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Abstract 

Importance Hypertension is a major risk factor for cardiovascular disease. There are 

significant geographical differences in the prevalence of hypertension around the world. The 

reasons for this are not completely understood. 

Objective To explore the relationship between geographical latitude and solar radiation with 

blood pressure and hypertension prevalence. 

Setting Chilean general population.  

Participants Adult population of the Chilean Health Survey 2009-2010 (n=4,634).  

Exposures Solar radiation and geographical latitude. 

Main Outcome Values of systolic and diastolic blood pressure and presence of hypertension. 

Results The prevalence of hypertension was significantly higher in the South (37.4%) 

compared with the Central (34.0%) and North (29.3%) zones (P<.001). Systolic pressure was 

significantly higher in the South (126. 3 [Interquartile range (IQR) 113.7 – 143.0] mmHg) 

than Central (123.0 [IQR 112.7 – 139.0] mmHg) and North (121.0 [IQR 109.7 – 135.0] 

mmHg) zones (P<.001). The prevalence of hypertension was associated with latitude (Odds 

Ratio (OR), 1.014 [95% Confidence Intervals (CI) 1.007, 1.021] P<.001) and solar radiation 

(OR, 0.963 [95% CI 0.944, 0.982], P<.001). These associations persisted after adjustment for 

multiple variables (latitude OR, 1.012 [95% CI 1.002, 1.021], P=.02 and solar radiation OR, 

0.973 [95% CI 0.949, 0.999], P=.04). Blood pressure was associated with latitude (systolic β 

coefficient 0.194 [95% CI 0.117, 0.271], P<.001 and diastolic β coefficient 0.080 [95% CI 

0.043,0.118], P<.001) and solar radiation (systolic β coefficient -0.533 [95% CI -0.744, -

0.322], P<.001 and diastolic β coefficient -0.197 [95% CI -0.301, -.094], P<.001). The 

association between systolic pressure and latitude (β coefficient 0.109 [95% CI 0.047, 0.172], 
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P=.001) and solar radiation (β coefficient -0.276[95% CI -0.448, -0.103], P=.002) persisted 

afer adjustment. However, after adjustment, the association between diastolic pressure and 

latitude (β coefficient 0.033 [95% CI -0.003, 0.070], P=.07) and solar radiation (β coefficient 

-0.067 [95% CI -0.167, 0.033], P=.19) was no longer significant. 

Conclusion and Relevance In the Chilean population the prevalence of hypertension and 

higher systolic pressure are associated with living further from the Equator and reduced 

exposure to solar radiation. Future work should investigate the potential mechanisms of this 

association as well as the potential impact on public health. 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

 

5 

 

 

Introduction 

Hypertension is an important risk factor for cardiovascular (CV) disease. Mean systolic and 

diastolic blood pressures, as well as the prevalence of hypertension, vary widely throughout 

the world.
1
 A number of potential explanations, including genetic factors, ethnicity, socio-

economic factors, diet (e.g. salt intake, fruit and vegetable consumption) and a more 

“Westernised” lifestyle, have been postulated to contribute to this variation.
2,3

 Geographical 

latitude has also been cited as a possible explanation for this variability 
4,5

 
6
 with increasing 

distance from the Equator being associated with higher blood pressure and an increased 

prevalence of hypertension. However, these statements are often not referenced
5
 or refer to a 

post-hoc analysis of the INTERSALT study
4,6

 published as a hypothesis paper without 

reporting adequate methodology to assess the validity of the results.
7
 Other studies have 

suggested that blood pressure increases with distance from the Equator. However, the 

differences observed are either explained by factors such as salt intake
8
 or were confounded 

by significant differences such as renal function, diabetes prevalence, lifestyle and diet.
9,10

  

 

Humans have evolved exposed to solar radiation for most of the day. An increasing body of 

evidence suggests an important and positive effect of solar radiation on health and 

cardiovascular risk.
4,11

 Small clinical studies on healthy and hypertensive subjects have 

demonstrated significant reductions in blood pressure in subjects exposed to ultraviolet 

radiation (UVR).
6,12-14

 However, no studies have yet examined the association of solar 

radiation or UVR in a large population.  

 

Chile is the longest country in the world: it runs almost perfectly North-South for 4250 km. 

In terms of latitude, the southern tip of mainland Chile is equivalent to south Alaska, with a 
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sub-polar climate, whereas the northern tip corresponds to the Mexican-Guatemalan border, 

with a dry desert climate (Figure 1). Thus the geography of Chile, together with a 

predominantly white and relatively genetically homogeneous population with low levels of 

immigration and emigration,
15-17

 make it an ideal country to study the effect of latitude and 

solar radiation on human health. In this study we examined the association of geographical 

latitude and solar radiation with blood pressure and the prevalence of hypertension in a 

Chilean nationally representative sample. 

 

Methods 

Participants 

The 2009-2010 Chilean National Health Survey (CNHS2009/2010) is a cross-sectional 

survey using a multistage, stratified probability design to produce a representative sample of 

the Chilean population (estimated population). A total of 5,293 participants were recruited, of 

whom 5,069 (96%) were 18 or more years of age. Blood pressure was measured in 4,634 

subjects (91.4%).
18

 This study was approved by the ethical committee of the Pontificia 

Universidad Católica de Chile.  

 

Brachial blood pressure was measured three times in the morning after 5 minutes of rest 

using a validated oscillometric monitor (Omron HEM 742 ®).
19

 The average of these three 

readings are presented. Results were also analysed using the average of the 2
nd

 and 3
rd

 

readings. Hypertension was defined as having a systolic blood pressure (SBP) ≥140mm/Hg 

and/or a diastolic blood pressure (DBP) ≥90mm/Hg and/or taking antihypertensive 

medication.
20
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Weight and height were measured according to the World Health Organisation 

recommendations.
21

 Body mass index (BMI) was calculated using the formula of 

weight(kg)/height
2
(m

2
). Normal BMI, overweight and obesity were defined as BMI of 18.5-

24.9, 25-29.9 and ≥30kg/m
2
, respectively.

21
 Fruit and vegetable consumption was evaluated 

using portion cards showing different fruit and vegetables.
18

 Salt consumption was estimated 

by measuring urinary sodium excretion from a spot sample.
22

 Educational level was classified 

as low (<5 years), medium (5-10 years) and high (>10 years in full-time education).
23

 

Alcohol consumption was assessed using a drinking short scale (Escala Breve de Beber 

Anormal, EBBA), which has been previously validated in the Chilean population. A definite 

alcohol excess intake is defined as an EBBA score ≥ 2.
24

  

 

Biochemical analyses 

The four variable-modification of diet in renal disease (MDRD) equation, with serum 

creatinine recalibrated to be traceable to an isotope-derived mass spectroscopy method, was 

used to determine estimated glomerular filtration rate (eGFR).
25

 The presence of chronic 

kidney disease (CKD) was defined as an eGFR of < 60 ml/min/1.73m
2
.
26

 Blood glucose was 

measured the by glucose hexokinase enzymatic methodology. Glycosylated haemoglobin was 

evaluated by HPLC. Diabetes was defined as recommended by the American Diabetic 

Association (a fasting glucose ≥126mg/dL, or a haemoglobin A1c ≥6.5%, or having a self-

reported diagnosis of diabetes).
27

 

 

Geographical Latitude 

Chile is divided into three different geographical zones: North, Central and South, which in 

turn are divided into a total of 15 administrative regions, each with a capital city. The latitude 
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of the capital city was used as an index of latitude for participants living in that administrative 

region. 

 

Solar Radiation 

Solar radiation data was obtained from the Solar Radiation Laboratory of the Republic of 

Chile.
28

 Solar radiation was measured using bimetallic actinographs (Robitzch-Fuess Type 

58dc).
28

 Annual radiation data from all measuring stations in each administrative region were 

collected and averaged to shows average daily regional and geographical zone solar 

irradiation values. Solar radiation was expressed as MJ/m
2
/day.  

 

 

Statistical Analyses  

Summary statistics results for continuous and categorical variables are presented as medians 

with interquartile range (25
th

-75
th

 percentile) and percentages respectively. 

Differences between categorical variables were compared with the Pearson-χ
2
 test. 

Continuous variables were compared using the Kruskal-Wallis test. Linear regression was 

used to examine the relationships between blood pressure and geographical latitude and solar 

radiation. Logistic regression was used to examine the independent determinants of 

hypertension prevalence. All the variables used in the analyses had <5% of the values missing 

and were therefore treated as missing completely at random with case-wise deletion. 

 

The two potential determinants of interest, geographical latitude and solar radiation are 

strongly correlated with each other, thus separate models were created to examine their 

associations with blood pressure and hypertension prevalence. Similarly, SBP and DBP are 
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strongly correlated and separate models for each variable were created. Independent variables 

were pre-specified for analyses based on previous studies showing a relationship with blood 

pressure (gender, age, BMI, fruit and vegetable consumption, eGFR, family income, smoking 

status, diabetes and prior CV event).
29

 The proportion of variance explained by the adjusted 

models was estimated by the coefficient of Nagelkerke and the R-square to the logistic and 

lineal regression analysis, respectively. Age-adjusted hypertension prevalence estimates were 

adjusted by the direct method to the WHO World Standard population 2000-2025.
30

 A p-

value <0.05 was considered statistically significant. All statistical analyses were performed 

using SPSS software V21.0 (IBM, SPSS Inc, Chicago, IL).  

 

 

Results 

The latitude limits and average solar radiation for the three geographical zones and the whole 

of Chile are shown in Table 1. There was a North to South decrease of solar radiation with a 

high inverse correlation between geographical latitude and solar radiation (r= -0.952, 

P<.001). Participant demographic characteristics of the 4,634 participants for the whole 

cohort and divided by geographical zone are presented in Table 2. There were proportionally 

more women in the central zone as well as higher fruit and vegetable consumption. Family 

income, educational level and eGFR were all higher in the North zone. The prevalence of 

current smokers was highest in the Central zone, whereas more participants in the South of 

the country were obese. 
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Blood Pressure 

Both SBP and DBP significantly increased from the North to the South zone (Table 2). These 

relationships persisted for SBP, but not DBP, when separate analyses were performed for men 

and women, age <50 and ≥ 50 years and BMI < 25 or ≥ 25 kg/m
2
 (Supplementary Figure 1). 

 

The unadjusted and adjusted associations between SBP and DBP with geographical latitude 

and solar radiation are shown in Table 3 for the whole cohort. Both SBP and DBP were 

directly and inversely associated with geographical latitude and solar radiation in the 

unadjusted analyses. However, these relationships persisted only for SBP in the adjusted 

analyses, with DBP losing significance. The proportion of variance of SBP explained for by 

both these models was 38%. These associations did not change significantly, despite the use 

of the average of second and third measure of SBP and DBP (Supplementary Table 1). 

 

Prevalence of Hypertension 

The prevalence of hypertension in the entire cohort was 33.8% and increased from North 

(29.3%) to South (37.4%) (P<.001; Table 2). This increase persisted when separate analyses 

were performed for men and women (Figure 2A), age <50 and ≥ 50 years (Figure 2B) and 

BMI < 25 or ≥ 25 kg/m
2
 (Figure 2C). 

 

The unadjusted and adjusted associations between the prevalence of hypertension with 

geographical latitude and solar radiation are shown in Table 4. Geographical latitude was 

positively and solar radiation inversely associated with the prevalence of hypertension in both 

the unadjusted and adjusted analyses. The proportion of variance of hypertension explained 

by both these models was 44%.  
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Discussion 

In this study we have a demonstrated clear relationships between SBP and the prevalence of 

hypertension with geographical latitude and with solar radiation. Living further away from 

the Equator and being exposed to lower levels of solar radiation are associated with higher 

blood pressure even after adjustment for multiple factors. The prevalence of hypertension 

also increased with greater distance from the Equator and with reduced exposure to solar 

radiation. 

 

The existence of a relationship of latitude in blood pressure is often mentioned in the 

literature. However, the studies quoted either do not report the methodology clearly,
7
 or make 

comparisons between countries with different geographical longitude, without adequately 

controlling for socio-economic factors and other variables that could influence blood 

pressure.
7,9

 The Chilean Health Survey is an ideal resource to investigate the associations 

between geographical latitude and blood pressure. Chile is the longest country in the world 

(4,250km), is thin (90 to 240 km wide, excluding the offshore islands) and runs almost 

perfectly North-South. In addition it has a relatively homogenous population with most 

inhabitants being descended from both the aboriginal population and European immigrants. 

Thus, Chile is an ideal country for a study into the effect of geographical latitude and solar 

radiation on health. Furthermore, the Chilean Health Survey collected data on a large number 

of demographic, clinical and biochemical variables known to be associated with blood 

pressure differences. A further strength is that the survey was conducted over a relatively 

short timeframe (one year) and all blood and urine tests were performed in a central 

laboratory.
18

 All of these factors we believe increase the robustness of our findings. 
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The overall prevalence of hypertension in the Chilean Health Survey 2009-2010 was 33.8%, 

similar to that found in North America (USA 25.8% and Canada 23.8%).
1
 This similarity is 

maintained even when we standardised the populations by age (Chile 19%, USA 16% and 

Canada 18%). The results suggest that the prevalence of blood pressure in Chile is not 

different to North America, and comparisons are feasible. 

 

The relationship we have observed between geographical latitude and blood pressure is 

similar to that observed with cardiovascular disease (CVD)
31

 and its surrogate markers such 

as carotid intima-media thickness.
10

 An analysis of European populations demonstrated a 

higher incidence of CVD and mortality in countries further away from the Equator.
31

 

Hypertension is one of the most important risk factors for CVD, and the differences in 

geographical latitude and/or solar radiation might explain some of the regional variations in 

CVD. Differences in diet have also been postulated to contribute to the different incidence of 

CVD, especially in Europe. Indeed, there is a significant body of evidence that suggests that 

the Mediterranean diet is associated with lower cardiovascular morbidity and mortality.
32

 

However, the Mediterranean diet comes from countries closer to the Equator with higher 

levels of solar radiation, and may be an epiphenomenon of the geographical location and not 

the origin.  

 

There is emerging evidence to suggest that the relationship between geographical latitude and 

blood pressure could be mediated by UVR, an important component of solar radiation 

(wavelength 10-400nm) with two main components: UVA (315 to 400nm) and UVB (200 to 

315nm). While several clinical studies have demonstrated an acute/sub-acute effect of UVA 

on blood pressure reduction,
6,13,14

 the effect of UVB on blood pressure is less clear. Whereas 

one study demonstrated a clear 6 mmHg decrease in SBP 
12

 another showed no difference.
33
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The potential mechanisms by which UVR might reduce blood pressure are not well 

understood. Recently, UVA radiation has been shown to release preformed cutaneous nitric 

oxide (NO) into the circulation
4
 with no increase in cutaneous NO synthase activity.

6
 In 

addition, Vitamin D synthesis is dependent on UVB radiation and low levels of exposure to 

solar radiation are associated with decreased production of vitamin D.
11

 Low levels of 

calcitriol are associated with increased activation of the renin-angiotensin-aldosterone system 

and vascular smooth cell proliferation leading to potential increases in blood pressure. 

However, the actions of vitamin D on blood pressure have so far been inconclusive.
34

 The 

results of the on-going VITamin D and OmegA-3 TriaL (VITAL) with over 20,000 healthy 

participants are eagerly awaited (NCT 01169259).
34

  

 

Further support for our findings comes from the seasonality of blood pressure with blood 

pressure being generally higher in the months with fewer hours of light.
35,36

 However, this 

observation is confounded by the difference in temperature that also occurs as the seasons 

change, with higher temperatures being associated with lower blood pressure. Although the 

exact mechanism(s) are not known, activation of catecholamine synthesis by lower 

temperatures increasing peripheral resistance is a potential mediator.
36

 Unfortunately we 

could not address this issue in our study. However, a recent study in healthy volunteers 

demonstrated that UVR decreased blood pressure acutely, independently of temperature.
6
  

 

In this study we found that the average SBP in adults living in the North of the country was 

5.3 mmHg lower than those in the South. A decline of SBP of 5-6mmHg is associated with a 

decrease in cardiovascular mortality of 9-13%.
8
 Furthermore, the prevalence of hypertension 

was 8.1% higher in the South of the country compared with the North. These observations 

could have significant public health implications. Awareness of these geographical difference 
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in prevalence of hypertension suggest that directing resources into the diagnosis and 

treatment of hypertension to areas further away from the Equator could be more cost-

effective. Another interesting point is the potential use of solar or UV radiation (heliotherapy 

or phototherapy) for the treatment of hypertension. However, this would need to be explored 

with caution, given that solar radiation exposure is the principal factor associated with a 

number of skin cancers including melanoma. Nevertheless, the overall mortality from CVD is 

much higher than from skin cancer. Indeed, it has been suggested that increased exposure to 

solar radiation could be potentially more beneficial than harmful for overall public health.
6,37

 

 

 

Our study has a number of limitations. The cross-sectional design means that causality cannot 

be attributed. Nevertheless, there are biologically plausible mechanisms to explain our 

findings. We were also unable to adjust for the ethnic background of the population studied. 

However, as previously stated, the population of Chile is relatively homogeneous compared 

with other countries such as the USA.
15

 Furthermore, the relationship between ethnicity and 

hypertension is greatly reduced once socio-economic factors such as family income are 

controlled for as we did in this study.
38

  

 

Perspectives 

This work has shown that higher blood pressure and an increased prevalence of hypertension 

are associated with increasing distance from the Equator and reduced exposure to solar 

radiation. Although biologically plausible, the potential mechanisms for this relationship 

require further investigation. Future research should be done to prove the utility of programs 

for the best recognition of hypertension in regions with high geographical latitude and less 
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solar radiation; additionally of investigate the possibility of safely use solar or UV radiation 

as an adjunct to the pharmacological treatment of hypertension in the general population. 

 

 

References 

1. Wolf-Maier K, Cooper RS, Banegas JR, et al. Hypertension prevalence and blood 

pressure levels in 6 European countries, Canada, and the United States. JAMA. 

2003;289(18):2363-2369. 

2. Young JH, Chang YP, Kim JD, et al. Differential susceptibility to hypertension is due 

to selection during the out-of-Africa expansion. PLoS Genet. 2005;1(6):e82. 

3. Singh GM, Danaei G, Pelizzari PM, et al. The age associations of blood pressure, 

cholesterol, and glucose: analysis of health examination surveys from international 

populations. Circulation. 2012;125(18):2204-2211. 

4. Feelisch M, Kolb-Bachofen V, Liu D, et al. Is sunlight good for our heart? Eur Heart 

J. 2010;31(9):1041-1045. 

5. Oplander C, Deck A, Volkmar CM, et al. Mechanism and biological relevance of 

blue-light (420-453 nm)-induced nonenzymatic nitric oxide generation from 

photolabile nitric oxide derivates in human skin in vitro and in vivo. Free Radic Biol 

Med. 2013;65:1363-1377. 

6. Liu D, Fernandez BO, Hamilton A, et al. UVA Irradiation of Human Skin Vasodilates 

Arterial Vasculature and Lowers Blood Pressure Independently of Nitric Oxide 

Synthase. J Invest Dermatol. 2014;134(7):1839-1846. 

7. Rostand SG. Ultraviolet light may contribute to geographic and racial blood pressure 

differences. Hypertension. 1997;30(2 Pt 1):150-156. 

8. Stamler J. The INTERSALT Study: background, methods, findings, and implications. 

Am J Clin Nutr. 1997;65(2 Suppl):626S-642S. 

9. Cottel D, Dallongeville J, Wagner A, et al. The North-East-South gradient of coronary 

heart disease mortality and case fatality rates in France is consistent with a similar 

gradient in risk factor clusters. Eur J Epidemiol. 2000;16(4):317-322. 

10. Baldassarre D, Nyyssonen K, Rauramaa R, et al. Cross-sectional analysis of baseline 

data to identify the major determinants of carotid intima-media thickness in a 

European population: the IMPROVE study. Eur Heart J. 2010;31(5):614-622. 

11. Mead MN. Benefits of sunlight: a bright spot for human health. Environ Health 

Perspect. 2008;116(4):A160-167. 

12. Krause R, Buhring M, Hopfenmuller W, Holick MF, Sharma AM. Ultraviolet B and 

blood pressure. Lancet. 1998;352(9129):709-710. 

13. Forssander CA. Pre-erythema blood pressure changes following ultraviolet 

irradiation. Can Med Assoc J. 1956;74(9):730-733. 

14. Weber KT, Rosenberg EW, Sayre RM, Rapid Precision Testing L. Suberythemal 

ultraviolet exposure and reduction in blood pressure. Am J Med. 2004;117(4):281-

282. 

15. Alesina A, Devleesschauwer A, Easterly W, Kurlat S, Wacziarg R. Fractionalization. J 

Econ Growth. 2003;8(2):155-194. 



 

 

16 

 

 

16. Cabrera ME, Martinez V, Nathwani BN, et al. Non-Hodgkin lymphoma in Chile: a 

review of 207 consecutive adult cases by a panel of five expert hematopathologists. 

Leuk Lymphoma. 2012;53(7):1311-1317. 

17. Central Intelligence Agency. The World Factbook 2012-2013. Washington DC: 

Central Intelligence Agency; 2012. 

18. Ministerio de Salud de Chile. Metodologia: Encuesta de Salud 2009-2010. 2012. 

19. Coleman A, Freeman P, Steel S, Shennan A. Validation of the Omron MX3 Plus 

oscillometric blood pressure monitoring device according to the European Society of 

Hypertension international protocol. Blood Press Monit. 2005;10(3):165-168. 

20. National Cholesterol Education Program Expert Panel on Detection E, Treatment of 

High Blood Cholesterol in A. Third Report of the National Cholesterol Education 

Program (NCEP) Expert Panel on Detection, Evaluation, and Treatment of High 

Blood Cholesterol in Adults (Adult Treatment Panel III) final report. Circulation. 

2002;106(25):3143-3421. 

21. WHO Consultation on Obesity. Obesity: preventing and managing the global 

epidemic: a report of a WHO consultation. WHO Technical Report Series. 1999;894. 

22. Tanaka T, Okamura T, Miura K, et al. A simple method to estimate populational 24-h 

urinary sodium and potassium excretion using a casual urine specimen. J Hum 

Hypertens. 2002;16(2):97-103. 

23. Sirin S. Socioeconomic Status and Academic Achievement: A Meta-Analytic Review 

of Research. Rev Educ Res. 2005;75(3):417-453. 

24. Orpinas P, Valdes M, Pemjean V, Florenzano R, Nogueria R, Hernandez JE. 

Validacion de una escala breve para la detccionde beber abnormal (EBBA). In: 

Florenzano R, Horwitz M, Penna M, Correa M, eds. Temas de salud mental y atencion 

primaria de salud. Santiago, Chile: Corporacion de Promocion Universitaria; 1991. 

25. Levey AS, Coresh J, Greene T, et al. Expressing the Modification of Diet in Renal 

Disease Study equation for estimating glomerular filtration rate with standardized 

serum creatinine values. Clin Chem. 2007;53(4):766-772. 

26. National Kidney F. K/DOQI clinical practice guidelines for chronic kidney disease: 

evaluation, classification, and stratification. Am J Kidney Dis. 2002;39(2 Suppl 1):S1-

266. 

27. American Diabetes A. Standards of medical care in diabetes--2013. Diabetes Care. 

2013;36 Suppl 1:S11-66. 

28. El Registro Nacional Solarimetrico. Irradiancia solar en territorios de la Republica 

de Chile. Santiago de Chile: Margen Impresores; 2008. 

29. Chobanian AV, Bakris GL, Black HR, et al. Seventh report of the Joint National 

Committee on Prevention, Detection, Evaluation, and Treatment of High Blood 

Pressure. Hypertension. 2003;42(6):1206-1252. 

30. Ahmad O, Boschi-Pinto C, Lopez A, Murray C, Lozano RD, Inoue M. Age 

standardization of rates: a new WHO standard. GPE Discussion Paper Series. 

2001;31:1-12. 

31. Muller-Nordhorn J, Binting S, Roll S, Willich SN. An update on regional variation in 

cardiovascular mortality within Europe. Eur Heart J. 2008;29(10):1316-1326. 

32. Dalen JE, Devries S. Diets to prevent coronary heart disease 1957-2013: what have 

we learned? Am J Med. 2014;127(5):364-369. 

33. Scragg R, Wishart J, Stewart A, et al. No effect of ultraviolet radiation on blood 

pressure and other cardiovascular risk factors. J Hypertens. 2011;29(9):1749-1756. 

34. Kunutsor SK, Burgess S, Munroe PB, Khan H. Vitamin D and high blood pressure: 

causal association or epiphenomenon? Eur J Epidemiol. 2014;29(1):1-14. 



 

 

17 

 

 

35. Modesti PA, Morabito M, Massetti L, et al. Seasonal blood pressure changes: an 

independent relationship with temperature and daylight hours. Hypertension. 

2013;61(4):908-914. 

36. Brook RD, Weder AB, Rajagopalan S. "Environmental hypertensionology" the effects 

of environmental factors on blood pressure in clinical practice and research. J Clin 

Hypertens (Greenwich). 2011;13(11):836-842. 

37. Lucas RM, McMichael AJ, Armstrong BK, Smith WT. Estimating the global disease 

burden due to ultraviolet radiation exposure. Int J Epidemiol. 2008;37(3):654-667. 

38. Thorpe RJ, Jr., Brandon DT, LaVeist TA. Social context as an explanation for race 

disparities in hypertension: findings from the Exploring Health Disparities in 

Integrated Communities (EHDIC) Study. Soc Sci Med. 2008;67(10):1604-1611. 

  



 

 

18 

 

 

Table 1. Geographical Zone Characteristics 

 North Centre South Chile P-Value 

Latitude limits 
 (degrees) 

17.5 to 29.1 29.1 to 8.5 38.5 to 56.5 17.5 to 56.5  

Median Solar Radiation 
(MJ/m

2
/day) 

19.0 
(18.2-19.1) 

14.9 
(14.8-15.2) 

11.0 
(10.8-12.9) 

14.9 
(12.8-15.3) 

<.001 

 

Results is presented as median (interquartile range) and percentage respectively. 
Analysis made using Kruskal-Wallis test for all groups.  
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Table 2. Participant Demographics and Cardiovascular risk factors. 

 

 North (n=1,350) Centre (n=1,678) South (n=1,606) All 
(n=4,634) 

 

Female (%) 61.0 62.3 58.0 60.4 .03 

Age groups (%) 

  18-24 years 11.3 11.5 11.9 11.2 .47 

  25-34 years 19.1 15.0 14.9 16.1 

  35-44 years 17.3 19.7 18.4 18.5 

  45-64 years 33.8 34.9 34.7 34.5 

  >65 years 18.5 19.0 20.8 21.2 

Nutritional Status 

  Body Mass Index 
  (kg/m

2
) 

27.3 
(24.5-30.4) 

27.0 
(24.3-30.3) 

28.1 
(24.9-31.3) 

27.4 
(24.5-30.8) 

<.001 

  Normal (%) 27.4 30.1 25.7 27.7 <.001 

  Overweight (%) 44.6 42.2 38.8 41.0 

  Obese (%) 28.1 27.7 35.5 30.0 

  Emaciated (%) 2.0 1.4 0.7 1.3 

Level of Study (%) 

  >10 years 59.0 55.9 52.5 55.6 <.001 
 

  5-10 years 27.8 32.0 29.9 30.1 

  < 5 years 10.6 9.3 14.0 11.2 

  No formal education 2.5 2.7 3.6 3.0 

Monthly Family Income (%) 

  <US$500 50.4 55.1 58.8 55.0 <.001 
 

  US$500-1300 31.6 31.7 29.2 30.8 

  >US$1300 12.8 9.0 9.1 10.1 

  Unknown 5.1 4.2 2.9 4.0 

Fruit and Vegetable Consumption 

  g/day 182.9  
(125.7-320.0) 

205.7 
(125.7-320.0) 

160.0 
(91.4-251.4) 

171.4 
(114.3-320.0) 

<.001 

  Portion/day 2.3 
(1.6-4.0) 

2.6 
(1.6-4.0) 

2.0 
(1.1-3.1) 

2.1 
(1.4-4.0) 

<.001 

Salt Consumption 

  g/day 9.9 
(8.4-11.4) 

9.8 
(8.2-11.4) 

9.6 
(8.1-11.4) 

9.8 
(8.2-11.4) 

.57 

Renal Function 

  GFR (ml/min/1.73m
2
)
 

92.8 
(80.1-105.8) 

87.1 
(72.7-100.3) 

89.0 
(76.4-102.4) 

89.6 
(76.1-102.8) 

<.001 

Chronic Kidney Disease 
(%) 

3.7 4.6 4.5 4.3 .45 
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Sedentary Free Time (%) 93.4 92.7 92.2 92.7 .46 

Diabetes (%) 4.7 4.3 4.5 4.5 .84 

Actual Smoker (%) 25.6 28.1 23.6 25.8 .008 

Problem Drinker (%) 14.9 16.2 13.4 14.8 .09 

Blood Pressure 

Hypertension 
Prevalence (%) 

29.3 34.0 37.4 33.8 <.001 

Systolic Blood  
Pressure (mmHg) 

121.0 
(109.7-135.0) 

123.0 
(112.7-139.0) 

126.3 
(113.7-143.0) 

123.7 
(112.0-139.3) 

<.001 

Diastolic Blood Pressure 
(mmHg) 

74.3 
(67.3-82.3) 

76.0 
(69.3-83.3) 

76.0 
(69.7-83.7) 

75.3 
(68.7-75.3) 

<.001 

 

Results for continuous and categorical variables are presented as median (interquartile range) and 
percentage respectively. 
Analyses of categorical variables was made using Pearson-χ

2
 test. Analyses of continuous variables 

was made using Kruskal-Wallis test for all groups. 
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Table 3. Unadjusted and adjusted associations between systolic and diastolic 
blood pressures with geographical latitude and solar radiation 

 

 Systolic Blood Pressure  Diastolic Blood Pressure  

 β Coefficient   
(95% Confidence Intervals) 

P-
value 

β Coefficient   
(95% Confidence Intervals) 

P-value 

Geographical Latitude 

  Unadjusted 0.194 (0.117, 0.271) <.001 0.080 (0.043, 0.118) <.001 

  Adjusted
a
 0.109 (0.047, 0.172) .001 0.033 (-0.003, 0.070) .07 

Solar Radiation 

  Unadjusted -0.533 (-0.744, -0.322) <.001 -0.197 (-0.301, -0.094) <.001 

  Adjusted
a 

-0.276 (-0.448, -0.103) .002 -0.067 (-0.167, 0.033) .19 
 

a
Adjusted for sex, age, body mass index, fruit and vegetable consumption, estimated glomerular 

filtration rate, family income, smoking status, diabetes and previous cardiovascular event.   
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Table 4. Association between the prevalence of hypertension with 
geographical latitude and solar radiation.  

 
 

 

a
Adjusted for gender, age, body mass index, fruit and vegetable consumption, estimated glomerular 

filtration rate, family income, smoking status, diabetes and prior cardiovascular event. 

 

  

 Odds Ratio  
(95% Confidence Intervals) 

P-value 

Geographical Latitude 

  Unadjusted 1.014 (1.007,1.021) <.001 

  Adjusted
a
 1.012 (1.002,1.021) .02 

Solar Radiation  

  Unadjusted 0.963 (0.944, 0.982) <.001 

  Adjusted
a
 0.973 (0.949, 0.999) .04 
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Figure 1: Geographical map of North America and Chile. Chile has been inverted 
and placed so that the southern latitude of Chile corresponds to the same northern 
latitude in North America. The southern tip of Chile is almost equivalent to south 
Alaska or north of Canada. The northern tip of Chile corresponds to southern 
Mexico. 
 

 
 

 

 

 

 
Figure 2. Hypertension prevalence by geographic zone. Analysis according to sex, age, and 
body mass index. 
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Results are presented as percentage.  
Analyses were made using Pearson-χ

2
 test.  

Age is in years. Body mass Index is in kg/m
2 

 

 
 


