and race/skin color. In general, 
the highest prevalence of alcohol abuse was 
among divorced/separated men (15.1%), and 
the lowest prevalence was among widowers 
(8.2%). In elderly individuals with a lower ed-
ucational level (0 to 8 years), the prevalence of 
alcohol abuse was higher among single men 

(10.3%) and lower among widowers (5.4%). 
Regarding race/skin color, white/Asian men 
showed a higher prevalence of smoking 
among divorced/separated men (14.1%) and 
a lower prevalence among widowers (7.4%) 
(Table 2).

Table 3 shows the prevalence ratio (crude 
and adjusted) of health-related risk behaviors 
in elderly men by marital status. Widowers 
were considered the reference group. Of the 

Table 2. Prevalence of health risk behaviors in elderly men according to marital status (overall and stratified by age group and 
educational level) residing in the capitals and the Federal District, Vigitel, Brazil, 2016 and 2017 (n = 11,185).
Variables PILT p-value ICFVL p-value SMK  p-value AA p-value

n % n %   n  %  n %
Widowed 627 70.8

0.175

  525 59.3

0.186

77   8.7

<0.001

73  8.2

<0.001Married/stable union 6,123 69.7 5.003 56.9   678   7.7 1.151 13.1
Divorced/separated 566 67.4   503 59.9   119 14.2   127 15.1
Single 450 66.8   398 59.1     95 14.1   101 15.0
Age group 
60 to 69 years
Widowed   155 69.2

0.462

 145 64.7

0.289

  26 11.6

<0.001

    32 14.3

0.415Married/stable union 3,426 68.7  2.945 59.0 476    9.5   879 17.6
Divorced/separated   348 68.4  301 59.1   91 17.9     98 19.3
Single   292 65.0  276 61.5   72 16,0     83 18.5
70 to 79 years
Widowed   239 69.1

0.919

 216 62.4

0.019

 39 11.3

<0.001

  30 8.7

0.920Married/stable union 2,015 69.2  1.603 55.1 166   5.7 257 8.8
Divorced/separated   173 67.3  158 61.5  27 10.5   25 9.7
Single   127 70.2  100 55.2  21 11.6   18 9.9
80 or years or older
Widowed   233 73.7

0.012

164 51.9

0.611

12 3.8

0.701

11 3.5

0.053Married/stable union   682 77.1 455 51.5 36 4.1 15 1.7
Divorced/separated     45 60.8   44 59.5   1 1.4   4 5.4
Single     31 70.5   22 50.0   2  4.5   0 0.0
Educational level
0 to 8 years 
Widowed   345 74.4

0.017

315 67.9

0.386

   44   9.5

0.089

  25 5.4

0.042Married/stable union 2,419 77.4 2.206 70.6  303   9.7 279 8.9
Divorced/separated   223 75.3 215 72.6    42 14.2   30    10.1
Single   160 69.0 170 73.3    26 11.2   24   10.3
9 to 11 years
Widowed 138 71.5

0.591

   112 58.0

0.405

18   9.3

<0.001

  20 10.4

0.303Married/stable union 1,662 69.9  1.469 61.8    169   7.1 356 15.0
Divorced/separated 160 66.7    158 65.8 33 13.8   39 16.3
Single 150 72.1    131 63.0 30 14.4   33 15.9
12 years or more 
Widowed 144 62.9

0.798

  98 42.8

0.785

15   6.6

<0.001

  28 12.2

0.105Married/stable union 2,042 62.2 1.328 40.5    206   6.3 516 15.7
Divorced/separated 183 60.2 130 42.8 44  14.5   58 19.1
Single 140 59.8   97 41.5 39 16.7   44 18.8
Race/skin color 
White/Asian 
Widowed 378 69.6

0.438

300 55.2

0.039

46   8.5

<0.001

      40   7.4

0.003Married/stable union 3,454 69.4 2.520 50.6    381   7.7     610    12.3
Divorced/separated 335 67.5 277 55.8 75 15.1  70 14.1
Single 242 65.8 188 51.1 61 16.6  47 12.8
Black/brown/indigenous  
Widowed 54 75.0

0.540

  47 65.3

0.647

 10 13.9

0.159

    6   8.3

0.627Married/stable union 427 73.5 408  70.2  44   7.6   81 13.9
Divorced/separated 39    65.0   44  73.3    6 10.0     8 13.3
Single 43    72.9   44  74.6    8 13.6     8 13.6
Source: System of Risk and Protective Factors for Chronic Diseases by Telephone Survey  (Vigitel) 2016 and 2017, Ministry of Health, Brazil.  
PILT=Physical inactivity during leisure time; ICFVL=Irregular consumption of fruits, vegetables and legumes; SMK=Smoking; AA=Alcohol abuse. 
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four behaviors analyzed in the study, an as-
sociation with marital status was found only 
for smoking, which was less prevalent among 
partnered men [PR=0.68; 95% CI (0.52-0.90)] 
than among widowers.

Statistical analyses were also performed 
for each age group, educational level, and 
race/skin color (not shown in the table), ad-
justed for demographic variables other than 
the one being considered as an independent 
variable. In these analyses, for elderly men 
aged 70 to 79 years, a lower prevalence of 

smoking was observed among those with a 
partner [PR=0.52; 95% CI (0.35-0.77)] than 
among widowers. For elderly men with 9 to 
11 years of education, a lower prevalence of 
smoking was also observed among those with 
a partner [PR=0.52; 95% CI (0.31-0.87)] than 
among widowers. Among those with a higher 
educational level (12 years of schooling or 
more), the prevalence of smoking was higher 
for single men [PR=2.23; 95% CI (1.21-4.13)] 
than widowers. It was also observed that for 
black, brown, or indigenous men, there was 

Table 3. Prevalence ratio of health-related risk behaviors in elderly men living in the Brazilian state capitals and the Federal District according to 
marital status, Vigitel, Brazil, 2016 and 2017 (n = 11,185).
Variables Physical inactivity during  

leisure time
Irregular consumption of fruits, vegetables, 

and legumes
Smoking Alcohol abuse

PR
crude

95% IC PR
adjusted1

95% IC PR
crude

95% IC PR
adjusted1

95% IC PR
crude

95% IC PR
adjusted1

95% IC PR
crude

95% IC
   

PR
adjusted1

95% IC

Widowed 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00

Partnered 0.98 0.94-1.03 1.04 0.98-1.10 0.96 0.91-1.02 0.98 0.91-1.05 0.89 0.71-1.11 0.68 0.52-0.90 1.59 1.27-1.99 1.08 0.81-1.44

Divorced/
separated 0.95 0.89-1.01 1.00 0.92-1.08 1.01 0.93-1.09 1.07 0.97-1.18 1.63 1.24-2.14 1.25 0.91-1.73 1.83 1.40-2.41 1.16 0.82-1.63

Single 0.94 0.88-1.01 0.99 0.91-1.08 1.00 0.92-1.08 0.98 0.88-1.10 1.62 1.22-2.15 1.31 0.93-1.84 1.82 1.37-2.42 1.00 0.69-1.45

Source: System of Risk and Protective Factors for Chronic Diseases by Telephone Survey (Vigitel) 2016 and 2017, Ministry of Health, Brazil.
1Adjusted for educational level, age group and race/skin color. PR= Prevalence ratio. 95% IC= 95% confidence interval.

Table 4. Associations of age group, educational level, and race/skin color with health risk behaviors among elderly male widowers living in the 
Brazilian state capitals and the Federal District according to age group, educational level, and race/skin color, Vigitel, Brazil, 2016 and 2017 (n = 886).
Variables PILT ICFVL SMK AA

PR
crude

95% IC PR
adjusted1

95% IC PR
crude

95% IC PR
adjusted1

95% IC PR
crude

95% IC PR
adjusted1

95% IC PR
crude

95% IC PR
adjusted1

95% IC

Age group1

60 to 69 years 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00

70 to 79 years 1.00 0.89-1.12 0.86 0.74-0.98 0.96 0.85-1.10 0.93 0.79-1.10 0.97 0.61-1.55 1.01 0.56-1.80 0.61 0.38-0.97 1.06 0.57-1.98

80 years or older 1.07 0.95-1.19 0.97 0.86-1.10 0.80 0.69-0.93 0.78 0.66-0.93 0.33 0.17-0.63 0.32 0.15-0.65 0.24 0.13-0.47 0.35 0.15-0.83

Educational level2

12 years or more 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00

9 to 11 years 1.14 0.99-1.30 1.16 1.00-1.35 1.36 1.12-1.64 1.31 1.04-1.65 1.42 0.74-2.75 1.51 0.73-3.11 0.85 0.49-1.46 0.91 0.48-1.74

0 to 8 years 1.18 1.06-1.32 1.15 1.00-1.31 1.59 1.35-1.87 1.60 1.31-1.94 1.45 0.82-2.54 1.30 0.68-2.49 0.44 0.26-0.74  0.36 0.17-0.76

Race/skin color3

White/Asian 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00

Black/brown/
indigenous 1.08 0.93-1.24 1.04 0.90-1.20 1.18 0.98-1.42 1.00 0.83-1.21 1.64 0.87-3.10 1.32 0.67-2.60 1.13 0.50-2.57 1.40 0.56-3.47

Source: System of Risk and Protective Factors for Chronic Diseases by Telephone Survey  (Vigitel) 2016 and 2017, Ministry of Health, Brazil. 
1Adjusted for educational level and race/skin color; 2Adjusted for age group and race/skin color; 3Adjusted for educational level and age group.
PILT=Physical inactivity during leisure time; ICFVL=Irregular consumption of fruits, vegetables and legumes; SMK=Smoking; AA=Alcohol abuse. 
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a higher prevalence of irregular consumption 
of fruits, vegetables, and legumes among di-
vorced/separated men [PR=1.27; 95% CI 
(1.02-1.58)] than widowed men (data not 
shown in tables).

No significant associations were ob-
served for the remaining behaviors. How-
ever, at the lower limit of the confidence 
interval, borderline significance was found 
for differences in the prevalence of physical 
inactivity during leisure time among part-
nered men aged 70 to 79 years [PR =1.11; 
95% CI (1.00-1.23)] and partnered elderly 
men with an educational level of 8 or fewer 
years of schooling [PR=1.07; 95% CI (1.00-
1.16)] (data not shown in tables).

Table 4 shows the prevalence ratios of 
the associations of age group, educational 
level, and race/skin color with health risk 
behaviors among elderly widowers. In the 
present study, a lower prevalence of physical 
inactivity during leisure time was observed 
among widowers in the intermediate age 
range, those aged 70 to 79 years [PR=0.86; 
95% CI (0.74-0.98)]. Regarding educational 
level, the adjusted prevalence ratio was 1.16 
for those with an intermediate educational 
level (9 to 11 years) and 1.15 for those with 
a lower educational level (0 to 8 years), and 
the lower limit of the confidence interval was 
at the threshold between the presence or ab-
sence of an association (i.e., 1.00) in both 
cases. Irregular consumption of fruits, vege-
tables, and legumes was lower among wid-
owers aged 80 years or older [PR=0.78; 95% 
CI (0.66-0.93)] and higher among those with 
up to 8 years of schooling [PR=1.60; 95% 
CI (1.31-1.94)] and those with 9 to 11 years 
of schooling [PR=1.31; 95% CI (1.04-1.65)] 
compared to the reference group (12 or more 
years of schooling). Regarding smoking, there 
was a lower prevalence among older widow-
ers [PR=0.32; 95% CI (0.15-0.65)], and the 
same was true for alcohol abuse [PR=0.35; 
95% CI (0.15-0.83)]. A lower prevalence of 
smoking was also observed among those 
with a lower educational level [PR=0.36; 
95% CI (0.17-0.76)].

DISCUSSION

When the prevalence of health risk behav-
iors was analyzed by marital status, import-
ant associations were found; however, when 
the differences between widowers and other 
groups were compared, the only association 
observed was a lower prevalence of smoking 
among partnered males. In analyses by age, 
educational level, and race/skin color, few 
differences emerged between widowers and 
other groups. However, when comparing the 
prevalence of risk behaviors among elderly 
widowers by age group, educational level, 
and race/skin color, important associations 
were observed with respect to age group (for 
all analyzed behaviors) and educational level 
(for irregular consumption of fruits, vegeta-
bles, and legumes as well as alcohol abuse). 
In contrast, no significant associations were 
found with race/skin color.

There were differences in the prevalence 
of risk behaviors attributable to marital sta-
tus. These differences are consistent with 
those reported in previous studies.(22,25,26,27) 
Several factors may explain the differences 
observed with respect to marital status. On 
the one hand, having a partner (marriage or 
stable union) may be related to the adoption 
of healthy behaviors due to greater economic 
and social support; on the other hand, poor 
relationship quality could lead to the adop-
tion of risk behaviors in subjects.(32)

With the exception of smoking, the prev-
alence of risk behaviors showed weak associ-
ations when comparing widowers with other 
marital statuses. Widowhood is typically as-
sociated with worse health indicators, which 
may be related to stressors such as the death 
of a partner, the loss of economic and social 
support, and the resulting need to start over 
and rebuild social bonds, which is more diffi-
cult for elderly men.(1,14,15,33) In contrast, wid-
owhood may be related to a sense of starting 
over or a new life with greater freedom.(17)

As previously mentioned, a lower prev-
alence of smoking was observed among el-
derly men with a partner. Other studies have 
reported similar results for subjects who are 
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married or in a stable union.(14,24,34,35,36) A pos-
sible explanation for these results is the pro-
tective aspect of marriage, which is related to 
greater social, economic, and psychological 
support networks. In addition, another im-
portant factor relates to the issue of gender. In 
general, men still seem to benefit more from 
the economic, social, and healthcare support 
provided by their partner, and the absence of 
this care may facilitate the adoption of health 
risk behaviors in men.(14,17,24,33) 

In the comparison of elderly men by age 
group, in men aged 70 to 79 years we found 
a lower prevalence of leisure-time physical 
inactivity than those aged 60 to 69 years. 
In contrast with this result, previous studies 
assessing leisure-time physical activity lev-
els in the elderly found that the prevalence 
of leisure-time physical inactivity increased 
with age;(37,38) however, these studies did 
not conduct stratified analyses according 
to marital status. A possible explanation for 
the results of this study is survivorship bias; 
considering that physical inactivity is associ-
ated with mortality, it is possible that many 
elderly adults who die before age 70 years 
are on average less physically active during 
leisure time compared to those who live to 
be this age.(39,40,41) Another possible explana-
tion is that there is likely a higher proportion 
of retirees among elderly individuals aged 70 
to 79 years than among those aged 60 to 69 
years; therefore it is plausible to imagine that 
retired people may be more active during lei-
sure time than nonretired elderly individuals, 
due to the fact that they have more of it. Cau-
tion should be exercised when interpreting 
these findings, and new studies are needed 
to confirm whether trends among elderly 
widowers differ from those among elderly 
men with other marital statuses with respect 
to leisure-time physical activity according to 
age group; if differences are observed, further 
research is needed to elucidate the possible 
reasons for this specificity.

Regarding educational level, there was 
a higher prevalence of leisure-time physical 
inactivity among elderly men with interme-
diate (9 to 11 years of schooling) and low (0 
to 8 years of schooling) educational levels, 

in comparison with those who had higher 
educational levels (≥12 years of schooling). 
These results indicate that the relationship 
between educational level and leisure-time 
physical activity in elderly widowers is sim-
ilar to that of the general population, as there 
is sufficient evidence to indicate that individ-
uals with higher educational levels tend to be 
more active than those with lower education 
levels.(42,43,44,45)

Older elderly widowers (≥80 years old) 
had lower rates of irregular consumption of 
fruits, vegetables, and legumes when com-
pared with younger elderly widowers (60 to 
69 years old). Studies indicate that this higher 
consumption among the elderly is associated 
with the prevention of chronic diseases and 
mortality.(46,47) One factor that may explain 
this finding is survivorship; it is possible that 
subjects who consumed fruits, vegetables, 
and legumes more irregularly had already 
died. In addition, older individuals may have 
more immediate concerns regarding their 
health, as well as more time to buy and pre-
pare these foods, considering that it is likely 
that a higher proportion of elderly men in 
this study’s younger age bracket were still 
working in comparison to the older groups. 
However, because this was a cross-sectional 
study, it was not possible to establish a causal 
relationship that could explain whether older 
elderly men (≥80 years) changed their be-
haviors or maintained the same lifestyle that 
they had when they were 60 years old.

A higher prevalence of irregular con-
sumption of fruits, vegetables, and legumes 
was also observed in subjects with lower ed-
ucational levels (0 to 8 and 9 to 11 years); 
this was a linear association that pointed to a 
greater disadvantage on the part of those with 
the lowest educational levels (0 to 8 years). In 
general, associations between lower educa-
tional levels and low consumption of fruits, 
vegetables, and legumes are reported in the 
literature.(48,49,50,51,52,53) According to Silveira et 
al.,(50) educational level is related to increased 
knowledge, which favors the adoption of bet-
ter health-related behaviors. Subjects with 
higher educational levels are more likely to 
be more informed regarding the adoption of 
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healthy behaviors because they have a greater 
capability to seek and understand information 
to support maintaining or adopting positive 
habits. In addition, higher educational levels 
are generally associated with greater purchas-
ing power. In the Brazilian context, the cost 
barrier for the purchase of these foods seems 
to be an important factor. Santos et al.(48) con-
ducted a cross-sectional study that assessed 
the main barriers to the consumption of fruits, 
vegetables, and legumes and found that sub-
jects with up to four years of education had a 
greater odds of indicating “the cost weighs on 
the family budget” as a barrier to purchasing 
fruits and vegetables.

Comparing the prevalence of smoking 
among elderly widowers in terms of demo-
graphic variables, we found a lower preva-
lence among older elderly men (≥80 years 
old). This may also be related to survivorship 
bias, as there is clear evidence in the literature 
indicating the relationship between smoking 
and mortality.(54,55,56,57,58) According to Zaitune 
et al.,(54) the lower prevalence of smoking ob-
served in older elderly adults may be explained 
by the early onset of diseases associated with 
cigarette smoking, leading to recommenda-
tions to quit, greater chances of early death, 
and increased concern regarding health status, 
thereby encouraging older elderly adults to 
adopt healthier behaviors. In light of this, we 
performed an additional analysis that showed 
that the proportion of former smokers among 
the widowers in our sample increased with 
age (data not shown: 52.2% among those 
aged 60 to 69 years; 56.6% among those aged 
70 to 79 years; and 62.0% among those aged 
80 years or older).

A lower prevalence of alcohol abuse was 
observed among elderly widowers with lower 
educational levels. It seems that individuals 
with lower socioeconomic status are more 
vulnerable to the problems and consequences 
of alcohol abuse.(59,60) In addition, similar to 
the findings for other risk behaviors, survivor-
ship bias among the elderly may be a factor.

The limitations of this study include 
its cross-sectional design, which makes it 

impossible to establish causal relationships 
between exposure variables and outcome 
variables. In addition, the fact that sampling 
was limited to the 26 Brazilian state capitals 
and the Federal District and that the survey 
was conducted by land telephone line may 
affect the accuracy of information on health 
risk behaviors, especially with regards to 
the possible difficulty that some elderly 
adults may have in answering questions by 
telephone.

In contrast, the study’s strengths include 
the fact that it may be the first of its kind con-
ducted in Latin America. Additionally, we 
were able to reveal findings about the preva-
lence of five health risk behaviors in a repre-
sentative sample of elderly men from all state 
capitals and the Federal District.

Our results demonstrate the complexity 
of the topic and the need for further research, 
including longitudinal studies to examine the 
impact of widowhood on the adoption of 
health-promoting and health risk behaviors. 
It is also suggested that future studies should 
take into account aspects that may mediate 
the relationship between widowhood and 
behavior, such as social support networks. 
Qualitative studies seeking a deeper under-
standing of widowhood may also be of great 
consequence.

This study found moderate associations 
between the prevalence of health risk behav-
iors and widowhood compared with other 
marital statuses in elderly men; only in the 
case of smoking was a lower prevalence ob-
served among partnered men in comparison 
with widowers. Among elderly widowers, 
associations with health risk behaviors were 
found according to age group and educa-
tional level, but not race/skin color. Given 
this context, it is important that healthcare 
professionals adopt a broader perspective on 
care and a more humanized view of the vari-
ous factors that may contribute to the health-
disease-care process in men, especially 
elderly men. Thus, this study may be relevant 
for planning concrete actions as well as the 
promotion of healthy behaviors among men.



HealtH risk beHaviors in elderly brazilian widowers 11
SA

LU
D

 C
O

LEC
TIV

A
. 2020;16:e2255. doi: 10.18294/sc.2020.2255

REFERENCES

1. Fernandes BL, Borgato MH. A viuvez e a saúde 
dos idosos: uma revisão integrativa. Revista Kairós 
Gerontologia. 2016;19(3):187-204.

2. Camarano AA. Mulher idosa: suporte familiar 
ou agente de mudança? Estudos Avançados. 
2003;17(49):35-63.

3. Cruz MF, Ramires VV, Wendt A, Mielke GI, 
Martinez-Mesa J, Wehrmeister FC. Simulta-
neidade de fatores de risco para doenças crônicas 
não transmissíveis entre idosos da zona urbana de 
Pelotas, Rio Grande do Sul, Brasil. Cadernos de 
Saúde Pública. 2017;33(2):e00021916.

4. Vasconcelos A, Gomes M. Transição demo-
gráfica: a experiência brasileira. Epidemiologia e 
Serviços de Saúde. 2012;21:539-548.

5. Francisco PMSB, Segri NJ, Borim FSA, Malta 
DC. Prevalência simultânea de hipertensão e dia-
betes em idosos brasileiros: desigualdades indi-
viduais e contextuais. Ciência e Saúde Coletiva. 
2018;23(11):3829-3840.

6. Barata RB. Como e por que as desigualdades 
sociais fazem mal à saúde. Rio de Janeiro: Fiocruz; 
2009.

7. Carr D, Bodnar-Deren S. Gender, aging and 
widowhood. In: Uhlenberg P. International han-
dbook of population aging. Dordrecht: Springer; 
2009. 

8. Gomes R, Nascimento EF. A produção do 
conhecimento da saúde pública sobre a relação 
homem-saúde: uma revisão bibliográfica. Ca-
dernos de Saúde Pública. 2006;22(5)901-911.

9. Gomes R, Martha Cristina Nunes Moreira 
MCN, Nascimento EF, Rebello LEFS, Couto MT, 
Schraiber LB. Os homens não vêm! Ausência e/
ou invisibilidade masculina na atenção primária. 
Ciências e Saúde Coletiva. 2011;16(Supl 1):983-
992.

10. Brasil. Ministério da Saúde(MS). Política na-
cional de atenção integral à saúde do homem. 
Brasília: MS; 2009.

11. Manzoli L, Villari P, Pirone GM, Boccia A. 
Marital status and mortality in the elderly: A sys-
tematic review and meta-analysis. Social Science 
and Medicine. 2007;64:77-94.

12. Eng PM, Kawachi I, Fitzmaurice G, Rimm EB. 
Effects of marital transitions on changes in dietary 
and other health behaviours in US male health 
professionals. Journal of Epidemiology and Com-
munity Health. 2005;59(1):56-62.

13. Gomes MMF, Turra CM, Fígoli MGB, Duarte 
YAO, Lebrão ML. Associação entre mortalidade 
e estado marital: uma análise para idosos resi-
dentes no Município de São Paulo, Brasil, Estudo 
SABE, 2000 e 2006. Cadernos de Saúde Pública. 
2013;29(3):566-578.

14. Umberson D. Gender, marital status and the 
social control of health behavior. Social Science & 
Medicine. 1992;34(8):907-917.

15. Williams K, Umberson D. Marital status, ma-
rital transitions and health: a gendered life course 
perspective. Journal of Health & Social Behavior. 
2004;45(1):81-98.

16. Gomes R. A Saúde do Homem em Foco. São 
Paulo: Unesp; 2010.

17. Tôrres EM. A viuvez na vida dos idosos [Dis-
sertação de mestrado]. Salvador: Universidade Fe-
deral da Bahia; 2006.

18. Colombo VXL, Gatto MRT, Aristizábal-Vallejo 
N, Angarita RB, Calderón DH, Miranda LMM, 
Guiñazu NP, Gutiérrez LMT, Tarifa EC, Palacios 
M, Campos CIV. Viúdez y vejez en América Latina. 
Kairós Gerontologia. 2014;17(1):9-26.

19. Motta AB. Sociabilidades possíveis: idosos e 
tempo geracional. En: Peixoto CE. Família e en-
velhecimento. Rio de Janeiro: Editora FGV; 2004.

20. Ho SH, Hung WS. The impacts of widowhood, 
chronic disease and physical function on mortality 
among older people. Journal of Nursing Research. 
2013;21(2):110-119.

21. Stimpson JP, Kuo YK, Ray LA, Raji MA, Peek 
K. Risk of mortality related to widowhood in older 
mexican americans. Annals of Epidemiology. 
2007;17(4):313-319.

22. Williams K. The transition to widowhood and 
the social regulation of health: consequences for 
health and health risk behavior. Journal of Geron-
tology. 2004;59(6):343-349.

23. Skulason B, Jonsdottir LS, Sigurdardottir V, 
Helgason AR. Assessing survival in widowers and 
controls: A nationwide six-to nine-year follow-up. 
BMC Public Health. 2012;12(96):1-8.

24. Perkins JM, Lee HY, Lee JK, Heo J, Krishna 
A, Choi S, Nam YS, Oh J, Subramanian SV. Wi-
dowhood and alcohol, tobacco, and other drug 
use among older adults in India. Gerontological 
Society of América. 2016;0(0)1-9.

25. Eng PM, Kawachi I, Fitzmaurice G, Rimm EB. 
Effects of marital transitions on changes in dietary 
and other health behaviours in US male health 



12 EvEdovE AUd, Loch MR.
SA

LU
d

 c
o

LE
c

TI
v

A
. 2

02
0;

16
:e

22
55

. d
oi

: 1
0.

18
29

4/
sc

.2
02

0.
22

55

professionals. Journal of Epidemiology and Com-
munity Health. 2005;59(1):56-62.

26. Vinther JL, Conklin AJ, Wareham NJ, Monsivais 
P.Marital transitions and associated changes in fruit 
and vegetable intake: Findings from the population-
based prospective EPIC-Norfolk cohort, UK. Social 
Science and Medicine. 2016;157:120-126.

27. Francisco PMSB, Segri NJ, Borim FSA, Malta 
DC. Prevalência simultânea de hipertensão e dia-
betes em idosos brasileiros: desigualdades indi-
viduais e contextuais. Ciência e Saúde Coletiva. 
2018;23(11):3829-3840.

28. Rolden HJA, van Bodegom D, Westendorp RGJ. 
Changes in health care expenditure after the loss of a 
spouse: data on 6.487 older widows and widowers 
in the Netherlands. PLoS One. 2014; 9(12):1-17.

29. Ministério da Saúde. Vigilância de fatores de 
risco e proteção para doenças crônicas por in-
quérito telefônico 2016. Brasília: MS; 2017.

30. Ministério da Saúde. Vigilância de fatores de 
risco e proteção para doenças crônicas por in-
quérito telefônico 2017. Brasília: MS; 2018.

31. World Health Organization. Global recom-
mendations on physical activity for health [In-
ternet]. Geneva: WHO; 2011 [cited 9 dic 2019]. 
Available from: https://tinyurl.com/ufrnu5c.

32. Robles TF. Marital quality and health: Implica-
tions for marriage in the 21st century. Current Direc-
tions in Psychological Science. 2014;23(6):427-433.

33. Ho SH. A comparative assessment of emer-
gency medicine between the widowers and 
widows among the elderly in Taiwan. Economics 
Bulletin. 2015;35(3):1795-1808.

34. Cho HJ, Khang YH, Jun HJ, Kawachi I. Ma-
rital status and smoking in Korea: The influence 
of gender and age. Social Science and Medicine. 
2008;(66):609-619. 

35. Nystadt P. Marital life course events and 
smoking behaviour in Sweden 1980–2000. Social 
Science & Medicine. 2006;62(6):1427-1442.

36. Rhakonen O, Laaksonen M, Karvonen S. The 
contribution of lone parenthood and economic 
difficulties to smoking. Social Science & Medicine. 
2005;61(1):211-216.

37. Bueno DR, Marucci MFN, Roediger MA, 
Gomes IC, Duarte YAO, Lebrão ML. Nível de 
atividade física, por acelerometria, em idosos do 
município de São Paulo: Estudo SABE. Revista Bra-
sileira de Medicina do Esporte. 2010;22(2):108-
112. 

38. Mourão ARC, Novais FV, Andreoni S, Ramos 
LR. Atividade física de idosos relacionada ao trans-
porte e lazer, Maceió, Brasil. Revista de Saúde Pú-
blica. 2013;47(6):1112-1122.

39. Katzmarzyk PT. Effect of physical inactivity on 
major non-communicable diseases worldwide: an 
analysis of burden of disease and life expectancy. 
The Lancet. 2012;380(9838):219-229.

40. Rezende LFM, Rabacow FM, Viscondi JYK, 
Luiz OC, Matsudo VKR, Lee IM. Effect of physical 
inactivity on major noncommunicable diseases 
and life expectancy in Brazil. Journal of Physical 
Activity and Health. 2015;12(3):299-306.

41. Silva DAS, Malta DC, Souza MFM, Naghavi 
M. Burden of ischemic heart disease mortality at-
tributable to physical inactivity in Brazil. Revista 
de Saúde Pública. 2018;52(72):1-10.

42. Rodrigues PAF, Melo MP, Assis MR, Palma 
A. Condições socioeconômicas e prática de ati-
vidades físicas em adultos e idosos: uma revisão 
sistemática. Revista Brasileira de Atividade Física 
e Saúde. 2017;22(3):217-232.

43. Forechi L, Mill JG, Griep RH, Santos I, Pitanga 
F, Molina MCB. Adherence to physical activity in 
adults with chronic diseases: ELSA-Brasil. Revista 
de Saúde Pública. 2017;52(31):1-12. 

44. Aro AA, Agbo S, Omole OB. Factors in-
fluencing regular physical exercise among the el-
derly in residential care facilities in a South African 
health district. African Journal of Primary Health 
Care and Family. 2018;10(1):1-6.

45.Peixoto SV, Mambrini JVM, Firmo JOA, 
Loyola AI, Souza PRB, Andrade FB, Lima-Costa 
MF. Prática de atividade física entre adultos mais 
velhos: resultados do ELSI-Brasil. Revista de Saúde 
Pública. 2018;52(Supl 2):1-9.

46. Wang L, Manson JE, Gaziano JM, Buring JE, 
Sesso HD. Fruit and vegetable intake and the risk 
of hypertension in middle-aged and older women. 
American Journal of Hypertension. 2012;25(2): 
180-189.

47. Nicklett EJ, Kadell AR. Fruit and vegetable 
intake among older adults: a scoping review. Ma-
turitas. 2013;75(4):305-312. 

48. Santos GMGC, Silva AMR, Loch MR, Carvalho 
W, Rech CR. Barreiras percebidas para o consumo 
de frutas e de verduras ou legumes em adultos 
brasileiros. Ciência & Saúde Coletiva. 2019;24(7): 
2461-2470.

49. Jaime PC, Figueiredo ICR, Moura EC, Malta 
DC. Fatores associados ao consumo de frutas e 



HEALTH RISK BEHAVIORS IN ELDERLY BRAZILIAN WIDOWERS 13
SA

LU
D

 C
O

LEC
TIV

A
. 2020;16:e2255. doi: 10.18294/sc.2020.2255

https://doi.org/10.18294/sc.2020.2255

Received: 30 Mar 2019 | Modifi ed: 13 Dec 2019 | Accepted: 17 Dec 2019 | Publication online: 11 Mar 2020

CITATION 
Evedove AUD, Loch MR. Health risk behaviors in elderly Brazilian widowers. Salud Colectiva. 2020;16:e2255. doi: 
10.18294/sc.2020.2255.

Content is licensed under a Creative Commons
Attribution — you must attribute the work in the manner specifi    ed by the author or licensor (but 
not in any way that suggests that they endorse you or your use of the work).
Noncommercial — You may not use this work for commercial purposes.

hortaliças no Brasil, 2006. Revista de Saúde Pú-
blica. 2009;43(Supl 2):54-64.

50. Silveira EA, Martins BB, Abreu LRS, Cardoso 
CKS. Baixo consumo de frutas, verduras e le-
gumes: fatores associados em idosos em capital no 
Centro-Oeste do Brasil. Ciência & Saúde Coletiva. 
2015;20(12):3689-3699.

51. Camelo LV, Figueiredo RC, Oliveira-Campos 
M, Giatti L, Barreto SM. Comportamentos sau-
dáveis e escolaridade no Brasil: tendência tem-
poral de 2008 a 2013. Ciência & Saúde Coletiva.  
2016;21(4):1011-1021.

52. Carvalhaes F, Chor D. Posição socioeconômica, 
idade e condição de saúde no Brasil. Revista Brasi-
leira de Ciências Sociais. 2016;31(92):1-27.

53. Faleiro JC, Giatti L, Barreto SM, Camelo LV, 
Griep RH, Guimarães JMN, Fonseca MJM, Chor 
D, Chagas MCA. Posição socioeconômica no 
curso de vida e comportamentos de risco relacio-
nados à saúde: ELSA-Brasil. Cadernos de Saúde 
Pública. 2017;33(3):e00017916.

54. Zaitune MPA, Barros MBA, Lima MG, César 
CLG; Carandina L, Goldbaum M, Alves MCGP. 
Fatores associados ao tabagismo em idosos: In-
quérito de Saúde no Estado de São Paulo (ISA-SP). 
Cadernos de Saúde Pública. 2012;28(3):583-595.

55. Doll R, Peto R, Boreham J, Sutherland I. Mor-
tality in relation to smoking: 50 years’ observations 
on male british doctors. Journal of Epidemiology 
and Community Health. 2004;58(11):930.  

56. Yang JJ, Yu D, Wen W, Shu XO, Saito E, 
Rahman S, Gupta PC, He J, Tsugane S, Xiang YB, 
et al. Tobacco smoking and mortality in Asia: A 
pooled meta-analysis. JAMA Network Open. 
2019;2(3):1-14.

57. Pan A, Wang Y, Talaei M, Hu FB. Relation of 
smoking with total mortality and cardiovascular 
events among patients with diabetes mellitus. Cir-
culation. 2015;132(19):1795-1804.

58. Islami F, Moreira DM, Boffetta P, Freedland SJ. 
A systematic review and meta-analysis of tobacco 
use and prostate cancer mortality and incidence 
in prospective cohort studies. European Urology. 
2014;66(6):1054-1064.

59. Grittner U, Kuntsche S, Graham K, Bloomfi eld 
K. Social inequalities and gender differences in the 
experience of alcohol-related problems. Alcohol 
and Alcoholism. 2012;47(5):597-605.

60. Garcia LP, Freitas LRS. Consumo abusivo de 
álcool no Brasil: resultados da Pesquisa Nacional 
de Saúde 2013. Epidemiologia e Serviços de 
Saúde. 2015;24(7):227-237


