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Objectives: The main objective of this study was to investigate the COVID-19 beliefs of a random sample of 
Mauritian social media users. 
Study design: Cross-sectional study. 
Methods: This quantitative research was undertaken by means of an online survey instrument, with questions on 
participants’ behaviour towards COVID-19 and their beliefswith respect to susceptibility, barriers, benefits, cues 
to actions and self-efficacy. 
Results: In total, 405 participants completed the survey. Participants had a low mean COVID-19 perceived sus
ceptibility and perceived severity. Significant differences in susceptibility were observed among different age 
groups, places of residence and educational levels. A significant difference in self-efficacy was found between 
people living in urban and rural areas. Participants aged <39 years showed a significantly lower perceived 
benefit of staying at home to avoid COVID-19 infection compared with those aged 39–54 years. Multiple linear 
regression modelling revealed that participants aged 39–65 years and those who were single were the most 
concerned about the risk of COVID-19 infection. 
Conclusions: The findings of this study provide the basis for evidence-based health education programmes that are 
tailor-made for specific targeted audience. Sensitisation campaigns on the benefits of staying home should be 
aimed at younger social media users (aged <39 years). Community health centres in rural areas need to be 
involved in providing educational videos to empowering people towards self-efficacy.   

1. Introduction 

The current COVID-19 pandemic [1] constitutes a public health 
threat to both developing and developed countries, and the global 
challenge is to curb the incidence of COVID-19 [2]. One of the four key 
areas of the comprehensive strategy to prevent COVID-19 is communi
cation with the population about the risks of transmission and the means 
of prevention [3]. Providing information to the general public is vital 
because COVID-19 is highly infectious [4] and its complications include 
acute respiratory distress syndrome, septic shock, metabolic acidosis, 
bleeding and coagulation dysfunction [5]. Since the declaration of the 
COVID-19 pandemic, health education campaigns have been initiated 
worldwide to advise the general public about protective measures. The 
self-protection measures recommended by the World Health 

Organisation (WHO) include the following: (i) washing hands with soap 
and water or using an alcohol-based gel; (ii) avoiding touching the eyes, 
nose and mouth; (iii) maintaining at least 1-m distance with others; (iv) 
staying at home and self-isolating; (v) avoiding going to crowded places; 
(vi) wearing a mask to avoid infecting others [3]. 

According to the Health Belief Model [6] (HBM), individuals will 
adopt protective health behaviours if they believe that they (i) are 
personally susceptible to developing the disease, (ii) perceive the disease 
to be severe, (iii) perceive the preventive action to be effective in 
reducing the threat and (iv) are capable of performing the preventive 
action. Healthy behaviour is thus a resultant of several factors, namely, 
perceived susceptibility, perceived severity, perceived benefits, 
perceived barriers, cues to action and self-efficacy [7]. With reference to 
Mukhtar [8], an individual will be more efficient in adopting the 
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preventive measures if the perceived threat is greater. On the other 
hand, results from Van den Broucke [9] suggest that a person may not 
consider themself at risk if they have not been in contact with any other 
contaminated person. Bavel et al. [10] highlight that the social and 
behavioural sciences have a major role to play in promoting healthy 
behaviour; for instance, focusing on worst-case scenarios, even if they 
are uncertain, has the potential to encourage people to adopt the rele
vant preventive measures. Prati et al. [11] emphasised the importance of 
building public trust and understanding risk perception and affective 
response for adoption of recommended behaviours. In addition, the 
knowledge of an individual will influence their behaviour in terms of 
COVID-19 precautionary measures [4]. 

In terms of Asian countries, online surveys revealed a high level of 
perceived severity in China [12], and a high level of perceived risk of 
COVID-19 in Hong Kong and South Korea where respondents adopted 
self-protective measures [13,14]. 

In the US and UK, participants generally demonstrated a good 
knowledge of the disease; however, misconceptions on the means of its 
prevention were evident [15]. Czeisler at al [16]. showed that 77.3% of 
adults in the US reported self-isolating and 57.5% reported always 
wearing masks when going out. Although there was a high percentage of 
UK adults willing to self-isolate for 7 days (87%), people from disad
vantaged backgrounds were less likely to be able to work from home or 
self-isolate [17]. 

With reference to other developing countries, most respondents in 
Northern Iran [18] had relatively high perceived susceptibility, 
perceived severity, perceived benefits and perceived self-efficacy, while 
Nasir and Almahdi [19] reported that respondents in Sudan showed low 
perceived susceptibility and severity. 

To date, there have been no studies on COVID-19 perceived risk and 
perceived severity in the tropical island of Mauritius, where the man
agement of the COVID-19 outbreak included various levels of prevention 
[20,21]. The public health response of the authorities included a 
communication strategy put in place to provide COVID-19 health in
formation on self-protection [22]. The health sensitisation campaigns 
delivered by the government are to be commended. Nonetheless, the 
impact of these campaigns on the Mauritian population needs to be 
evaluated to enable evidence-based policy decisions in the future. This 
study was designed with the aim of investigating the impact of the 
COVID-19 health education campaigns on the Mauritian population 
with the objectives being as follows: (1) to determine the behaviour 
adopted by a random sample of Mauritian social media users in the 
prevention of COVID-19 infection; and (2) to investigate the beliefs of 
participants with respect to COVID-19. 

2. Methods 

2.1. Study design 

A cross-sectional study was designed for the purpose of this research 
to assess the beliefs and behaviour of participants in the prevention of 
COVID-19 infection. 

2.2. Targeted population 

A random sample of Mauritian social media users constituted the 
study population. Recruitment was undertaken in a snowball manner on 
the social media platform Facebook from 27 April to 28 May 2020. A 
‘Participation Invitation Note’ was sent to prospective participants. We 
set adult Mauritian males and females as inclusion criteria and excluded 
participants aged <18 years. 

2.3. Sample size 

With the population of the island of Mauritius consisting of 1.3 
million inhabitants, the calculated sample size was 399, as per Slovin’s 

formula. 

2.4. Survey instrument 

A simple and short online questionnaire was created using Google 
Forms. A Google Form link containing the questionnaire and informa
tion sheet was generated and shared on different platforms on social 
media to recruit participants. 

2.5. Ethical considerations 

Ethical clearance was obtained from the University of Mauritius 
Research Ethics Committee (reference number 2020-0001). Anonymity 
of participants’ responses on the Google Forms was ensured through 
deactivation of the Google survey option to automatically save email 
addresses of participants. 

2.6. Data analyses 

Data were input with the use of the SPSS 23 software to perform the 
different statistical analyses in order to determine the behaviour adop
ted by a random sample of Mauritian social media users in the preven
tion of COVID-19 and to investigate the beliefs of participants with 
respect to the disease. The analysis of the independent variables, namely 
psycho-socio-demographic parameters, and the dependent variables, 
namely recommended behaviours, were analysed for the purpose of this 
study. Statistical analysis, mainly Kruskal Wallis and pairwise Mann 
Whitney U comparison, was performed to investigate any association 
between demographic variables and the HBM components, namely 
perceived susceptibility, perceived severity, perceived barriers, 
perceived benefits, cues to actions and self-efficacy. 

Belief and behaviour scores were calculated and multivariable linear 
regression was carried out. The behaviour scores and belief scores were 
the dependent variables and demographic variables were the indepen
dent variables to determine the factors associated with each of the 
scores. Furthermore, the belief scores and behaviour scores were ana
lysed to determine if there were any differences in their means and if 
they were correlated. 

Behaviour questions were given scores of 0 for ‘No’ and 1 for ‘Yes’, 
and the belief responses varied with scores from 0 for ‘strongly disagree’ 
up to 5 for ‘strongly agree’. Items were evaluated for internal reliability 
using the Cronbach’s α. The Cronbach’s coefficient for the belief was 
0.615, which indicated an acceptable reliability. 

3. Results 

3.1. Demographic characteristics 

A total of 405 participants from various areas in Mauritius partici
pated in the study. The majority of respondents were aged 24–38 years 
(59%, n = 239), with a predominance of females (62.6%, n = 252). In 
terms of family life, 62% of participants were single (n = 251) and 
71.4% had no children (n = 289). Table 1 shows the demographic 
characteristics of study participants with respect to the belief and 
behaviour scores. The belief score differed significantly across the age 
groups and marital status, with a p-value <0.001; whereas, the behav
iour score was not statistically different across subgroups. 

3.2. Source of health information 

Our study reveals that 97.5% (n = 395) of participants received 
health messages regarding COVID-19 preventive measures from the 
Ministry of Health of Mauritius and 99% (n = 401) received information 
from other sources. However, 28.9% (n = 117) of participants believed 
there is a media exaggeration of the COVID-19 situation. We note that 
5.4% (n = 22) of respondents had to consult a doctor for fever, cough, 

M. Chan Sun et al.                                                                                                                                                                                                                             



Public Health in Practice 2 (2021) 100156

3

shortness of breath during lockdown, and 63.5% (n = 257) admitted 
having gone out during the lockdown period, for which the main reasons 
were grocery shopping, essential service workers and seeking medical 
help for themselves or a family member. 

3.3. Preventive measures 

Results show that most of the participants were taking the preventive 
measures to reduce transmission of COVID-19. The Kruskall Wallis test 
was performed between the HBM and age, area of residence and 
educational level at a 95% confidence interval. Perceived susceptibility, 
perceived severity and perceived benefits are HBM components that 
vary significantly with age. 

3.4. HBM components 

The mean rank for perceived susceptibility was statistically signifi
cantly lower for the 18–23 years age group. The pairwise Mann Whitney 
U comparison has shown that older people are statistically more likely to 
believe that the consequences of contracting COVID-19 are severe 
compared with younger individuals (adjusted significance 0.00 when 
comparing 18–23 and 39–54 years-old age groups; adjusted significance 
0.001 when comparing 18–23 and 55–65 years-old age groups; adjusted 
significance 0.000 when comparing 24–38 and 39–54 years-old age 
groups; adjusted significance 0.002 when comparing 24–38 and 55–65 
years-old age groups [N: 86, mean rank:167.30] compared with 24–38 
and 55–65 year old age groups [N: 239, mean rank: 211.50 and N: 12, 
mean rank: 278.83, respectively]. 

When analysing the results for HBM against area of residence, it 
shows that perceived severity and perceived barriers were statistically 
significant between urban and rural areas. A U test determined that the 
susceptibility of contracting COVID-19 and perceived benefits of pre
vention measures were not significantly different in urban and rural 
areas. The association between educational level and perceived severity 
was shown to have a significant p-value. Upon carrying out a pairwise 
comparison, using the Mann Whitney U test, a significant difference was 
found among the School Certificate holders compared with the Higher 
School Certificate holders. A higher mean rank (254.63) was found for 
the School Certificate holders compared with the Higher School Certif
icate holders (170.64). 

The Mann-Whitney U test was performed on HBM questions against 
gender, place of residence, smoking status and parental status. It can be 
seen that gender has no statistical significance with any of the HBM 
questions. With respect to place of residence, perceived severity and 
perceived barriers are statistically significant with a p-value of 0.046 
and 0.028, respectively. Parental status has a significant p-value of 0.02 
with perceived barriers and the Mann-Whitney test showed that par
ticipants with one or more children showed a statistically significant 
higher perceived severity (p = 0.000 with mean rank of 244) compared 
with those who had no children. 

A further study was carried out with HBM components and the health 
status of participants. A U test showed there was no significant differ
ence between smokers and non-smokers. A Mann-Whitney test showed 
that perceived susceptibility was higher (p = 0.018) with a mean rank of 
247 for participants experiencing lung comorbidities (only for the sus
ceptibility question on their belief of risk of catching COVID-19). Higher 
susceptibility (p = 0.018, p = 0.007) and severity (p = 0.002) were 
found to be significant in diabetic compared with non-diabetic partici
pants, with corresponding higher mean rank for both perceived sus
ceptibility (267, 276) and severity (288). 

The Mann Whitney U test showed that perceived severity was found 
to be significantly higher in individuals experiencing heart disease (p =
0.016), with mean rank of 335.6. Perceived severity was also found to be 
significantly higher (p = 0.001) in those with hypertension, with a mean 
rank of 282 (for only one susceptibility question - believe that their own 
risk was higher than other people). Perceived severity was significantly 
higher (p = 0.01) for the hypertensive participants, with a mean rank of 
262. 

The mean value of the belief score was 33.17 ± 4.179 and that of the 
behaviour score was 4.57 ± 0.711. A correlation analysis between the 
belief and behaviour scores showed that they were correlated with a 
Pearson’s correlation coefficient of 0.266 (p = 0.000), which is statis
tically significant. Multiple linear regression analysis was performed 
with the behaviour and belief scores against the demographic variables 
and the results are shown in Table 2. For our modelling study, we choose 
a p-value of 0.2. We found that for the belief score, only the age group 
39–65 years (β = 0.042, p = 0.009) and the marital status single (β =
− 0.354, p = 0.104) were significant. For the behaviour score, only the 
age group >65 years was statistically significant (β = − 0.080, p =
0.172). Results show that Mauritians have low sensitivity towards the 

Table 1 
Belief and behaviour scores by demographic characteristics.  

Variable Behaviour Score (mean ± SD) Belief Score (mean ± SD) Behaviour F p-value Belief F p-value 

Gender 1.106 0.294 0.019 0.892 
Male 4.54 ± 0.743 33.21 ± 4.231 
Female 4.62 ± 0.690 33.15 ± 4.155 

Age group (years) 3.025 0.050 8.895 0.000 
18-39 4.56 ± 0.747 32.74 ± 4.103 
39-65 4.75 ± 0.493 34.87 ± 4.096 
>65 4.00 ± 1.414 35.50 ± 2.121 

Marital Status 4.265 0.150 7.190 0.001 
Single 4.53 ± 0.723 32.73 ± 3.756 
Married 4.73 ± 0.568 34.18 ± 4.071 
Other 4.67 ± 0.723 31.17 ± 7.057 

Residence 1.807 0.159 0.01 0.971 
Urban 4.53 ± 0.770 33.18 ± 4.052 
Rural 4.63 ± 0.668 33.17 ± 4.267 

Education 0.997 0.370 0.169 0.845 
Primary 4.53 ± 0.756 33.36 ± 3.869 
Secondary 4.51 ± 0.766 32.95 ± 3.867 
Tertiary 4.62 ± 0.687 33.21 ± 4.319 

Financial Status (Rs) 0.792 0.531 1.562 0.184 
<20,000 4.53 ± 0.772 33.33 ± 3.869 
20,000–50,000 4.63 ± 0.693 33.11 ± 4.413 
50,000–80,000 4.63 ± 0.742 35.00 ± 3.742 
80,000–100,000 4.81 ± 0.403 34.69 ± 4.629 
>100,000 4.71 ± 0.611 33.43 ± 3.673 

Rs, Mauritian Rupee; SD, standard deviation. 
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severity of COVID-19 and that this perception is heterogeneous among 
people of different age groups, places of residence, educational levels 
and comorbidities. Participants in the age group 39–54 years perceive 
quarantine to be a preventive measure, whereas those in younger age 
groups do not. 

4. Discussion 

4.1. Knowledge 

Results of the current study show that 89.9% of the participants 
correctly identified the knowledge question on COVID-19. The educa
tion level of the study population, with 73.8% of participants having a 
Bachelor’s degree, is considered to be one of the factors contributing to 
the high level of knowledge on COVID-19. The governmental commu
nication strategy, with daily updates on the news platforms informing 
people on the pandemic, is considered as the second factor contributing 
to the high level of knowledge on COVID-19, as 97.5% participants 
received information from local sources. Indeed, the local Ministry of 
Health along with the public and private media platforms have carried 
out an intensive sensitisation campaign on the COVID-19 pandemic. 
This study showed that 50% participants believed that the COVID-19 
outbreak has been well managed by Mauritian authorities. Such a pos
itive response is explained by the prompt governmental response in 
implementing confinement measures [22]. A study conducted in China 
showed that the majority of participants were convinced that their 
country would overcome the COVID-19 epidemic [4]. 

4.2. Susceptibility 

This study showed that participants had a low mean perceived sus
ceptibility of 33.9% and perceived severity of 24.4%; these findings are 
similar to a Sudanese study [19] that also reported a low perceived 
susceptibility and severity (45% and 40%, respectively). Nasir and 
Almahdi explained their findings with the concept of ‘optimism bias’, 
which is a belief that a negative COVID-19 event is less likely to happen 
to them due to the geographically long distance from China [19]. For the 
case of Mauritius, in line with Nasir and Almahdi [19], we attribute our 
findings to optimism bias, but also to the closure of our international 
borders and lockdown of the whole country, followed by a total sanitary 
curfew. On the other hand, a study by Kwok et al. [13] in Hong Kong 
showed the participants had high perceived susceptibility (89%) and 
severity (97%), which were attributed to the shared border and high 
connectivity with China. The authors highlighted that “visitors from 
mainland China have never been fully banned from entering Hong 

Kong”. 

4.3. Severity 

This study in Mauritius revealed a significant difference in perceived 
severity between Mauritian participants with and without comorbid
ities. This is explained by the fact that local and international media 
platforms, based on the WHO Situational Report [3] have reported that 
older people and those with underlying medical conditions are more 
prone to develop serious complications of COVID-19. The current study 
also showed a statistical difference with respect to perceived severity 
among participants of different age groups and educational levels, which 
is in line with results from a study by Costa [23] in Brazil where a sig
nificant difference in perceived severity was observed among different 
schooling levels. 

4.4. Self-efficacy 

A significant difference in self-efficacy was found between partici
pants living in urban and rural areas of Mauritius. A higher mean rank 
for self-efficacy was found among participants living in urbans areas 
than those living in rural regions. In the study by Van den Broucke [9], 
73% of the participants considered themselves capable of self-isolation, 
even if there was no lockdown. Although the perceived threat of 
COVID-19 in the Mauritian study population was low, participants 
showed a high level of self-efficacy. Atchison et al. [17] also showed that 
there was a high percentage of people willing to self-isolate for 7 days; 
however, this study pointed out that people from disadvantaged back
grounds were less likely to be able to work from home or self-isolate 
[17]. 

4.5. Perceived benefits of prevention measures 

In terms of perceived benefits of prevention measures, which refers 
to the effectiveness of the behavioural mechanisms adopted to prevent 
the infection [23], 60% of participants believed that by staying home, 
they would not be infected with COVID-19. Our study showed that there 
is a statistically significant difference between the different age groups 
and the perceived benefits of staying at home to avoid COVID-19 
infection. Respondents aged 39–54 years showed a higher perceived 
benefit of staying home than those aged <39 years. These results are in 
line with a study in Hong Kong where the older age group (i) felt more 
susceptible to contracting severe acute respiratory syndrome (SARS), (ii) 
perceived SARS as having more serious consequences; and (iii) believed 
in greater benefits from the preventive measures [24]. Similar results 
were found by Van den Broucke [9] who states that people tend to un
derestimate the severity of COVID-19 when they hear from the media 
that most fatalities are older people or those with pre-existing morbidity. 

4.6. Cues to action 

The majority (91%) of participants admitted to washing their hands 
to maintain good health. Although no significant differences were ob
tained between this perceived cue to action and demographics, we can 
reasonably assume that external cues, as defined by Alsulaiman and 
Rentner [25], such as international media coverage on the pandemic 
and the local campaigns on preventive measures, have contributed to 
this behaviour. The majority (93%) of participants disagree with the 
proposition that washing hands is a waste of time. This finding is 
consistent with the high rate of participants having adopted this pre
ventive measure, believing in its importance in preventing the spread of 
COVID-19. Individuals with less perceived barriers are more likely to 
wash their hands than those with a higher perceived barriers [25]. 

Table 2 
Regression results for behaviour and belief scores with related factors.  

Variable Behaviour β [SE] (p-value) Belief β [SE] (p-value) 

Gender 
Female − 0.014 (0.812) 0.028 (0.632) 

Age group in years 
39-65 0.042 (0.545) 0.177 (0.009) 
>65 − 0.080 (0.172) 0.022 (0.699) 

Marital Status 
Single − 0.354 (0.222) − 0.462 (0.104) 
Married 0.394 (0.382) − 0.360 (0.210) 

Residence 
Urban − 0.060 (0.291) 0.000 (0.992) 

Education 
Secondary − 0.021 (0.811) − 0.020 (0.819) 
Tertiary − 0.003 0.969) − 0.027 (0.757) 

Financial Status in Rs 
20,000–50,000 0.070 (0.285) − 0.032 (0.617) 
50,000–80,000 0.031 (0.633) 0.059 (0.356) 
80,000–100,000 0.069 (0.255) 0.030 (0.609) 
>100,000 0.026 (0.683) − 0.072 (0.244) 

Rs, Mauritian Rupee; SE, standard error. 
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4.7. Limitations and strengths 

The study population of this online survey consisted of participants 
with internet access while the country was in lockdown. Now that we are 
no longer in confinement, there is the need to extend this survey to 
people with no internet access. This is important because individuals 
without internet access generally constitute a vulnerable group with low 
education and low income. Addressing their views will lead to better 
preparedness towards an eventual second wave of COVID-19 in 
Mauritius. This recommendation is extended to authors who, during the 
lockdown in their respective countries, focused on social media users 
only. A strength of this study is that it achieved its targeted sample size, 
with a random study population and thus led to findings that are gen
eralisable to the population of social media users in Mauritius. 

5. Conclusions 

This study showed that social media users in Mauritius had a low 
mean perceived susceptibility and perceived severity of COVID-19, with 
a significant difference being noted in perceived susceptibility among 
different age groups, places of residence and educational levels. Par
ticipants aged <39 years, compared with those aged 39–54 years, 
showed a significantly lower perceived benefit of staying at home to 
avoid COVID-19 infection. The findings of this study provide the basis 
for evidence-based health education programmes that are tailor-made 
for specific targeted audience. Sensitisation campaigns on the benefits 
of staying home should be aimed at younger social media users (aged 
<39 years). Community health centres in rural areas need to be involved 
in providing educational videos for empowering people towards self- 
efficacy. From a global perspective, this study contributes to fill the 
gap in the literature of studies investigating the COVID-19 beliefs of the 
people living in African countries. This study emphasises the need for 
African countries to investigate the beliefs of their inhabitants to provide 
tailor-made COVID-19 sensitisation campaigns. 
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