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Abstract
Introduction The caste system is a relatively rigid system of social hierarchy in India. The caste membership defines one’s access
to resources and life opportunities. A growing body of research suggests that lower caste groups have an excess burden of
morbidity and mortality in India. However, it is not clear as to what extent caste differences in health are conditioned by
socioeconomic status (SES) indicators.
Purpose This study examined the caste differences in hypertension and tested whether caste differences in hypertension are
conditioned by education and household wealth in a representative sample of women in India.
Methods This study used data from the National Family Health Survey (NFHS) 2015–2016, India. The analysis is based on a
nationally representative sample of 648,064 adult women aged 15–49 years. We used logistic regression to examine whether the
association between caste and hypertension varied by education and wealth index using interactions and controlling for potential
confounders.
Results The regression models suggest that scheduled tribes and non-caste members have the highest odds of hypertension
comparedwith privileged upper caste members. Interactionmodels indicate complex intersections of caste, education, and wealth
index. The predicted probabilities derived from these interaction models suggest that while SES indicators are inversely asso-
ciated with the odds of hypertension, the inverse patterning was significantly weaker in other backward classes and more
protective in non-caste members compared with upper caste. Additionally, caste difference in predictive risk of hypertension
tends to diverge at the lower levels of SES and become narrower at the higher levels of SES.
Conclusions These findings provide evidence of differential returns to SES and have implications for understanding the causes of
SES patterning in health among disadvantaged caste groups in India.
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Introduction

Non-communicable diseases have surpassed infectious dis-
eases as the leading cause of death in the global burden of
disease (World Health Organization 2014). Hypertension is a

serious risk factor for many non-communicable diseases and
has become a major global public health concern [1, 2].
Hypertension is not only a common risk factor for cardiovas-
cular diseases (e.g., atherosclerosis, heart disease, heart fail-
ure, stroke, and angina) but also peripheral vascular disease,
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retinopathy, nephropathy, dementia, and cognitive decline [3].
As life expectancy continues to increase in lower income
countries, the prevalence of non-communicable and chronic
conditions such as hypertension has been on the rise. The
increase in the prevalence of hypertension is now growing
faster in low-income countries than in industrially developed
countries [4].

In India, the national prevalence rate of hypertension is
25%, and it has become the fourth leading risk factor for
mortality and disability [5, 6]. Recent population-based stud-
ies have shown that the prevalence of hypertension is relative-
ly higher in middle and older age groups across geographic
location, education, and household wealth status [5]. Notably,
in younger age groups, the hypertension prevalence rates are
even higher for India than those for Central and Eastern
Europe – a region where the prevalence of hypertension was
previously deemed the highest in the world [7]. It is impera-
tive to understand health in India, especially as it relates to
hypertension. India is the secondmost populous country in the
world and has a very young age structure. Given the higher
prevalence of hypertension among young people in India and
the risk factor that aging has on hypertension, this issue will
likely be exacerbated in the coming decades as India’s young
population ages.

The caste system in India, based on religious and ideolog-
ical grounds, has historically existed as both a system of ex-
clusion and a status hierarchy that profoundly determines
one’s access to resources and life opportunities [8]. Caste is
a social stratification system characterized by hereditary mem-
bership, endogamous marriage, and a specific style of life
determining the ritual status and occupational pursuit [9, 10].
Based on the notions of purity and pollution, the caste hierar-
chy places the pure Brahmins (the dominant social group
consisting of priests, teachers, doctors, and other white-
collar professionals) on the top, Kshatriyas (rulers and war-
riors) and Vaishyas (businessmen) in the middle, and the im-
pure ex-untouchables/Dalits, manual workers, and servants
(forming the bulk of scheduled castes) at the bottom [9]. As
the caste hierarchy is hereditary, change in the economic situ-
ation would rarely allow a lower caste group to ascend to a
higher ritual status [11, 12]. A growing body of studies sug-
gests that lower caste and indigenous people experience dis-
proportionate rates of morbidity, mortality, and early onset of
death in India [13–15]. Much of the caste differences in health
outcomes are often attributed to the unequal distribution of
socioeconomic resources [16]. However, there has been little
research on the extent to which indicators of socioeconomic
status (SES) such as wealth and education may condition the
caste differences in chronic conditions in India.

Scholarship in social determinants of health has long ar-
gued that individuals’ SES is the fundamental cause of social
inequality in morbidity and mortality [17, 18]. The distinct
indicators of SES provide people with varying degrees of

access to flexible resources. SES, including education, wealth,
occupational prestige, and geographic/residential context, can
give access to an array of beneficial resources that, in myriad
ways, help achieve our health goals. As Link and Phelan said,
these resources can be used “to avoid disease risks or to min-
imize the consequences of disease once it occurs,” regardless
of underlying disease risk factors in a given circumstance
(Link and Phelan 1995: s29). In essence, this implies that
individuals with greater access to flexible resources such as
money, knowledge, power, prestige, freedom, and beneficial
social connections are better able and prepared to employ
these resources as critical means to avoid or control risk fac-
tors of disease and mortality.

Although the beneficial role of SES is widely acknowl-
edged, a growing body of studies demonstrates that the role
of SES is not straightforward or does not function in a linear
fashion across social stratification categories, including
race/ethnicity, gender, and nativity status [19]. Recent re-
search, particularly in the context of the USA, demonstrates
a diminishing returns hypothesis, which posits that SES does
not confer similar benefits across racial-ethnic groups, and
especially marginalized racial-ethnic groups which tend to
have diminishing returns to their higher SES [20–22]. One
critical argument for this hypothesis is the evidence that even
marginalized racial-ethnic groups with higher SES encounter
institutional and everyday discrimination, racism, and race-
related inequalities in various domains of life, which adversely
impact their health [23, 24].

Much like the race-based discrimination and systems of
inequality in the USA, caste-based discrimination and the pro-
cesses of social and economic marginalization persistently
characterize the life opportunities of the lower caste groups
in modern India [25–29]. Caste-based economic deprivation,
residential segregation, and humiliation persist in practice in
contemporary India. For instance, despite reservation policies
for lower caste groups, occupational segregation has remained
relatively stable over generations [30, 31] such that lower
caste groups consistently lag behind the upper caste
concerning access to white-collar occupations, large busi-
nesses, and farm ownership classes [32]. Additionally, lower
caste groups, especially those placed at the bottom, such as ex-
untouchables/Dalits and manual workers continue to live in
the segregated settlements in rural areas and slums in big
cities, away from the upper caste and advantageous neighbor-
hoods. Such residential segregation is mostly driven by caste
status than it is by socioeconomic status [33, 34]. Some
scholars note that these processes are less uniform and more
fluid in contemporary India relative to the pre-independent
colonial era [9, 35].

In the context of affirmative action in education (e.g., a
quota system for scheduled caste, scheduled tribes, and other
backward classes), caste disparities in education have been
declining over time. However, non-caste members, such as
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Muslims, do not seem to benefit from such affirmative action,
as Muslims are not eligible for affirmative action [36]. Most
interestingly, even within affirmative action target groups,
there is persistent inequality at the intersection of gender and
caste such that lower caste females benefit the least from af-
firmative action [37].

These processes of inequality and marginalization have
placed lower caste groups, especially low-caste and low-SES
females at a structural disadvantage given their multiple jeop-
ardies at the intersections of caste, class, and gender. Although
women’s health is routinely examined in the intersectional
literature, especially in the USA [38–40], few studies exam-
ined how the class position may condition caste differences in
women’s health in India.

Existing studies frequently examine social inequalities in
adult health outcomes in India [13, 14, 41–44]. These studies
consistently report a strong social patterning in health, show-
ing that individuals with higher SES have better self-rated
health and lower risk of chronic conditions and mortality.
Further, lower caste members have worse health outcomes
compared with upper caste members. While these studies are
important in understanding the caste and SES disparities in
health, less is clear whether and how social position indicators
such as caste, gender, income, and education may intersect to
shape health. In particular, prior studies rarely looked at how
SES indicators can intersect with caste groups and thus create
unique positions of disadvantages and health inequalities in
India. Further, these processes may place low-caste women at
a structurally disadvantaged position in society in such a way
that even higher socioeconomic gains (e.g., wealth and edu-
cation) might not equally translate to better health for them as
compared with those in the upper caste groups. This study
addresses this critical gap in the literature by examining caste
differences in hypertension and the extent to which caste dif-
ferences are conditioned by the key SES indicators such as
wealth and education.

Data and Methods

We used de-identified data from the National Family Health
Survey (NFHS) 2015–2016, India. The NFHS is a nationally
representative population-based household survey. The NFHS
follows a two-stage probability sampling strategy. The first
stage of the sampling strategy includes the selection of vil-
lages as the primary sampling unit (PSU) in rural areas and
census enumeration blocks (CEB) in urban areas. In the sec-
ond stage, using systematic random sampling, 22 households
were selected from each PSU and CEB, resulting in a total of
628,900 households, of which 601,509 households were fi-
nally selected for interviews. In the selected households,
723,875 women aged 15–49 were found to be eligible for an
interview using the women’s questionnaire. Of the total

eligible women respondents, 699,686 women took part in
the interviews with a response rate of 97%. After deleting
cases with missing information on any of the variables includ-
ed in the analysis, our analytic sample consisted of 648,064
women aged 15–49 years.

Outcome Variable

The survey used standardized protocols and field-friendly
technologies to examine blood pressure (BP) [45]. Using the
Omron Blood Pressure Monitor, BP was measured three times
at five-minute intervals. We averaged the second and third
measurement to determine the systolic and diastolic BP.
Finally, we defined hypertension as having an average systolic
BP of ≥ 140 mmHg, and/or diastolic BP ≥ 90 mmHg, and/or
self-reported use of any antihypertensive medication. The re-
cent clinical practice guidelines consider this definition as
stage 2 and more severe hypertension [46].

Key Explanatory Variables

Social Caste

Social caste was based on the respondent’s self-reports of
whether they belong to one of the following categories: sched-
uled caste, scheduled tribe, other backward castes, and other
castes. Despite substantial heterogeneity within each caste
group, these broad caste groups are commonly used in public
policy documents and monitoring population-level health, nu-
trition, and other outcomes [47–49]. Scheduled caste and
scheduled tribe represent the most socially disadvantaged
groups. In the traditional Hindu caste hierarchy, scheduled
castes are the lowest castes (e.g., untouchables or Dalits).
Broadly, scheduled caste represents a heterogeneous group
of landless farmers, fishermen, sweepers, and washermen.
Schedule tribes, for example, Barda in Gujarat or Adiyan in
Kerala, are the distinct indigenous groups who are often geo-
graphically isolated from the mainstream society and domi-
nant caste groups, and like the scheduled caste, they have the
least social and economic status. As these two castes have
historically been socio-economically disadvantaged, they re-
ceive some state-sponsored affirmative benefits. The other
backward castes represent a group of historically disadvan-
taged castes similar in social status as scheduled caste and
tribes. Respondents who do not belong to any of the above
caste groups are grouped into a residual other category (here-
after refers to upper caste) representing the most advantageous
caste in the traditional Hindu caste hierarchy. As a caste sys-
tem is not applicable for Muslims, Christians, and Buddhists,
we grouped them into a category referred to as non-caste.
Previous studies also used a similar non-caste category and
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found that the probability of infant mortality is higher among
the non-caste group [14].

Socioeconomic Status (SES) Indicators

SES indicators include education and the wealth index.
Education is based on self-reported completed years of edu-
cation ranging from 0 to 20 years. The wealth index is a
composite measure of a household’s ownership of a wide
range of assets (e.g., agricultural land, farm animals, radio,
television, bicycle, computer, mobile phone, etc.), housing
types (e.g., materials used for housing construction), furniture
(e.g., bed, sofa, table, chair, etc.), and other dwelling resources
(access to water, type of sanitation facility, electricity, refrig-
erator, etc.). The underlying assumption of the wealth index is
that there is a continuum of economic status. A household’s
cumulative wealth represents its relative economic position in
such a continuum of the economic status of a country.
Broadly, households are given scores based on their owner-
ship of the type and amount of assets. These scores are derived
using the principal component analysis [50, 51] and each
household is then assigned a continuous asset score. The av-
erage raw asset score in our sample was 2.47, with a standard
deviation of 0.98. We stratified the samples into ten categories
(deciles) according to these asset scores. Recent studies report
that the use of wealth decile, especially when there is a larger
sample size, estimates wider health inequalities between sub-
groups [52, 53].

Other Covariates

The analysis controls for several sociodemographic factors,
health behaviors, and health conditions. Sociodemographic
variables include current age of women (measured in years),
marital status (married, widowed, divorced, and separated),
and the place of residence (rural and urban). Health behaviors
and conditions include current smoking status (yes/no), body
mass index (a continuous variable calculated based on the
anthropometric measures of weight and height), and random
blood glucose (measured using a finger-stick blood speci-
men). For the blood specimen collection, the survey used
Freestyle Optium H Glucometer with glucose test strips
[47]. Blood glucose is used as a continuous variable.

Statistical Analysis

The analysis included 648,064 Indian women aged 15–
49 years. We used logistic regression analysis to regress a
binary outcome of hypertension on the caste categories con-
trolling for the covariates listed above. The analysis followed
a two-stage analytic approach. First, we ran two logistic
models that examined the effects of caste categories with

and without adjustments of SES measures (e.g., wealth score
and education). Second, we modeled two-way interactions
between caste and two measures of SES (e.g., education and
wealth score) in the full sample controlling for the other co-
variates listed above. For the ease of interpretation, we pre-
sented the adjusted predicted probabilities (Figs. 1, 2) from the
interaction models using the margins (atmeans) command in
Stata. When caste was interacted with wealth scores, for the
purpose of better visualization, predicted probabilities were
presented by deciles of wealth scores. We used Stata version
15.1 (StataCorp LP, College Station, TX) for all analyses. The
regression analysis used survey weights to adjust for the com-
plex survey design.

Results

Characteristics of the Sample

Table 1 presents the distributions of sample characteristics by
the five caste groups. The prevalence of hypertension was
highest in non-caste (13.34%) group followed by upper caste
(12.70%) and scheduled tribe (11.33%). Other backward clas-
ses (10.47%) and scheduled caste (10.45%) categories had a
similarly low level of hypertension prevalence. In terms of
wealth scores, the most privileged caste, the upper caste, had
the highest average wealth score (0.66) with a standard devi-
ation of 0.94 and scheduled tribe had the lowest average
wealth score (−0.66) with a standard deviation of 0.82. The
average years of education were highest among upper caste
member (9.15 years) and lowest among scheduled tribe
(4.64 years). The average years of age were about 30 years
for all caste groups. The average BMI in each caste group was
within the normal weight range (18.5–25), highest among
upper caste (22.73) and lowest among scheduled tribe
(20.37). The average level of glucose in each caste group

Fig. 1 Predicted probabilities and 95% confidence intervals of
hypertension by deciles of wealth scores and caste
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was also within the normal range (70–130 mg/dl), which was
also highest among upper caste (105.31 mg/dl) and lowest
among scheduled tribe (102.61 mg/dl). The majority of sam-
ples in each caste group were non-smokers and from rural
areas (more than 62% in each caste category), and were mar-
ried (over 66% in each caste category).

Caste Differences in Hypertension

Table 2 presents the odds ratios of hypertension obtained from
logistic regression models. Model 1 accounts for the other
covariates such as age, marital status, smoking, glucose,
BMI, and type of residence. Examining Model 1, we find that
compared with upper caste, both schedule tribe and non-caste

women had higher odds of hypertension OR = 1.17, 95% CI:
1.11–1.24 and OR = 1.19, 95% CI: 1.15–1.25, respectively.
However, other backward class women had lower odds of
hypertension (OR = 0.96, 95% CI: 0.93–0.99). Model 2 in-
cludes wealth scores and education. After the adjustment for
wealth and education, we find that associations of caste
groups with hypertension remain robust, although odds ratios
were slightly attenuated. Examining the SES indicators in
model 2, we find that increasing education was associated
with decreased odds of hypertension (OR 0.98, 95% CI
0.98–0.99).

Intersections with Caste, Wealth Index, and Education

Model 3 includes an interaction term between caste and
wealth score, and model 4 includes an interaction term be-
tween caste and years of education, and both interaction terms
were significant. For ease of interpretation, we obtained pre-
dicted probabilities of hypertension by caste and wealth dec-
iles from these models and presented them in Figs. 1, 2. As
presented in Fig. 1, overall, we see that caste differences in
predicted probabilities of hypertension are wider at the lowest
levels of wealth, while caste differences seem to be smaller at
the highest levels of wealth. Additionally, higher levels of
wealth seem to be more protective for the non-caste group
than the upper caste as the non-caste group was statistically
significantly different from the reference group upper caste.
Other backward classes were also statistically significantly
different than the reference group, and it suggests that wealth
effect is not protective for other backward classes as it is for
the upper caste. As shown in Fig. 2, while probabilities of

Fig. 2 Predicted probabilities and 95% confidence intervals of
hypertension by education and caste

Table 1 Percentage distribution of sample characteristics (n = 648,064)

Variables Upper caste
(n = 106,054)
(16.36%)

Scheduled caste
(n = 111,530)
(17.21%)

Scheduled tribe
(n = 68,408)
(10.56%)

Other backward classes
(n = 218,489)
(33.71%)

Non-caste
(n = 143,583)
(22.16%)

Total
(n = 648,064)

Have hypertension 12.70 10.45 11.33 10.47 13.34 11.56

Average wealth score (SD) 0.66 (0.94) − 0.15 (0.92) − 0.66 (0.82) 0.07 (0.95) 0.12 (0.89) 0.06 (0.98)

Average years of education
(SD)

9.15 (4.93) 5.78 (5.03) 4.64 (4.81) 6.72 (5.19) 6.47 (4.95) 6.68 (5.19)

Average age (SD) 30.84 (9.78) 29.44 (9.73) 29.58 (9.72) 29.93 (9.80) 29.39 (9.66) 29.84 (9.76)

Average BMI (SD) 22.73 (4.60) 21.25 (4.04) 20.37 (3.45) 21.55 (4.21) 22.19 (4.22) 21.71 (4.23)

Average random blood
glucose (mg/dl) (SD)

105.31
(29.74)

103.29 (28.27) 102.61 (24.50) 103.68 (28.44) 105.26 (29.11) 104.12
(28.41)

Smokes cigarettes 0.07 0.08 0.13 0.06 1.30 0.35

Rural place of residence 62.18 75.17 88.57 72.82 63.45 71.07

Marital status

Single 23.66 23.55 22.45 22.17 29.26 24.25

Married 72.67 72.36 72.79 74.12 66.39 71.73

Widowed 2.90 3.16 3.53 2.85 2.50 2.91

Divorced 0.24 0.27 0.36 0.25 1.06 0.44

Separated 0.53 0.67 0.88 0.60 0.79 0.67
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hypertension tend to decline with increasing levels of educa-
tion, the decline seems to be the steepest for the non-caste and
upper caste members. It appears that higher education does
not bring as much improvement in health to other backward
classes as it does for the upper caste (the slope differences
between two groups were statistically significant).

Discussion

This study examines the caste differences in hypertension in
India using a nationally representative data set. Our analysis
revealed population-level caste differences in the prevalence
of hypertension and the extent to which two important SES
indicators, education and wealth, condition the caste differ-
ences in hypertension among reproductive-aged women. The
unique contribution of this study is highlighting caste mem-
bership, as an important factor for social stratification in
health, which also intersects in complex ways with SES in
patterning the population-level disparities in hypertension in
India.

We find that scheduled tribes and non-caste groups have a
higher likelihood of hypertension compared with the upper

caste group. Our findings also concur with recent studies that
have shown that the disadvantaged caste groups such as
scheduled tribes have higher levels of hypertension compared
with the upper caste members [43, 54–56]. This can plausibly
be explained by the fact that women of scheduled tribes con-
stitute one of the most visible underprivileged groups in India.
Tribal people have historically been exposed to greater in-
equality and discrimination in terms of access to resources that
can improve their social status [57]. Given the historical ex-
clusion from social and economic opportunities, tribal women
tend to have lower levels of educational attainment, labor
market opportunities, and social mobility. Because of these
structural factors, tribal women may have greater exposure
to psychosocial stressors associated with their socio-
economically disadvantaged position. Psychosocial stressors
are known to be associated with the development of chronic
conditions such as hypertension through the processes of
stress-related dysregulation [58, 59].

Findings from additive regression models also indicate that
non-caste members have a higher likelihood of hypertension
than upper caste members. It is worth noting that the caste
system does not apply to non-Hindu populations and religious
minority groups in India. It is not surprising to find that

Table 2 Logistic regression results of factors related to hypertension: Indian Family Health Survey 2015–16, (n = 648,064)

Variable Model 1 Model 2 Model 3 Model 4

OR 95% CI OR 95% CI OR 95% CI OR 95% CI

Caste (RC = upper caste)

Scheduled caste 1.00 0.96–1.05 0.96 0.92–1.01 0.86* 0.76–0.99 0.91** 0.85–0.97

Scheduled tribe 1.17*** 1.11–1.24 1.11*** 1.06–1.18 1.04 0.91–1.20 1.05 0.98–1.13

Other backward classes 0.96* 0.93–0.99 0.94*** 0.90–0.97 0.77*** 0.69–0.87 0.85*** 0.80–0.90

Non-caste 1.19*** 1.15–1.25 1.15*** 1.10–1.21 1.31*** 1.14–1.50 1.18*** 1.10–1.26

Wealth scores 0.99 0.97–1.00 0.96* 0.93–0.99 0.99 0.97–1.00

Education (in years) 0.98*** 0.99–0.99 0.99*** 0.98–0.99 0.98*** 0.98–0.99

Caste*wealth

Scheduled caste 1.04 0.99–1.09

Scheduled tribe 1.02 0.96–1.08

Other backward classes 1.07** 1.03–1.11

Non-caste 0.95* 0.91–0.99

Caste*education

Scheduled caste 1.01 0.99–1.02

Scheduled tribe 1.01 0.99–1.02

Other backward classes 1.01** 1.01–1.02

Non-caste 0.99 0.93–0.10

OR = odds ratio, RC = reference category

*p < 0.05

**p < 0.01

***p < 0.001

Model 1 controls for age, marital status, smoking status, glucose, BMI, and type of residence

Model 2 added wealth index and years of education to Model 1
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although non-caste members have no affiliation with the caste
system, they report higher levels of hypertension in India.
Religious minorities often experience covert and overt forms
of discrimination, stigma, and socio-political marginalization
in India [60, 61] . Discrimination and feelings of marginaliza-
tion and insecurity are well-known risk factors for hyperten-
sion [62–64].

The indicators of SES were inversely associated with hy-
pertension. However, the analysis found substantial heteroge-
neity in the associations of SES indicators with hypertension.
We observed two distinct findings. First, the SES patterning of
hypertension was not invariant by caste groups. For instance,
as shown in the predicted probability graphs, compared with
upper caste members, the SES–hypertension association was
weaker in other backward class women andmore protective in
non-caste women. Second, caste difference in risk of hyper-
tension was larger at the lower levels of SES, with clearer
pattern apparent in wealth index, and caste difference became
smaller at the higher levels of SES.

Our findings demonstrated that the protective effect of SES
is not homogenous across caste groups. The evidence of
diminishing returns to SES in other backward caste women
concurs with studies of differential social patterning by racial
groups in the USA. Studies demonstrated that African
Americans do not gain the same return to SES when it comes
to the question of health [19, 20, 22]. The diminishing returns
to education and wealth for disadvantaged caste members,
such as other backward classes, can be attributed to the per-
vasive caste-based discrimination and social exclusion.
Additionally, we note that higher SES disadvantaged caste
groups may still live in underprivileged neighborhoods and
face discrimination and social stigma. Studies report that
neighborhood disadvantages attenuate the individual SES dis-
parities in health [65]. Moreover, despite achieving vertical
social mobility, disadvantaged caste women are still stigma-
tized and discriminated against for their enduring ascribed
caste status.

Limitations

We acknowledge several limitations in this study. First, the
Indian Family Health Survey primarily focuses on maternal,
reproductive, and child health, and thus, survey subjects were
restricted to 15–49 years old. Although the hypertension prev-
alence is increasingly becoming common among young
adults, the development of hypertension picks at later ages.
The associations of caste groups with hypertension and het-
erogeneity in the effects of SES factors could have been more
robust if we had a relatively older age cohort in the sample.
Second, the current study focuses solely on women,
preventing us from making significant gender comparisons.
Future studies may look at whether measures of SES may

function differently for women and men and whether gender
and caste intersect in predicting hypertension. Given the pa-
triarchal nature that has culturally and historically dominated
in India, it would be worth analyzing how the SES inequalities
in health differ by gender. Third, our analysis uses a cross-
sectional survey, and therefore, it offers only a snapshot in
time for the variables in question. Future research should em-
ploy longitudinal methods to account for change in wealth
over time (accumulation or attrition), and how such changes
affect fluctuation, if any, in hypertension rates.

Conclusion

Our findings point to the fact that there is a clear SES pattern-
ing in hypertension and that substantial variation exists in the
strength and protective directions of SES indicators by caste
groups. Understanding these variations by caste groups in
general, and what it is about caste membership that affects
hypertension, in particular, will help clarify the caste dispar-
ities in health. Caste membership acts as both the foundation
and the boundaries by which ascribed status is set and
achieved status is bound. This social system hinders upward
mobility, educational attainment, and wealth accumulation.
As a result, future research must consider the saliency of caste
membership as an ascribed status that limits social mobility
and affects different outcomes across the life course.
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