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Abstract

Hypertension, a highly prevalent non-communicable disease is a leading cause of death

and disability worldwide. In the Republic of Mauritius, the growing number of elderly peo-

ple along with a rise in overweight and obese populations indicate a looming increase in

hypertension prevalence. Given its profound burden on the population and economy,

updated insights into the burden and determinants of hypertension in Mauritius is crucial

for developing interventions aimed at prevention, management and identifying of at-risk

groups. Therefore, this study aimed to estimate the prevalence of hypertension and inves-

tigating associated risk factors for hypertension in Mauritius. A cross-sectional study was

conducted using the nationally representative data from the 2021 Mauritius non-communi-

cable diseases survey. The survey included 3,622 participants from a total of 4307 con-

tacted individuals (84.1% response rate) aged 19–84 years from all nine districts of the

country. The outcome, hypertension, was defined as blood pressure greater than or equal

to 140 mmHg systolic and/or 90 mm Hg diastolic or the use of antihypertensive drugs. A

log-binomial regression analysis was performed to examine the association between

hypertension and a range of sociodemographic, socioeconomic, and behavioural factors,

along with the presence of cardiovascular disease. The overall prevalence of hypertension

was 35.1%. Older age, low education, high body mass index, occasional or frequent alco-

hol consumption, and history of cardiovascular disease were significantly associated with

hypertension. There is a need to actively implement focused intervention strategies that

target and tackle these risk factors to reduce the burden associated with hypertension in

Mauritius.
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Introduction

With a global prevalence of 33% in 2019, hypertension stands as the most prevalent non-com-

municable disease (NCD), affecting 1.28 billion people, worldwide [1]. Termed as the "silent

killer," it accounts for 19.2% of all deaths and is a leading cause of disability [2, 3]. Its impact

extends beyond individual health, also negatively affecting individual productivity, families,

economies and impeding progress toward the WHO sustainable development goal (SDG) tar-

get 3.4 that aims to reduce premature mortality from NCDs by one third [4].

Although hypertension is a significant public health issue, it can be prevented by addressing

risk factors associated with it [5]. These include a range of modifiable and sociodemographic

factors, such as diet, obesity, alcohol drinking, physical activity, and sleep disorders [6]. Some

risk factors such as age and familial predisposition cannot be modified but they may be used

for early detection of hypertension. As a result, it becomes evident that the most logical strat-

egy to combat elevated blood pressure lies in effectively controlling the modifiable risk factors

[5].

The Republic of Mauritius experiences a significant burden of NCDs that are accounting

for 89% of all deaths, with hypertension playing a significant role [7]. Over the last decade, the

prevalence of hypertension in Mauritius has remained stable, ranging from 28.4% in 2015 to

nearly 30% in 2019 [8]. This lack of improvement has been attributed to a combination of fac-

tors, notably a rise in the proportion of overweight or obese individuals (72%), aging of the

population that is ranking the highest among sub-Saharan African countries, and a continuous

rapid urbanization [9, 10].

Mauritius has integrated its "Mauritius Vision 2030" with the SDGs and is committed to

achieving the SDG target of reducing premature mortality from NCDs by one-third by 2030.

This goal is set to be achieved through the implementation of its Health Sector Strategic Plan

(HSSP) 2020–2024 [11]. However, achieving this target is dependent on effectively addressing

the NCD risk factors including hypertension.

While there have been reports from the Mauritius Ministry of Health and Wellness on the

prevalence of hypertension at different time periods [10, 12], updated information on the risk

factors of hypertension in the Mauritian context is scarce. Studies conducted in the 1990s

pointed out to the role of age, overweight and belonging to the Creole ethnicity as important

risk factors for hypertension [13, 14]. Additionally, NCDs consume a significant portion of the

health expenditure in Mauritius and hypertension is the primary cause of Mauritians attending

health facilities [15, 16].

The stable prevalence of hypertension despite existing health policies underscores a critical

gap in our understanding of the current risk factors contributing to hypertension in Mauritius.

Given the evolving sociodemographic and lifestyle patterns, it is imperative to update and

expand the existing knowledge on the prevalence and determinants of hypertension. This

study aimed to addressing this gap by investigating the prevalence of hypertension and associ-

ated factors in Mauritius in 2021. By identifying and analyzing these factors, our research will

offer crucial insights necessary for tailoring public health strategies and interventions, and

thus address health inequalities in the country [17].

Materials and methods

Study setting

Mauritius is situated in the southwestern region of the Indian Ocean off the east coast of

Africa. It is classified as an upper middle-income country and has a population of 1.3 million
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people [9]. It is known for its diverse ethnic population, which consists of majorly Indo-Mauri-

tians (70%), Creoles (27%), and Sino-Mauritians (3%) [9, 18].

Study design

We performed a cross-sectional study using the nationally representative data from 2021 Mau-

ritius NCDs survey where 3,622 respondents (response rate 84.1%) aged 19–84 years partici-

pated. Sampling involved a two-stage cluster method ensuring representation of all nine

districts in Mauritius, with the number of participants proportionate to each district’s popula-

tion size. Additionally, the sampling also considered regions’ urban/rural ratios to obtain a

representative sample from all socioeconomic groups.

All personnel who participated in administering the survey were trained health workers,

mainly nurses from the Mauritian Ministry of Health and Wellness or government hospitals.

The week before the survey, a workshop was held where every participant was specifically

trained, first theoretically and then practically, under the supervision of the principal investiga-

tors. Each morning, all devices were tested, and those showing outlying values were not used.

Detailed information regarding the questionnaires and sampling methods can be found in the

Mauritius NCDs survey 2021 report [10]. The Mauritian Ministry of Health and Wellness, in

partnership with international research institutions, has conducted a total of seven population

surveys on non-communicable disease risk factors since 1987.

Dependent variable. Hypertension was the dependent variable for this study, which was

defined as the participants reporting use of blood pressure lowering drugs or having blood

pressure readings equal to or exceeding 140 mmHg systolic and/or 90 mm Hg diastolic.

Trained personnel followed the standardized protocol to measure participants’ blood pressure

during the survey. Before measurement, participants rested for five minutes and the Omron

M7 automatic blood pressure monitor, fitted with different properly sized cuffs, was used for

readings. Three consecutive readings, taken at one-minute intervals, and the two final readings

were averaged to determine participant’s actual blood pressure used in the present study.

Independent variables. This study comprised sociodemographic, socioeconomic, health

behaviour risk factors, and co-morbidities as potential determinants of hypertension. Sociode-

mographic factors included sex, age, marital status, ethnicity and place of residence. Sex was

divided into males and females, age was stratified into five groups; 19–44 years, 45–54 years,

55–64 years, 65–74 years, and 75 years and above); marital status, was classified into four

groups—single/never married, married/cohabiting, separated/divorced, and widowed, while

the ethnic groups were categorized into Indo-Mauritians, Creole and Sino-Mauritians. Resi-

dence was categorized into urban and rural areas.

Education, occupation and income were part of the socioeconomic factors. Educational

level was divided into three categories—primary or no formal education (never attended

school and elementary school), secondary education, and tertiary/diploma; the study

included 13 occupational groups, which were reclassified into eight for analytical purposes,

including professionals, associate professionals and tradespersons, clerical workers, manual

workers, students, unemployed, housewives, and retired individuals. Income levels were

determined by participants’ self-reported average monthly income in Mauritius rupees (1

Euro = 50 rupees) and organized into five groups: richest (above Rs 50,000), richer (Rs

35,001–50,000), middle (Rs 20,001–35,000), poor (Rs 10,001–20,000), and poorest (up to Rs

10,000).

The behavioural risk factors used in this study included smoking, body mass index

(BMI), physical activity and frequency of alcohol intake. Smoking status was assessed with

the question, “Do you smoke cigarettes, cigars, or pipes? (1. no, 2. ex-smoker for� 3
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months, 3. currently a smoker)”. Responses were grouped into smokers (if the respondent

answered “currently a smoker”) and non-smokers (if the respondent answered “no” or “ex-

smoker for� 3 months”). The participant’s BMI (kg/m2) was calculated based on their

height and weight measurements. Their height was measured using a stadiometer without

shoes, with a precision of 0.1 cm and weight was measured without shoes and excess cloth-

ing, with a precision of 0.1 kg using weighing scales. The cut-offs for BMI followed the

World Health Organization (WHO) standards [19] (underweight <18.5, normal 18.50–

24.99, overweight � 25, obese � 30) for the Creole population and the adapted to the Asian

population (underweight <18.5, normal 18.50–22.99, overweight � 23, obese � 27.5) for

the rest [20].

This study utilized the Global Physical Activity Questionnaire (GPAQ) to collect data on

physical activity, measured in metabolic equivalent (MET) minutes per week. The question-

naire assessed moderate and vigorous activity during work, leisure time, and daily commute

(walking or cycling to and from work). According to WHO recommendation, individuals

should aim for at least 150 minutes of moderate-intensity physical activity or 75 minutes of

vigorous-intensity physical activity each week, or a combination of both, resulting in a mini-

mum of 600 METs per week [21]. Participants in this study were classified as physically active

if they achieved a minimum of 600 METs per week, while those who attained less than this

threshold were classified as physically inactive.

The frequency of alcohol intake was captured by asking participants about their consump-

tion of beer, wine, or spirits, resulting in six initial groups: non-drinkers, ex-drinkers (> 6

months), occasional drinkers, once-weekly drinkers, 2–3 days per week drinkers, and 4 or

more days per week drinkers. These groups were combined into three categories: non-drink-

ers (non-drinkers and ex-drinkers); occasional drinkers (occasional and once-weekly drink-

ers); and frequent drinkers (participants who drank alcohol 2–3 days and 4 or more days per

week).

For co-morbidities, the study participants were categorized into two groups; those who

reported to have had a cardiovascular disease (including stroke, angina, myocardial infarction,

or coronary artery bypass graft) prior to the survey and those who did not.

Statistical analysis

Participant characteristics were subjected to descriptive analysis, presented in frequencies and

percentages, and stratified based on the outcome variable. The analysis utilized data from

3,374 individuals after excluding respondents 15 who had missing hypertension data and 233

how had missing data from other variables in the survey. Log-binomial regression analyses

were used to determine the risk factors associated with hypertension, calculating both unad-

justed and adjusted prevalence ratios, and their corresponding 95% confidence intervals for

inferential purposes. The data were analysed using R version 4.2.3.

Ethical considerations

The 2021 Mauritius NCD survey was conducted by the Ministry of Health and Wellness

between October 23rd, 2021 and November 23rd, 2021, receiving ethical approval from the

National Ethical Committee (MHC/CT/NETH/2020). Additionally, written informed consent

was obtained from all participants in the survey. The management of the data in Sweden was

approved by the Swedish Ethical Review Authority (2023-07199-01). The study complied with

the Helsinki declaration and reported in line with the Strengthening the Reporting of Observa-

tional Studies in Epidemiology (STROBE) guideline.
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Results

Participants’ characteristics

The study included 3,374 participants, 53.6% females and 46.4% males. Most of the respon-

dents were aged 19–44 years (36.9%), married (76.0%), of Indo-Mauritian ethnicity (79.7%)

and resided in rural areas (63.0%). Regarding education, more than half (54.0%) had com-

pleted secondary education. White-collar workers (including professionals, associate profes-

sionals and clerical workers) constituted 31.2% of the sample, while manual workers made up

25.0%. Of the respondents 55.0% were poor or belong to the poorest group and only a minor-

ity (7.2%) belonged in the richest group (Table 1).

An analysis of the behavioural factors showed that a moderate proportion of the respon-

dents were smokers (15.5%) and 71.9% of the participants were overweight or obese. Further-

more, 64.8% were reported to be physically active, while 59.0% did not consume alcohol. Only

3.9% of the sample reported having history of cardiovascular diseases (Table 1).

Prevalence of and risk factors for hypertension

Table 2 presents the prevalence of hypertension according to the different study variables. The

prevalence of hypertension in the overall sample was 35.2%, slightly more common among

females (35.5%) than in males (34.7%), and consistently increasing with age. Widowed, the

Creole, those with primary or no formal education only, housewives and retired, the poorest,

those obese, frequent drinkers and with a previous CVD presented a prevalence of hyperten-

sion higher than 40%.

Table 2 also shows the results of the regression analyses, displaying both crude and adjusted

prevalence ratios. In the crude model, all independent variables except sex and place of resi-

dence were associated with hypertension. After adjustment for the significant variables in the

crude model, age, ethnicity, education, BMI, alcohol intake and history of CVD remained sta-

tistically significantly associated with hypertension. After the age of 45 years, a statistically sig-

nificant graded increase in the risk of hypertension, from 2.53 among 45–54 year-old to 4.71

in the oldest group (75+) was observed. Also, Creoles had a higher prevalence of hypertension

compared with the other ethnic groups (PR = 1.20; 95% CI: 1.08–1.34). Physical activity was

inversely associated with the risk of hypertension in the crude analysis but no longer after

adjustments.

Individuals with secondary and primary or no formal education had a 42% (PR = 1.42, 95%

CI: 1.09–1.84) and 56% (PR = 1.56, 95% CI: 1.19–2.04) higher prevalence, respectively, com-

pared with those with tertiary education. In addition, overweight and obese individuals had a

prevalence 34% (PR = 1.34, 95% CI: 1.16–1.54) and 57% (PR = 1.57, 95% CI: 1.34–1.83) higher

compared with normal-weight individuals. Similarly, occasional or frequent alcohol drinkers

had a statistically significant higher prevalence of hypertension (PR = 1.18; 95% CI: 1.08–1.30

and PR = 1.47; 95% CI: 1.25–1.73, respectively) than non-drinkers. Hypertension was also

more prevalent (PR = 1.39; 95% CI: 1.11–1.71) among individuals with history of CVD than

those without. Interestingly, people who smoked daily had a lower prevalence of hypertension

compared with non-smokers in adjusted analyses (PR = 0.85; 95% CI: 0.73–0.99).

Discussion

Our study found that the prevalence of hypertension was 35.1% and that older groups, the Cre-

ole ethnicity, those with low education, high frequent alcohol intake as well as the presence of

CVD were the factors most strongly associated with hypertension. While the observed preva-

lence is comparable to that in surrounding countries, such as Comoros Island (33.1%) and
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Table 1. Participants´ characteristics, Mauritius 2021.

Variable Frequency (N = 3,374) Percentage (%)

Sex

Females 1,810 53.6

Males 1,564 46.4

Age

19–44 1,246 36.9

45–54 750 22.2

55–64 855 25.3

65–74 494 14.6

75+ 29 0.9

Marital status

Single 577 17.1

Married 2,565 76.0

Separated/Divorced 78 2.3

Widowed 154 4.6

Ethnicity

Indo-Mauritian 2,690 79.7

Creole 501 14.8

Sino-Mauritian 183 5.4

Residence

Rural 2,126 63.0

Urban 1,248 37.0

Education

Tertiary 438 13.0

Secondary 1,821 54.0

Primary or no formal education 1,115 33.0

Occupation

Professionals 344 10.2

Assoc Professionals and Trade persons 460 13.6

Clerical workers 249 7.4

Manual workers 843 25.0

Students 50 1.5

Housewife 563 16.7

Unemployed 131 3.9

Retired 734 21.8

Income

Richest 244 7.2

Richer 339 10.0

Middle 932 27.6

Poor 1,331 39.4

Poorest 528 15.6

Smoking

No 2,851 84.5

Yes 523 15.5

Body mass index

Underweight 163 4.8

Normal 785 23.3

Overweight 1,249 37.0

(Continued)
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Madagascar (36.8%), it is lower than other upper-middle-income countries in sub-Saharan

Africa such as South Africa (44%), Namibia (43.7%), and Botswana (43.6%) [1].

Hypertension can vary among African countries due to differences in genetic factors, die-

tary habits, healthcare access, socioeconomic status, and lifestyle choices. A recent study

assessing health systems challenges to control NCDs in Mauritius revealed a suboptimal cover-

age of population-based interventions combatting main NCD risk factors (tobacco smoking,

harmful alcohol use, unhealthy diet and physical inactivity) [22], which could partly explain

the lack of decrease of the hypertension prevalence over time.

However, the prevalence of hypertension observed in this study was higher than the preva-

lence of 28.4% reported in the 2015 Mauritius NCD National survey [12]. This raises concerns

and calls for targeted interventions and public health measures to address this growing burden

[1]. Hypertension in our study increased steadily as people got older as expected from the liter-

ature [23–26] As individuals grow older, the stiffness of the aorta and arterial walls tends to

increase contributing to the rise of blood pressure [27].

The higher prevalence of hypertension in the Creole ethnic group compared to Indo-

Mauritians has also been reported previously [13]. Nonetheless, the underlying causes of this

observation remain unclear, potentially involving genetic predispositions and varying dietary

practices. This study also demonstrated a strong association between low education and hyper-

tension. This finding is consistent with a study from Korea [28] and a meta-analysis from

South Asian countries [6]. Lower education levels may lead to poor health literacy [29]. It has

also been shown that education is the most reliable socioeconomic indicator associated with a

risk of major CVD events [30].

The association with overweight/obesity was expected since previous studies also from

Mauritius had found this association [31]. This has been commonly observed in many interna-

tional studies in this field; for instance, a meta-analysis involving 43,025 adults from 15 African

countries found overweight/obesity to be independently associated with hypertension [32].

Excess body weight may lead to hypertension through impaired structural and functional

renal activity, increased cardiac output, arterial and aortic stiffening due to the activation of

sympathetic activity and the renin-angiotensin-aldosterone system (RAAS) [33]. Research

indicates that excess body weight plays a significant role in the development of hypertension,

accounting for 65–75% of the risk for primary hypertension [6].

Likewise, it has been shown that regular consumption of moderate to high levels of alcohol

is associated with an elevated risk of hypertension [34–36], but consuming low amounts of

Table 1. (Continued)

Variable Frequency (N = 3,374) Percentage (%)

Obese 1,177 34.9

Physical activity

No 1,188 35.2

Yes 2,186 64.8

Frequency of alcohol intake

Non-drinkers 1,991 59.0

Occasional drinkers 1,188 35.2

Frequent drinkers 195 5.8

CVD

No 3,243 96.1

Yes 131 3.9

https://doi.org/10.1371/journal.pgph.0003495.t001
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Table 2. Prevalence of hypertension and crude and adjusted* prevalence ratios of the association between the social risk factors and hypertension (95% confidence

intervals in brackets), Mauritius 2021.

Variable Prevalence (N = 1,186) Crude Prevalence Ratio (95%CI)1 Adjusted* Prevalence Ratio (95%CI)1

Sex

Females 643 (35.5%) —

Males 543 (34.7%) 0.98 (0.89, 1.07)

Age

19–44 151 (12.1%) — —

45–54 271 (36.1%) 2.98 (2.50, 3.56) 2.53 (2.11, 3.04)

55–64 441 (51.6%) 4.26 (3.62, 5.01) 3.64 (3.06, 4.33)

65–74 302 (61.1%) 5.04 (4.28, 5.95) 4.30 (3.55, 5.22)

75+ 21 (72.4%) 5.98 (4.56, 7.83) 4.71 (3.57, 6.22)

Marital status

Single 101 (17.5%) — —

Married 969 (37.8%) 2.16 (1.80, 2.59) 1.09 (0.92, 1.29)

Separated/Divorced 31 (39.7%) 2.27 (1.64, 3.15) 1.24 (0.91, 1.68)

Widowed 85 (55.2%) 3.15 (2.51, 3.96) 1.04 (0.84, 1.29)

Ethnicity

Indo-Mauritian 910 (33.8%) — —

Creole 206 (41.1%) 1.22 (1.08, 1.37) 1.20 (1.08, 1.34)

Sino-Mauritian 70 (38.3%) 1.13 (0.93, 1.37) 0.96 (0.79, 1.16)

Residence

Rural 722 (34.0%) —

Urban 464 (37.2%) 1.09 (1.00, 1.20)

Education

Tertiary 56 (12.8%) — —

Secondary 586 (32.2%) 2.52 (1.95, 3.24) 1.42 (1.09, 1.84)

Primary or no formal education 544 (48.8%) 3.82 (2.97, 4.91) 1.56 (1.19, 2.04)

Occupation

Professionals 53 (15.4%) — —

Associate Professionals and Trade persons 126 (27.4%) 1.78 (1.33, 2.37) 1.20 (0.90, 1.59)

Clerical workers 57 (22.9%) 1.49 (1.06, 2.08) 0.99 (0.72, 1.37)

Blue collar workers 297 (35.2%) 2.29 (1.76, 2.98) 1.19 (0.91, 1.55)

Students 6 (12.0%) 0.78 (0.35, 1.72) 0.97 (0.50, 1.85)

Housewife 231 (41.0%) 2.66 (2.04, 3.48) 1.20 (0.91, 1.58)

Unemployed 46 (35.1%) 2.28 (1.62, 3.20) 1.19 (0.85, 1.65)

Retired 370 (50.4%) 3.27 (2.53, 4.24) 1.20 (0.92, 1.57)

Income

Richest 56 (23.0%) — —

Richer 78 (23.0%) 1.00 (0.74, 1.36) 0.97 (0.73, 1.28)

Middle 311 (33.4%) 1.45 (1.14, 1.86) 1.13 (0.89, 1.43)

Poor 494 (37.1%) 1.62 (1.27, 2.06) 1.07 (0.84, 1.36)

Poorest 247 (46.8%) 2.04 (1.59, 2.61) 1.19 (0.93, 1.53)

Smoking

No 1,056 (37.0%) — —

Yes 130 (24.9%) 0.67 (0.57, 0.78) 0.85 (0.73, 0.99)

Body mass index

Underweight 21 (12.9%) 0.49 (0.33, 0.75) 0.54 (0.37, 0.79)

Normal 205 (26.1%) — —

(Continued)

PLOS GLOBAL PUBLIC HEALTH Hypertension in Mauritius

PLOS Global Public Health | https://doi.org/10.1371/journal.pgph.0003495 December 12, 2024 8 / 12

https://doi.org/10.1371/journal.pgph.0003495


alcohol or none is not necessarily linked to a reduced risk of hypertension [5]. Similarly, longi-

tudinal studies carried out in South Korea [36] and Japan [37] have reported results that are in

line with our findings, indicating a direct association between high alcohol consumption and

hypertension risk among both males and females. Alcohol has been shown to increase the risk

of hypertension by increasing sympathetic nervous system activity, leading to increased heart

rate and vasoconstriction, it also diminishes baroreceptor sensitivity, which impairs blood

pressure regulation. Additionally, alcohol stimulates the RAAS, promoting sodium and water

retention, leading to increased blood volume and peripheral resistance [38, 39].

Considering hypertension is a primary risk factor for CVD [37], it was expected to find a

high prevalence of hypertension among individuals with history of CVD, as it is probable that

hypertension occurred before the development of the disease.

An intriguing finding from our analysis was the absence of association between hyperten-

sion and classical risk factors such as smoking and physical activity. The lack of significance

could be potentially explained by the moderator effect of age, as smoking was more common

among the youths, which had the lowest prevalence of hypertension in our sample. Also,

smokers have been shown to have lower blood pressure possibly due to renal hyperfiltration as

seen in a Swedish cohort study [40]. This observation aligns with similar studies conducted in

Uganda and Nepal [41, 42]. Likewise, age moderated the association between physical activity

and hypertension, as physical activity was more common among the youngest group who pre-

sented the lowest prevalence of hypertension. Similar results have been seen in a study con-

ducted by Cheah et al. [43] in Malaysia.

Strengths and limitations of the study

This study utilized the recent 2021 Mauritius NCD Survey which is based on a nationally rep-

resentative dataset that covers both sexes, all regions, and ethnic groups in the country. The

study employed a standardized and comprehensive methodology to capture exposure and out-

come variables including the careful and standardized measurement of blood pressure. As a

result, our findings reflect the current situation in sociodemographic patterns and lifestyle

practices in Mauritius that can be widely applicable to the broader population.

Table 2. (Continued)

Variable Prevalence (N = 1,186) Crude Prevalence Ratio (95%CI)1 Adjusted* Prevalence Ratio (95%CI)1

Overweight 444 (35.5%) 1.36 (1.18, 1.56) 1.33 (1.17, 1.51)

Obese 516 (43.8%) 1.68 (1.47, 1.92) 1.78 (1.57, 2.02)

Physical activity

No 453 (38.1%) — —

Yes 733 (33.5%) 0.88 (0.80, 0.97) 1.00 (0.91, 1.09)

Frequency of alcohol intake

Non-drinkers 689 (34.6%) — —

Occasional drinkers 410 (34.5%) 1.00 (0.90, 1.10) 1.18 (1.08, 1.30)

Frequent drinkers 87 (44.6%) 1.29 (1.09, 1.52) 1.47 (1.25, 1.73)

CVD

No 1,095 (33.8%) — —

Yes 91 (69.5%) 2.06 (1.82, 2.33) 1.39 (1.23, 1.58)

*Adjustment done for statistically significant variables in the crude model.

https://doi.org/10.1371/journal.pgph.0003495.t002
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However, the study has some limitations that need to be considered. This study could not

directly test the effects of other potentially influencing factors of hypertension such as stress

levels, dietary habits or birth weight. Since all lifestyle factors were self-reported, recall bias,

but also social desirability, could have been present, leading to an over or underestimation of

the reported factors. Also, given the cross-sectional design of the study, the observed associa-

tions should not be interpreted as causal.

Conclusions

The overall prevalence of hypertension in Mauritius was 35.1%, revealing older age, the Cre-

ole ethnic group, lower education level, overweight and obesity, elevated alcohol consump-

tion, and the presence of CVD as significant factors associated with hypertension in

Mauritius. This study highlights the need for targeted interventions to address the growing

prevalence of hypertension in Mauritius. Concerted efforts by the Mauritian Government

should be made to promote health literacy and sustainable strategies that address modifiable

risk factors for hypertension across all ages. There is also need for multisectoral collaboration

to promote to risk factor awareness and emphasize primary and secondary prevention, espe-

cially among at-risk groups such as the elderly and Creole ethnicity. Additionally, further

research is needed into the socioeconomic factors associated with hypertension and the bar-

riers to the adherence with healthcare use for screening and treatment in this country with

cost-free health services.
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18. Söderberg S, Zimmet P, Tuomilehto J, De Courten M, Dowse GK, Chitson P, et al. Increasing preva-

lence of Type 2 diabetes mellitus in all ethnic groups in Mauritius. Diabet Med. 2005; 22:61–8. https://

doi.org/10.1111/j.1464-5491.2005.01366.x PMID: 15606693

19. World Health Organization. Body mass index (BMI). [Internet] [cited 2023 Jul 30]. https://www.who.int/

data/gho/data/themes/topics/topic details/GHO/body-mass-index.

20. WHO Expert Consultation. Appropriate body-mass index for Asian populations and its implications for

policy and intervention strategies. Lancet. 2004 Jan 10; 363(9403):157–63. https://doi.org/10.1016/

S0140-6736(03)15268-3 PMID: 14726171

21. World Health Organization. Global Physical Activity Questionnaire (GPAQ) Analysis Guide. Geneva,

Switzerland.

22. Musango L, Timol M, Burhoo P, Shaikh F, Donnen P, Kirigia JM. Assessing health system challenges

and opportunities for better noncommunicable disease outcomes: the case of Mauritius. BMC Health

Serv Res. 2020; 20:184. https://doi.org/10.1186/s12913-020-5039-4 PMID: 32143648

23. Ostchega Y, Fryar CD, Nwankwo T, Nguyen DT. Hypertension prevalence among adults aged 18 and

over: United States, 2017–2018. NCHS Data Brief, no. 364. Hyattsville, MD: National Center for Health

Statistics; 2020.

24. Denekew TW, Gautam Y, Bhandari D, Gautam GP, Sherchand JB, Pokhrel AK, et al. Prevalence

and determinants of hypertension in underrepresented indigenous populations of Nepal. PLOS

Glob Public Health. 2022; 2:e0000133. https://doi.org/10.1371/journal.pgph.0000133 PMID:

36962278

25. Singh S, Shankar R, Singh GP. Prevalence and Associated Risk Factors of Hypertension: A Cross-Sec-

tional Study in Urban Varanasi. Int J Hypertens. 2017; 2017:e5491838.

26. Do HTP, Geleijnse JM, Le MB, Kok FJ, Feskens EJM. National Prevalence and Associated Risk Fac-

tors of Hypertension and Prehypertension Among Vietnamese Adults. Am J Hypertens. 2015; 28:89–

97. https://doi.org/10.1093/ajh/hpu092 PMID: 24862960

27. Abebe SM, Berhane Y, Worku A, Getachew A. Prevalence and Associated Factors of Hypertension: A

Crossectional Community Based Study in Northwest Ethiopia. PLoS ONE. 2015; 10:e0125210. https://

doi.org/10.1371/journal.pone.0125210 PMID: 25909382

28. Son M, Heo Y, Hyun H-J, Kwak H. Effects of Marital Status and Income on Hypertension: The Korean

Genome and Epidemiology Study (KoGES). J Prev Med Pub Health. 2022; 55.

PLOS GLOBAL PUBLIC HEALTH Hypertension in Mauritius

PLOS Global Public Health | https://doi.org/10.1371/journal.pgph.0003495 December 12, 2024 11 / 12

https://doi.org/10.1155/2021/6657003
https://doi.org/10.1155/2021/6657003
http://www.ncbi.nlm.nih.gov/pubmed/33628485
https://apps.who.int/iris/handle/10665/274512
https://apps.who.int/iris/handle/10665/274512
https://data.worldbank.org/indicator/SP.POP.65UP.TO.ZS
https://doi.org/10.1097/00004872-199109000-00014
http://www.ncbi.nlm.nih.gov/pubmed/1663988
https://doi.org/10.1097/HJH.0b013e3282f624b7
https://doi.org/10.1097/HJH.0b013e3282f624b7
http://www.ncbi.nlm.nih.gov/pubmed/18398327
https://www.afro.who.int/publications/mauritius-national-health-accounts-nha-report-2017
https://www.afro.who.int/publications/mauritius-national-health-accounts-nha-report-2017
http://health.govmu.org
https://doi.org/10.1001/jama.2016.14058
http://www.ncbi.nlm.nih.gov/pubmed/27669456
https://doi.org/10.1111/j.1464-5491.2005.01366.x
https://doi.org/10.1111/j.1464-5491.2005.01366.x
http://www.ncbi.nlm.nih.gov/pubmed/15606693
https://www.who.int/data/gho/data/themes/topics/topic
https://www.who.int/data/gho/data/themes/topics/topic
https://doi.org/10.1016/S0140-6736%2803%2915268-3
https://doi.org/10.1016/S0140-6736%2803%2915268-3
http://www.ncbi.nlm.nih.gov/pubmed/14726171
https://doi.org/10.1186/s12913-020-5039-4
http://www.ncbi.nlm.nih.gov/pubmed/32143648
https://doi.org/10.1371/journal.pgph.0000133
http://www.ncbi.nlm.nih.gov/pubmed/36962278
https://doi.org/10.1093/ajh/hpu092
http://www.ncbi.nlm.nih.gov/pubmed/24862960
https://doi.org/10.1371/journal.pone.0125210
https://doi.org/10.1371/journal.pone.0125210
http://www.ncbi.nlm.nih.gov/pubmed/25909382
https://doi.org/10.1371/journal.pgph.0003495


29. Tzenios N. The Determinants of Access to Healthcare: A Review of Individual, Structural, and Systemic

Factors. J Humanit Appl Sci Res. 2019; 2:1–14.

30. Rosengren A, Smyth A, Rangarajan S, Ramasundarahettige C, Bangdiwala SI, AlHabib KF, et al.

Socioeconomic status and risk of cardiovascular disease in 20 low-income, middle-income, and high-

income countries: the Prospective Urban Rural Epidemiologic (PURE) study. Lancet Glob Health.

2019; 7:e748–60. https://doi.org/10.1016/S2214-109X(19)30045-2 PMID: 31028013

31. Kowlessur S, Hu Z, Heecharan J, Wang J, Dai J, Tuomilehto JO, et al. Predictors of hypertension in

Mauritians with normotension and prehypertension at baseline: A cohort study. Int J Environ Res Public

Health 2018; 15:pii: E1394. https://doi.org/10.3390/ijerph15071394 PMID: 30004467

32. Bosu WK, Reilly ST, Aheto JMK, Zucchelli E. Hypertension in older adults in Africa: A systematic review

and meta-analysis. PLoS ONE. 2019; 14:e0214934. https://doi.org/10.1371/journal.pone.0214934

PMID: 30951534

33. Hall JE, do Carmo JM, da Silva AA, Wang Z, Hall ME. Obesity-Induced Hypertension. Circ Res. 2015;

116:991–1006.

34. Hong SW, Linton JA, Shim JY, Lee HR, Kang HT. Association of alcohol consumption pattern with risk

of hypertension in Korean adults based on the 2010–2012 KNHANES. Alcohol. 2016; 54:17–22. https://

doi.org/10.1016/j.alcohol.2016.05.006 PMID: 27565751

35. Yeung SLA, Jiang C, Cheng KK, Cowling BJ, Liu B, Zhang W, et al. Moderate Alcohol Use and Cardio-

vascular Disease from Mendelian Randomization. PLoS ONE. 2013; 8:e68054. https://doi.org/10.1371/

journal.pone.0068054 PMID: 23874492

36. Yoo M-G, Park KJ, Kim H-J, Jang HB, Lee H-J, Park SI. Association between alcohol intake and inci-

dent hypertension in the Korean population. Alcohol. 2019; 77:19–25. https://doi.org/10.1016/j.alcohol.

2018.09.002 PMID: 30236891

37. Okubo Y, Sairenchi T, Irie F, Yamagishi K, Iso H, Watanabe H, et al. Association of alcohol consumption

with incident hypertension among middle-aged and older Japanese population: the Ibarakai Prefectural

Health Study (IPHS). Hypertens 1979. 2014; 63:41–7. https://doi.org/10.1161/HYPERTENSIONAHA.

113.01585 PMID: 24126168

38. Husain K, Ansari RA, Ferder L. Alcohol-induced hypertension: Mechanism and prevention. World J Car-

diol. 2014; 6:245–52. https://doi.org/10.4330/wjc.v6.i5.245 PMID: 24891935

39. Miller PM, Anton RF, Egan BM, Basile J, Nguyen SA. Excessive Alcohol Consumption and Hyperten-

sion: Clinical Implications of Current Research. J Clin Hypertens. 2005; 7:346–51. https://doi.org/10.

1111/j.1524-6175.2004.04463.x PMID: 16088298
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