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SUMMARY 
 

Young adult men across the ethnic groups, unlike young adult women, suffer from physical and 

mental health problems. Social survey approach which includes wider social, economic, 

political, religious, cultural and environmental factors to analyze and compare public physical 

and mental health across age, sex, social class, ethnicity, religion, and region is very popular. Of 

the social factors, education shapes health in many pathways, including physiological process, 

socioeconomic status, sociodemographic status, life style, and psychosocial process.  

Ross and Mirowsky’s (1999, 2003) human capital theory of learned effectiveness and 

research has shown that lower educational attainment is linked to poorer subjective physical 

health, mediating through lower socioeconomic, higher socio-demographic pressure, and 

unhealthy life style among general population. Although relationship of lower education to 

poorer SPH among the general people and minority ethnic groups in abroad was remarkable, 

mediating through socioeconomic status, sociodemographic factors, and life style, there is no 

particular social survey study on how socioeconomic status, demographic factor, and lifestyle 

links between education and subjective physical health among Muslim, Hindu and Santal Men in 

rural Bangladesh. The main aim of the study, however, is to examine and compare the 

relationships between level of formal education and subjective physical health status, mediating 

through socioeconomic status (occupation, income & family property), sociodemographic status 

(age structure, marriage & family pattern), and lifestyle (sense of personal control, timing of 

meal, bathing, smoking) between Muslim, Hindu and Santal adult Men in Godagari, Rajshahi 

district. 

Based on human capital theory of learned effectiveness by Mirowsky and Ross (1999, 2003) 

we hypothesized that lower educational attainment of Santal adult men than the Hindu and 

Muslim young adult men is significantly associated with their poorer SPH, mediating through 

their lower socioeconomic attainment, higher demographic pressure, and unhealthier lifestyle in 

Godagari, Rajshahi district, Bangladesh.In so doing, 550 young adult men of the ethnic groups 

whose ages 20-50 years were randomly selected.  

The findings of the study suggested that lower level of educational attainment was associated 

with very poor subjective physical health among the Santal men than the Hindu and Muslim 



men. After adjusting for demographic, socioeconomic and lifestyle, secondary and above 

educational category was positively related to very poor and poor health outcomes in the Hindu 

and Muslim men than in the Santal men. These findings may contribute to attain subjective 

feelings about educational and sociodemographic discrimination of the ethnic group, Hindu that 

may enhance their subjective physical health status attainment and social well-being. These 

findings on the relationship of education to health may also promote social progress, social 

change, and social policy development among the ethnic communities in rural Bangladesh. 
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1. INTRODUCTION  
 

1.1 Purpose of the Study 

Social approach (e.g., social survey approach, social action, & social movement) to study and 

enhance health is better than clinical approach. Although clinical approach helps diagnosis and 

prescription for the same disease of different people, it widely ignores social standing of people 

and their socio-cultural context in which they live. Actually, social approach includes wider 

social, economic, political, religious, cultural and environmental factors to analyze and compare 

public physical and mental health across age, sex, social class, ethnicity, religion, and region. 

Mirowsky & Ross (2003) and others emphasize that education explains the root causes of 

subjective health and social well-being. By education we mean years of formal schooling that 

help individuals not only to attain valued social positions, including occupation, income, power, 

and healthy lifestyle but also foster health in their life cycle (Braveman & Egerter, 2009; 

Grossman & Kaestner, 1997; Ross & Mirowsky, 1999; Winkleby, Fortmann & Barrett, 1990). 

How does education foster health?  

Education can influence health in many pathways: Physiological process, socioeconomic 

status, sociodemographic status, life style, and psychosocial process (sense of personal control, 

social stress, and social support). Ross and Mirowsky’s (1999, 2003) human capital theory of 

learned effectiveness and research has shown that lower educational attainment is linked to 

poorer subjective physical health, mediating through lower socioeconomic, higher socio-

demographic pressure, and unhealthy life style among general population. For example, using 

representative sample in 1990 and 1995 Ross and Willigen (1997) have found that the well 

educated have lower level of physical and emotional distress by the pathways of paid work, 

stable job, and accumulating economic resources with high personal control, stable social 

(marital) relation, and social support. Based on telephone survey of 2593 representative sample 

aged 18-95, Ross and Mirowsky (1999) have found that quantity, credential, and selection of 

formal education is positively linked to physical functioning and perceived health, controlling for 

sociodemographic status (age, sex, marital status, parental education) among general population. 

They also have found that of the three aspects of education, years of schooling has the largest 

effects on subjective physical health, attributable to its correlation with work and economic 

condition, psycho-social resources, and healthy lifestyles. Some comparative or cross-ethnic 
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studies also have explored that differences in educational attainment affect health across the 

ethnic groups (Dressler, Oths & Gravlee, 2005; Mirowsky & Ross, 1980; Mossakowski, 2008; 

Williams & Collins; 1995; Williams & Sternthal, 2010). These studies have found that lower 

educational attainment of minority ethnic groups compared to the white one in the western 

cultures is significantly associated with poor physical health, mediating through socioeconomic 

status, unhealthy lifestyle, and poor psychosocial status (social support and low self-esteem). For 

example, Mossakowski (2008) has found that lower educated young adult Blacks and Hispanics 

have significantly higher levels of depressive symptoms than the Whites, mediating through 

lower socioeconomic status, poverty and family background in the US.  

Cross-ethnic studies in Bangladesh reveal that lower educational attainment of minority 

groups compared to the Muslim may have significant association with their poorer subjective 

physical and mental health, mediating through lower occupational, income, and wealth 

attainment, marital and family instability, divorce, and unhealthy life style (heavy drinking, 

frequent smoking and violent acts), as were in cross-ethnic studies in western societies. Previous 

research in this country has indicated that the Muslim, Hindu and Santal) who live side by side in 

the northwestern villages are socio-culturally distinct from each other. Bangladeshi Muslim is 

the dominant community (75%), while the Hindu (6%) and the Santal is the largest minority 

groups (BBS, 2005). Although they all speak in Bengali, the Muslims prefer more Arabic-Urdu 

version, the Hindu Sanskrit and the Santal Santali to communicate within the culture or between 

the cultures (Uddin, 2008a, 2008b). Religiously, the Muslims believe in Monotheism, the Hindus 

in Polytheism and the Santal in Animism. Some comparative research has shown that most of the 

Santal, including men and women, compared to other ethnic groups, are historically poor, 

landless, and illiterate in north-western Bangladesh. Likely, their socioeconomic status (e.g., 

occupation, income, & material resource) attained are lower than the Muslim and Hindu men 

(Uddin, 2012a, 2012b). The Santal men with lower socioeconomic status are more likely to 

marry early, attain higher family size and suffer more from marital and family instability than the 

later ethnic (Muslim & Hindu) men. As a result, the Santal men in comparison with Muslim and 

Hindu men cannot play their familial and social roles to fulfill their family needs and engage in 

unhealthy life style in association with their illiteracy and lower socioeconomic status, 

landlessness and family sociodemographic status (Uddin, 2012a). The illiteracy or lower 

educational attainment of Santal men with their lower socioeconomic status, higher 
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sociodemographic status and unhealthy life style is linked to their poorer subjective physical 

health and social well-being than in the Muslim and Hindu men in Godagari, Rajshahi district. In 

spite of it, there is no particular social survey study on the linking of lower educational 

attainment of Santal Men to their poorer subjective physical health than in Muslim and Hindu 

men, mediating through socioeconomic status, demographic factor, and lifestyle in rural 

Bangladesh.  

Previous literature reviewed suggests that relationship of lower education to poorer SPH 

among the general people and minority ethnic groups in abroad was remarkable, mediating 

through socioeconomic status, sociodemographic factors, and life style. Cross-ethnic studies in 

Bangladesh mainly focused on the linking of sociocultural status to social stress (Uddin, 20011a) 

and mental health or sociodemographic status to arrack drinking among the ethnic men (Uddin, 

20011a), but there was no particular social survey study on socioeconomic status, demographic 

factor, and lifestyle that may have linkages of education to subjective physical health among 

Muslim, Hindu and Santal Men in rural Bangladesh. The main aim of the study, therefore, was to 

examine and compare the relationships between level of formal education and subjective 

physical health (SPH) among the ethnic men, mediating through socioeconomic status, 

sociodemographic status, and lifestyle in Godagari, Rajshahi district. The main aim of the study, 

however, was to examine and compare the relationships between level of formal education and 

subjective physical health status, mediating through socioeconomic status (occupation, income & 

family property), sociodemographic status (age structure, marriage & family pattern), and 

lifestyle (sense of personal control, timing of meal, bathing, smoking) between Muslim, Hindu 

and Santal adult Men in Godagari, Rajshahi district. The findings of the study may contribute to 

attain literacy (primary, secondary and tertiary level), socioeconomic status, and healthy life 

style of the minority group (Hindu and Santal) that may enhance their SPH attainment and social 

well-being. These findings may also help develop causal model to analyze the association of 

education with health through the pathways.  

 

1.2 Defining Key Concepts 

This study uses two key terms, “Education” and “Subjective Physical Health”. Theories and 

research studies have defined the key terms in many ways. Based on Mirowsky & Ross’s (2003) 
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human capital theory of learned effectiveness and social survey approach this study has defined 

the key concepts in the following ways: 
 

1.2.1 Education 

 Education in general sense is a way of learning in which knowledge, skills, and habits of a group 

of people are transferred from one generation to the next through teaching, training, or research. 

Education frequently takes place under the guidance of others (Dewey, 1916-1944). In 

measurement sense education refers to the years of schooling. According to Mirowsky & Ross’s 

(2003) human capital theory of learned effectiveness, the more years of schooling people have, 

the greater their stock of human capital to achieve a better human life. Education, according to 

human capital theory of learned effectiveness, indicates the accumulated knowledge, skills, and 

resources acquired in school that increase effective agency, develop a sense of personal control 

over their life, develop self-efficacy, and positive motivation to do work hard for better life. 

Education also develops the habits and skills of communication, including reading, writing, 

inquiring, discussing, looking things up, and figuring things up. It also develops analytic skills 

that help to classify, analyze, experiment, summarize, synthesize, interpret and predict some 

things around us. Actually, education helps people to effectively solve personal and social 

problems faced in environment in which they live (Mirowsky & Ross, 2003) 
 

1.2.2 Subjective Physical Health 

Health in general sense is the condition of biomedically, ecologically, and psycho-socially free 

from any diseases. Health is the quality of life that renders the individuals fit to live most and 

serve best ways. Oxford English Dictionary (OCD, 2000) defines health as 1) Soundness of 

body; that condition in which its functions are duly and efficiently discharged… 2) By extension, 

The general condition of the body with respect to the efficient or inefficient discharge of 

functions: usually qualified as good, bad, week, delicate etc. The American Heritage Dictionary 

elaborates health as 1) The overall condition of an organism at a given time; 2) Soundness, 

especially body or mind; 3) Freedom from disease or abnormality; 4) A condition of optimal 

well-being (American Heritage of the English Language, 1992). The World Health Organization 

(WHO) defines health as “a state of complete physical, mental and social well-being and not 

merely the absence of disease or infirmity” (World Health Organization, 1948). Mirowsky & 

Ross (2003) defines health as feeling sound, well, vigorous, and physically able to do things that 
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most people ordinarily can do (p. 33). Based on the definitions we mean by subjective physical 

health (SPH) a dimension graded from very negative (unhealthy) to ideally positive (very healthy 

on which an individual’s current health status place (Mirowsky & Ross, 2003). We use the term 

health in general sense, not clinical ones. 

  

1.3 Objectives of the Study 

The main aim of this study is to examine relationship between education and subjective physical 

health status, mediating through socioeconomic status, demographic status and life style among 

Muslim, Hindu and Santal men in Godagari Upazila in Rajshahi district. In order to attain the 

research purpose the specific research objectives are given below: 

I. To examine and compare lower formal education of Santal Men than Muslim and Hindu 

ones is significantly linked to their poorer subjective physical health in Godagari 

Upazila, Rajshahi district; 

II. To examine whether or not socioeconomic status, sociodemographic status, and life 

style Santal men compared to Muslim and Hindu ones have linkages of lower formal 

educational attainment to their poorer subjective physical health in Godagari Upazila, 

Rajshahi district; 

III. To examine whether or not socioeconomic status, sociodemographic status, and health 

life style has mediating effects on the  linkages of formal education and subjective 

physical health among Santal adult men than Muslim and Hindu adult men in Godagari 

Upazila, Rajshahi district; 

 

 

1.4 Research Questions  

Although both primary education and health care In Bangladesh is free for men and women 

including minority group (Hindu and Santal) and also secondary and tertiary education is 

subsidized by the government, relevant research reports reveal that primary and secondary 

school attainment is 75.4% and 38% respectively (Bangladesh Demographic and Health Survey, 

2011). Adult literacy rate (15 years and older) is 61.4% and youth literacy rate (15-24 years) is 

77% (UNESCO, 2012). In health care patient doctor ratio was 2860:1 and average life 
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expectancy 66.8 years (Bangladesh Economic Review, 2014). Based on the statement of problem 

and current information our research questions studied are given below: 

 

I. Is lower educational attainment of Santal men significantly associated with their poorer 

subjective physical health than in Muslim and Hindu men in Godagari Upazila, Rajshahi 

district? 

II. How does higher demographic pressure (age structure, marital history, and family size) 

of Santal men affect more on the relationship between lower educational attainment and 

poorer subjective physical health than that in Muslim and Hindu men in Godagari 

Upazila, Rajshahi district? 

III. How does lower socioeconomic status (e.g., occupation, income & land property) of 

Santal men affect more on the relationship between lower educational attainment and 

poorer subjective physical health than that in Muslim and Hindu adult men in Godagari 

Upazila, Rajshahi district? 

IV. How does unhealthier life style of Santal men affect more on the relationship between 

lower educational attainment and poorer subjective physical health than that in Muslim 

and Hindu adult men in Godagari Upazila, Rajshahi district, Bangladesh? 

 

These research questions may help to generate relevant research hypotheses, to select research 

design and appropriate data collection and analysis techniques. This methodology may result 

fruitful research findings on the relationship between formal education and SPH among the 

ethnic adult men in Godagari, Rajshahi, Bangladesh 

 

1.5 Justification of the Study 

Previous empirical research has shown that socio-economic, political, psychological, socio-

cultural, geographic, demographic and administrative factors linking of education to health have 

enormous negative consequences on minority ethnic and racial adult men’ health than that on the 

majority adult men in European and western societies. Cross-cultural ethnic studies in rural 

Bangladesh have found that lower educational attainment, especially illiteracy of Santal adult 

men than Muslim and Hindu men leads to lower socioeconomic status, unhealthy life style (e.g., 

smoking, drug use) and lower personal control attainment. These lower gradations of Santal 
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adult men compared to the Muslim and Hindu adult men have devastating effects on their 

physical health, health care, social well-being and longevity in rural Bangladesh. The Santal men 

with poor or very poor physical health than the others are less contributive to their family, 

community and even wider society than the others. The findings of this study on the relationship 

between formal education and SPH, mediating through demographic (age-structure, marriage 

and family history), socioeconomic status (occupation, income and family property) and health 

lifestyle may contribute to promote health status attainment in Bangladesh. The findings of this 

research may be applied to reformulate social policy and program on education and to achieve 

skillful manpower and healthy population that help to accelerate social change, social progress 

and economic prosperity in Bangladesh. 
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2. CONCEPTUAL FRAMEWORK 
 

2.1 Education and Subjective Physical Health 

Previous research over the past several decades has shown that level of education is consistently 

linked to health (Gilleskie & Harrison, 1998; Kaplan, Haan, & Syme 1987; Leigh 1983; Liu et al. 

1982; Morris 1990; Pappas et al. 1993; Ross & Wu 1995). How does education foster health? 

Human capital theory of learned effectiveness by Mirowsky and Ross (1999, 2003) suggests that 

education increases well-being of subjective health and physical functioning of all adults and 

decreases morbidity, impairment, and mortality, because it increases effective agency of all 

individuals. According to the theory education indicates accumulated knowledge, skills, habits 

and personal resources acquired in school that enable people to achieve a better socioeconomic 

status, lifestyle and healthy life. Actually, education develops the means through which all adults 

achieve social goals that promote health in their life cycle. Some research has found that 

education is the key to people’s position in the stratification system; it decreases the likelihood of 

being unemployed and gives people access to good jobs with high incomes, wealth and power in 

social structure. These socioeconomic positions also enhance personal control in one’s own life 

and maintain healthy social life. Actually, education effects on health mediated through theses 

social and economic resources (Mirowsky & Ross, 2003). Following the assumption some cross-

sectional and longitudinal studies have shown that the well-educated experience better health 

than the poorly educated, as indicated by high levels of perceived physical health and physical 

functioning and low levels of morbidity, mortality, and disability (Doornbos & Kromhout 1990; 

Feldman et al. 1989; Fox, Goldblatt, & Jones 1985; Guralnik et al.1993; Gutzwiller et al. 1989; 

Ross & Mirowsky 1999; Syme & Berkman 1986; Williams 1990; Winkleby et al. 1992; 

Woodward et al. 1992).  

Evidence of ethnic studies in western societies indicates that minority ethnic men and women 

with lower level of education are more likely to suffer from poorer health than dominant white or 

Hispanic men and women. This evidence is reflected in the minority ethnic groups in 

Bangladesh. Ethnic studies show that educational attainment of minority groups is significantly 

lower than Muslim and Hindu ((Kispota, 1994; Nath, Yasmin & Shajamal, 2005; Uddin, 2010). 

These studies have found that average years of education of the Santal are lower than the Hindu, 

and Muslim, because of their parental lower socio-economic status, resources, dominance in 

power structure and aspiration in education. Using representative sample Uddin (2004) found 
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that most of the Santal couples (68.53% for husband and 72% for wife) compared to the Muslim 

(29.66% for husband and 40.69% for wife) never went to school. At both primary and secondary 

levels educational attainment of the former was also lower than the later. Lower educational 

attainment of Santal than Hindu and Muslim is the most likely to affect their poor subjective 

physical health, disease and indigenous health care in rural Bangladesh. Based on the evidence 

and argument the following section reviews on how intervening factors, such as socioeconomic 

status, family demographic status and life style are linked to the relationships between education 

and subjective physical health that may vary by Muslim, Hindu and Santal group in Bangladesh. 

 

 
 

 

 

 

 

 

 

 

 

 

 

 

Figure 1: Model Directing Relation of Education to Subjective Physical Health 

 

2.2 Education, Socioeconomic Status and Subjective Physical Health 

Socioeconomic status (occupational status, household income, wealth/family property) links 

between education and health. Previous cross-ethnic research in the US society has shown that 

education precedes other status attainment such as occupation, personal/family income and 

wealth among the ethnic groups. Although these statuses of the ethnic people to fulfill their 

human needs are important, level of educational attainment is more important to attain SPH and 

social well-being. Some cross-ethnic research has found that the lower educated minority people 
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with lower job, income and family land property is linked to poorer subjective health, susceptive 

to more infectious and chronic diseases, and lower attainment of health care than the whites with 

higher education, lower income and wealth who attain good/ better health, less susceptive to 

diseases and modern health care. Mirowsky and Ross (1999, 2003) argue that although lower 

occupation and economic hardship have pervasive effects on necessity collection, including 

food, clothing, housing, medical care, education moderates the effects of lower occupational 

attainment and economic hardship. They found that the well-educated men tend to avoid 

economic hardship at all level of income than the lower educated men tend to have lower 

occupational and income attainment and less likely to able to avoid economic hardship. 
 

2.3 Education, Demographic Status and Subjective Physical Health  

A great deal of evidence has shown that sociodemographic status (age structure, marital history, 

family form and family size) links between education and subjective physical health conditions 

and its related social care (Mirowsky & Ross, 2003). The educated men marry later, attain small 

family size, and manage family needs and problems with limited resources by proper planning, 

while the illiterate men marry early, attain high family size and cannot manage family problems 

with limited resources that affect more likely to their subjective physical health. Mirowsky and 

Ross (2003) have found that the educated men build a happy marital relation with good qualities, 

create cohesive family bonds and run family life smoothly that foster their physical subjective 

health of all adults. 

2.4 Education, Health Lifestyle and Subjective Physical Health  

Level of education also influences health life style that, in turn, links to health, especially SPH 

among adult men. Previous population-based studies reveal that the well-educated men maintain 

healthy life styles, consisting of regular exercising, walking, drinking moderately, avoiding 

smoking and over-fooding that may foster good health, while the illiterate and lower educated 

men practice unhealthy life styles, including less or irregular exercising, walking, over-dieting, 

more sleeping, more smoking, drinking heavily, driving speedily and always engaging risky jobs 

that may harm health (Mirowsky & Ross, 2003). Further research has shown that the educated 

men are able to control over one’s own and their familial life than the illiterate and primary 

educated men. The later may suffer more from physical diseases than the earlier men (Mirowsky 

& Ross, 1989; Wheaton, 1980).  
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2.5 Education and Health in Bangladesh Context: Muslim, Hindu & Santal 

Bangladesh is an agro-economy-based society where different religious and ethnic communities live side-

by-side. An ethnic community is a group of people who share the same value system, including language, 

values, beliefs, attitudes, norms, customs or traditions and accordingly they behave across the social 

situations for meeting their human needs. The ethnic communities, Muslim, Hindu, and Santal, we 

studied are socio-culturally distinct from each other. The Bangladeshi Muslims are socio-economically 

and politically more dominant than the other communities (Bangladesh Bureau of Statistics, 2005). 

Ethnically, they are mixture of different stocks, having with the long traditions of Islamic values, 

attitudes, beliefs and ideas and speak in Bengali language with the mixture of Arabic-Urdu preference 

(Maloney, Aziz, & Sarker, 1981; Sarker, 1997). The Hindus are the largest minority group and speak in 

Bengali language traced from Hinduism (Sarker, 1997). The Santal belong to Proto-Australoid stocks and 

speak in Austric-Mundary language for the former (Kayes, 1995; Ali, 1998) and Sadri and Kuruk for the 

later. Religiously, every community mentioned bears and preserves distinct belief system: the Muslims 

believe in Monotheism, the oneness of God or Tawhid (Eshleman & Cashion, 1985; Levy, 1963; 

Maloney, Aziz & Sarker, 1981; Sarker, 1997); the Hindus believe in polytheism, Gods and Goddesses, 

some are males and some are females under the creation of almighty Bhagwan (Maloney, Aziz & Sarker, 

1981; Sarker, 1997), and the Santal believe in animism, nature worships such as birth, death, illness, Sun, 

Moon, stars, rain, air, cyclone and other natural disasters (Ali, 1998; Bandyopadhyay, 1999; Kispotta, 

1997; Rahaman, 2004). 

Despite launching social and economic development programs through public and private 

organizations since country’s independence, several culture-specific (Ali, 1998; Jansen, 1998; 

Kayes, 1995) and cross-cultural studies (Siddique, 1984; Uddin, 2008) have reported that 

socioeconomic progress of Muslim is higher than the minority groups. These studies indicate that 

although the country is based on agriculture, most of the minority groups are the poorest of the 

poor; they have no land property and even settlement of land (Ali, 1998; Das, 2011). Most of the 

minorities engage in day laboring for their livelihood. As a result, most of adults are illiterate and 

many of the children never go to school for their formal learning and most of them never access 

to formal labor force participation, and likely their annual family income is very lower than the 

Muslim. Some cross-ethnic literature (Uddin, 2008) reveals that the minority groups, especially 

the schedule caste Hindu, and Santal with low socioeconomic progress cannot maintain their 

livelihood according to country’s societal goals and means and suffer from physical health 

problems in the country. Following above-mentioned conceptual framework the next section 

reviews relevant literature in Bangladesh context. 
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2.5.1 Education and Subjective Physical Health 

Education is the success of pillar of socioeconomic attainment and health. Cross-ethnic studies 

(Uddin, 2009) in Bangladesh have found that most of the Muslim and Hindu adult men (62.07%) 

are farmers, while most of the Santal men (83.92%) are day laborers because of lack of education 

and skill training in business and administrative sectors. Other studies have reported that most of 

the jobs in the formal and informal sectors are occupied by the educated groups: Muslim and 

Hindu. As a result, most of the minority people, including adult men and women are engaged in 

day-laboring in rural Bangladesh. Likely, their personal and family income is lower than the 

Hindu and Muslim men in rural Bangladesh, because the former have higher education and 

engaging in prestigious job, including land property, business and other sources of income 

compared to the later. These lower socioeconomic positions and the least amount of land 

property of the Santal compared to the Hindu and Muslim may have linkages between lower 

educational attainment and poor subjective health and social well-being (Uddin, 2011). 

 

2.5.2 Socioeconomic Status and Subjective Physical Health 

Occupational attainment of individual person in an economic system fully depends on his or her 

educational attainment. As most of the rural Bangladeshi are illiterate, so they adopt several 

occupations related to agricultural system. As many of them are landless farmers, so they work 

as day laborers, including Santal. Uddin (2008) and other (Rahman, 1984; Sattar, 1984) found 

that both Santal adult men and women would take part in agriculture and construction fields as 

manual laborers, because of their low education and lack of proper skills. Using representative 

sample Uddin (2009) compared occupational differences in educational attainment between 

Muslim and Santal. The findings revealed that most of the Muslim husbands (62.07%) were 

farmers, while most of the Santal husbands (83.92%) were day laborers. Uddin (2009) argues 

that although main occupation in this region is agriculture, most of the minority men compared 

to Muslim and Hindu men are landless and severe poor. As a result, Santal men compared to 

other ethnic men are more likely to suffer health problems in rural Bangladesh. 

Income also depends on educational and occupational attainment. Using representative 

sample Uddin (2008, 2010) found that annual income of the Muslim men was higher than the 

minorities, especially the Santal in rural Bangladesh, because the former had more land property, 

business and other source of income. Another study by Uddin (2009) compared annual family 
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income between Muslim and Santal communities. The results of the study showed that low 

income couples (>20,000 Tk. yearly) in the Santal community were 80.42% compared to the 

Muslim (33.10%). But high income (31,000+) and middle income (21,000-30,000 Tk.) among 

the Muslim couples (40% for high and 26.90% for middle income respectively) were higher than 

that among the Santal. Low occupational attainment landlessness and income of the Santal 

compared to the Muslim and Hindu may influence health attainment in rural Bangladesh.    

2.5.3 Demographic Status and Subjective Physical Health 

Demographic research in Bangladesh has shown that the illiterate men than primary and higher 

educated men are the most likely to marry early; their marriage relations are more likely to end 

divorce than those are educated; they expect and attain higher family size than the educated. In 

most cases, they cannot meet family needs with limited resources than those who are educated. 

Ethnic studies in this country have found that the illiterate Santal men, mentioned above, marry 

earlier and have higher family size than in the Muslim and Hindu men. As the Santal men marry 

early and have higher family size, so their marital and family life is more unstable than that in 

the Muslim and Hindu families. These sociodemographic pressures of the Santal adult men 

compared to the Muslim and Hindu adult men may affect their subjective physical health 

conditions.  

2.5.4 Heath Life Style and Subjective Physical Health 

Health life styles or health behaviors in Bangladesh, to some extent, are different from western 

societies, mentioned above. The cross-ethnic studies in this society have also revealed that the 

illiterate or lower educated Santal men are more likely to maintain unhealthy life styles such as, 

less timely meal taking, less-control over personal life and frequently smoking than the educated 

Muslim and Hindu. Other studies have found that the Santal men compared to the other ethnic 

groups maintain unhealthy life styles, including heavy arrack drinking, including food-

deprivation, not taking three times of meals in time than those of Muslim and Hindu men in rural 

Bangladesh (Uddin, 2011). Uddin (2009, 2011) and others argue that lower level of 

socioeconomic attainment is mainly responsible to less-control over-personal and unhealthy life 

of the Santal than that the Muslim and Hindu men. 

2.6 Hypothesis 

Overview of the relevant literature suggests that lower educational attainment is the most likely 

to affect poor subjective physical health in the Santal adult men than that in the Muslim and 
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Hindu adult men, mediating through socioeconomic status, demographic status, and health life 

style. Based on the evidence and its related arguments on given areas we formulate and test the 

following research hypotheses: 

 

Hypothesis 1: Lower educational attainment of Santal adult men is significantly associated with 

their poorer subjective physical health than in the Hindu and Muslim adult men in Godagari, 

Rajshahi district.   

 

Hypothesis 2: Relationship between lower educational attainment and lower socioeconomic 

status will produce poorer SPH among Santal adult men than in the Hindu and Muslim adult men 

in Godagari, Rajshahi district.  

 

Hypothesis 3: Relationship between lower educational attainment and higher demographic status 

will produce poorer SPH among Santal adult men than in the Hindu and Muslim adult men in 

Godagari, Rajshahi district. 

  

Hypothesis 4: Relationship between lower educational attainment and lower health lifestyle will 

produce poorer SPH among Santal adult men than in the Hindu and Muslim adult men in 

Godagari, Rajshahi district. 
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3. RESEARCH METHODOLOGY 
 

 
3.1 Setting of the Study 
This study examines and compares how socioeconomic status, sociodemographic and life style 

attainment links between education and SPH in Muslim, Hindu and Santal adult men in rural 

Bangladesh. In so doing, Godagari Upazila of Rajshahi district, Bangladesh where Muslim, 

Hindu and Santal ethnic group live in and interact with each other was purposefully selected. 

 

 
 
                       Figure 2: Map of Godagari Upazila 
 






























































