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A B S T R A C T 
Background: Gynaecological morbidities are key components of reproductive health and contribute consid-
erably to the disease burden among women in eastern India. Societal stigma and socio-cultural beliefs often 
prevent women from reporting and seeking treatment for these morbidities. The objective was to explore the 
scenario and associated factors of gynaecological morbidity and treatment-seeking behaviour among women 
in eastern India. 

Methodology: The analysis is based on two rounds of National Family Health Survey (NFHS 4 and NFHS 5), 
including women from 15-49 years who reported or sought treatment for any gynaecological morbidity. Biva-
riate and binary logistic regression analysis were used to analyse regional variations and the factors associat-
ed with gynaecological morbidity treatment-seeking behaviour. 

Results: The prevalence of gynaecological morbidities India increased from 25.68% in NFHS 4 to 28.74% in 
NFHS 5, having the highest prevalence in Bihar. Women seeking treatment increased from 35.05% to 38.16, 
with more preference for private healthcare facilities than the public. Socioeconomic factors like wealth index, 
age, age at marriage and first birth, educational attainment, working status, awareness about STI significantly 
influences gynaecological morbidities and treatment-seeking. 

Conclusion: The findings of the study emphasised the need of awareness, health education and economic 
support to overcome the barriers of treatment seeking behaviour of gynaecological morbidities. 
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INTRODUCTION 

Reproductive health is one of the primary public 
health issues in India1 and incorporates a wide range 
of challenges, with reproductive morbidity being a 
major concern. Gynaecological morbidity is an im-
portant component of reproductive morbidity, which 
is significant in a developing country like India 
where addressing these health issues are important 
for the improvement of overall health and wellbeing 
of women.2 World Health Organization (WHO) has 
defined gynaecological morbidity as any condition, 
illness, or dysfunction of the reproductive system 
that is unrelated to, abortion, pregnancy, or child-
birth but may be associated with sexual activity.3 
These gynaecological morbidities involve symptoms 
such as lower back pain, lower abdominal pain, pain 
during sexual activity, and itching or irritation in the 
vulvar area, burning sensation as prevalent symp-
toms.4,5 Addressing gynaecological morbidity is diffi-
cult due to factors like women's reluctance to per-
ceive it seriously or discuss it openly, added by is-
sues such as illiteracy, lack of awareness, gender 
discrimination, and low social status.6 Women from 
disadvantaged socio-economic backgrounds often 
lack decision-making power in healthcare, leading to 
underreporting and delayed treatment, thereby in-
creasing the prevalence of gynaecological morbidity. 

The National Family Health Survey (NFHS) data re-
veals a concerning scenario of gynaecological mor-
bidity among Indian women.7 Across various socio-
economic and demographic groups, the prevalence of 
gynaecological issues remains significant and, in 
many cases, has increased over time. Studies indi-
cates that socioeconomic and cultural determinants 
of health like age, lack of education, sexual active-
ness, and low economic status are the significant fac-
tors affecting gynaecological morbidity.8-10 These 
disparities in gynaecological health and treatment-
seeking behaviours vary across different geographic 
regions and are influenced by women's perceptions 
of morbidity.11,12 Women’s treatment-seeking behav-
iours for gynaecological issues is crucial, as delayed 
symptom recognition and care can lead to increased 
disease incidence. Improving service utilization and 
education about symptom recognition can reduce the 
time between infection onset and cure, contributing 
to disease control. A study focusing on adolescent 
girls in Uttar Pradesh and Bihar, highlited that higher 
rate of gynaecological morbidities among SC (Sched-
uled Castes)/ST (Scheduled Tribes), working, and 
non-Hindu adolescents.2 Another study among mar-
ried women in rural West Bengal found that women 
tend to overlook gynaecological symptoms like fre-
quent urination, urine leakage, and burning sensa-
tion. These issues are often neglected, and women 
usually opt for home remedies particularly for condi-
tions like dysmenorrhea or abnormal discharge9 and 

very few seeks medical assistance for reported gy-
naecological morbidities.13 In India, factors such as 
social stigma, lack of privacy and knowledge, limited 

availability of female doctors, shyness, the financial 
burden of treatment, and perceptions of not needing 
treatment stops women from seeking medical help 
for gynaecological issues.14 

Studies highlighted that treatment-seeking behav-
iours for gynaecological morbidity is minimal and 
varies across socio-economic groups.15,2 Women in 
the eastern region of India are particularly vulnera-
ble to poor reproductive health.16 Although individu-
al states in eastern India have been studied17,18,2,10, 
however, a comprehensive analysis of gynaecological 
morbidities and treatment-seeking behaviour using 
NFHS 4 and NFHS 5 datasets is lacking. The specific 
aim of this study is to assess the prevalence of gyne-
cological morbidities and analyze treatment-seeking 
behavior among women in eastern India using data 
from NFHS 4 and NFHS 5. Additionally, to identify 
the socio-economic risk factors influencing both the 
occurrence of gynecological morbidities and the pat-
terns of treatment-seeking behavior in this region. 
 

METHODOLOGY 

Data Source: The study utilizes data from two 
rounds of the NFHS, 2015-16 (NFHS 4) and 2019-21 
(NFHS 5).19,20 NFHS is a cross-sectional household 
survey conducted across all states and union territo-
ries of India. In both NFHS 4 and NFHS 5, a stratified, 
multistage cluster sampling approach was used. The 
Primary sample Units (PSUs), which included Census 
Enumeration Blocks (CEBs) in urban areas and vil-
lages in rural regions, were chosen using the sample 
frame from the 2011 Census. In order to assure suffi-
cient sampling, PSUs less than 40 households were 
connected to the closest PSUs. Villages were selected 
from the sampling frame in rural strata using a prob-
ability proportional to size (PPS) method.19,20 It pro-
vides national and state-level estimates of fertility, 
family planning, and reproductive, maternal, and 
child health. Women's questionnaire has been used 
for the analysis. The women's questionnaire pro-
vides data from all eligible women aged 15-49 years, 
covering background characteristics, reproductive 
health and family planning, maternal and child 
health, marriage, and sexual activity. 

Approval of Institutional Ethical Review Board: 
The study used a secondary data set that is NFHS da-
ta round four and five. The NFHS survey's ethical re-
quirements and essential criteria were authorized by 
the ICF Institutional Review Board and the Interna-
tional Institute for Population Sciences (IIPS) Institu-
tional Review Board. The U.S. Centres for Disease 
Control and Prevention (CDC) reviewed the protocol. 
In compliance with Human Subjects Protection rules, 
the organizations in charge of gathering data from 
field surveys received prior informed consent from 
eligible respondents (both verbal and written) for in-
terviews. The survey procedures were all carried out 
in compliance with applicable rules and guidelines 
issued by the Indian Council of Medical Research 
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(ICMR). Informed consent was gathered from the re-
spondents to adhere to the ethical criteria. Further 
ethical clearance was not needed, as the surveys 
were conducted following ethical clearance from the 
concerned organization. Anyone can access the data 
upon requesting. Therefore, approval from intuition-
al review board was not required as the dataset is 
publicly available from DHS portal and no human/ 
animal participation directly.  

Study Population: The NFHS divides India into six 
geographical areas. This study has focussed on the 
eastern region of India which includes four states- 
Bihar, Odisha, Jharkhand, and West Bengal. The 
study has considered women in the reproductive age 
group aged 15-49 years who have reported at least 
one of three specific gynaecological morbidity condi-
tions. The analytical dataset includes 15,186 women 
from NFHS 4 and 15,247 women from NFHS 5. 

Outcome Variables: This analysis considered two 
outcome variables: whether one had any gynaecolog-
ical morbidity; and whether one sought treatment 
for any gynaecological morbidity. The explanatory 
variable had any gynaecological morbidity consid-
ered three conditions. In both NFHS and NFHS 5 
asked three questions related to gynaecological 
morbidities. This includes- having diseases been con-
tracted through sexual contact during last 12 years, 
any genital sore or ulcers in the last 12 years and 
during the last 12 months had any bad-smelling ab-
normal genital discharge.19,20 Responses were coded 
as 1 for "yes" if the respondent reported any issues, 
and 0 for "no" if they did not report any. To under-
stand treatment-seeking behaviour a follow up ques-
tioned was asked further to women reporting at least 
one gynaecological morbidity in NFHS 4 and NFHS 5 
about whether they sought any treatment for it. Then 
a multiple-choice question was asked regarding the 
type of facilities the respondents took treatment. In-
formation on treatment or advice for reported symp-
toms was gathered based on the health facilities re-
spondents visited. It was categorised into public, pri-
vate, and other facility. Public facilities include 
AYUSH doctors, government hospitals, health cen-
tres, family planning clinics, mobile clinics, govern-
ment field workers, and school-based clinics. Private 
facilities included private hospitals, clinics, pharma-
cies, and health workers. Other treatment seeking fa-
cilities comprised non-government organizations, 
treatment at home, correctional facilities, and other 
similar establishments. 

Predictor Variables: Predictor variables used in the 
study includes socioeconomic and reproductive 
characteristics of women. This includes place of resi-
dence (rural and urban), the age of the respondent 
(15-24, 25-34, ≥ 35), caste (SC, ST, OBC and others), 
religion (Hindu, Muslim and others), age at marriage 
(≤18, 19-24, 25-30, ≥ 31), wealth index (poorest, 
poorer, middle, richer, richest), age at first birth 
(≤18, 19-24, 25-30, ≥ 31), age at menarche (≤12, 13-
15, ≥ 16, educational attainment (no education, pri-
mary, secondary, higher), working status (yes and 

no), menstrual hygiene practices (unhygienic prac-
tices, hygienic practices, using both hygienic and un-
hygienic), birth order (1,2, ≥3), toilet facility (im-
proved toilet facility, not-improved toilet facility, no 
toilet facility /open defecation), awareness about 
Sexually Transmitted Infections (STI) (Yes, No), me-
dia exposure (not exposed, regular exposure) 

Statistical analysis: The prevalence of gynaecologi-
cal morbidity and treatment-seeking was analysed 
based on above mentioned self-reported responses. 
Percentage distribution was used to understand the 
percentage of women reporting any gynaecological 
morbidity and their treatment seeking behaviour. 
Bivariate analysis was used to understand the preva-
lence and the influence of socio-economic factors on 
gynaecological morbidity and treatment-seeking be-
haviour among women in eastern India. The analysis 
incorporated national individual sample weights. 
Given that the outcome variables were dichotomous, 
binary logistic regression was adopted to assess the 
impact and association of socioeconomic-
demographic factors on gynaecological morbidity 
and treatment-seeking. Binary logistic regression 
analysis has been used to understand how different 
socio-economic factors are associated with gynaeco-
logical morbidities and their treatment seeking be-
haviour. This study uses the STATA 16 version21 for 
analysing data. 
 

RESULTS 

Regional variations in gynaecological morbidities 
& treatment seeking behaviour in Eastern India 

Figure1 highlights an overall increase in gynaecolog-
ical morbidity in eastern India, rising from 25.68% in 
NFHS 4 to 28.74% in NFHS 5. In eastern India, the 
highest gynaecological morbidities were found in Bi-
har in both NFHS 4 (32.53%) and NFHS 5 (36.67%). 
This could be due to the insufficient healthcare facili-
ties and services, particularly in rural areas. Often 
resulting in underdiagnosis and untreated gynaeco-
logical disorders. Bihar has one of the highest fertili-
ty rates in India making it more vulnerable to gynae-
cological issues. Jharkhand also experienced a signif-
icant increase, with morbidity rates increasing from 
19.81% to 24.22%. Gynaecological morbidity 
showed a moderate increase from 21.36% to 22.83% 
in West Bengal. In contrast, women in Odisha ob-
served a slight decrease in gynaecological morbidity, 
from 14.06% to 12.47%, suggesting some improve-
ment in women’s health conditions The proportion 
of women seeking treatment for gynaecological is-
sues increased over the two survey periods across 
eastern India, with the overall percentage rising from 
35.02% in NFHS 4 to 38.16% in NFHS 5. In Jhar-
khand the treatment-seeking behaviour increased 
significantly from 29.01% to 40.71. The treatment-
seeking behaviour increased in Odisha from 29.31% 
to 43.34%, despite a decrease in morbidity indicating 
enhanced healthcare service delivery and possibly 
better health literacy among women. 
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Figure 1: Prevalence of reported any gynaecological morbidity and treatment seeking behaviour in 
eastern India based on NFHS 4 and NFHS 5 
 

 

Figure 2: Prevalence of specific gynaecological morbidities in eastern India in NFHS 4 and NFHS 5 
 

Table 1: Proportion women seeking treatment for gynaecological morbidities by various sectors, 
based on NFHS 4 and NFHS 5 

State/Region Public  Private  Others 
NFHS 4 NFHS 5  NFHS 4 NFHS 5  NFHS 4 NFHS 5 

Eastern Region 10.84 14.1  22.25 24.54  2.7 1.11 
Bihar 8.66 11.37  22.79 25.74  1.19 0.76 
Jharkhand 2.85 22.21  21 20.8  6.25 0.97 
Odisha 17.86 22.67  7.95 22.64  4.05 0.82 
West Bengal 14.34 13.52  24.5 24.58  3.38 1.63 
Note: Data is in percentage; Source: Data analysed using NFHS 4 and NFHS 5 
 

Prevalence of specific gynaecological morbidities 
in eastern India 

Figure 2 shows a multiple-bar diagram highlighting 
specific gynaecological morbidities in eastern India. 
Out of the three gynaecological morbidities, genital 
discharge was most reported followed by genital 
sore and STI in the last 12 months. The prevalence of 
genital discharge decreased in the eastern region 
from 8.23% in NFHS 4 to 7.09% in NFHS 5, with Bi-
har and West Bengal reporting decreasing preva-

lence, while Jharkhand experienced an increase. This 
decrease in prevalence in some states could be at-
tributed to improved awareness and healthcare in-
terventions targeting reproductive health. The 
prevalence of STIs increased in the eastern region 
(from 1.37% to 3.11%), with Bihar and Jharkhand 
having the most significant increases, indicating a 
pressing need for enhanced sexual health education, 
improved healthcare access, and robust STI preven-
tion programs. 
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Table 2: Prevalence and association of gynaecological morbidity according to socio-economic charac-
teristics in eastern India in NFHS 4 and NFHS 5 

Socio-economic characteristics Reported any gynaecological morbidity 
NFHS 4 (%) NFHS 5 (%) 95% CI (NFHS 4) 95% CI (NFHS 5) 

Age group (In years)       
15-24 6.97 7.33 ® ® 
25-34 20.99 21.54 2.23 (1.99-2.45)*** 2.17 (1.94-1.23)*** 
≥ 35 33.04 37.21 2.55 (2.28-2.84)*** 2.57 (2.30-2.88)*** 

Caste        
SC 23.66 28.61 ® ® 
ST 16.69 18.77 0.64 (0.57-0.72)*** 0.65 (0.58-0.73)*** 
OBC 29.5 33.66 1.04 (0.96-1.21) 1.12 (1.04-1.20)*** 
Others 24.31 24.51 1.12 (1.01-1.23)** 0.88 (0.79-0.98)** 

Religion      
Hindu 25.75 29.85 ® ® 
Muslim 26.64 25.69 1.10 (1.01-1.20)* 1.15 (1.06-1.26)*** 
Others 16.43 12.88 0.92 (0.78-1.08) 0.89 (0.75-1.07) 

Place of residence       
Urban 22.9 22 ® ® 
Rural 26.33 30.36 1.28 (1.17-1.40)*** 1.32 (1.19-1.45)*** 

Educational status       
No education 30.27 36.07 ® ® 
Primary 26.35 29.08 0.93 (0.85-1.02)* 0.97 (0.89-1.05) 
Secondary 19.75 20.34 0.73 (0.67-0.79)*** 0.79 (0.73-0.86)*** 
Higher 9.84 11.41 0.52 (0.42-0.64)*** 0.45 (0.36-0.56)*** 

Wealth Index       
Poorest 25.1 28.26 ® ® 
Poorer 26.96 30.19 1.23 (1.14-1.32)*** 1.13 (1.05-1.23)*** 
Middle 25.96 30.85 1.19 (1.07-1.33)*** 1.35 (1.22-1.48)*** 
Richer 26.08 26.63 1.26 (1.09-1.46)*** 1.28 (1.12-1.47)*** 
Richest 21.94 21.25 1.09 (0.89-1.32) 1.29 (1.06-1.59)** 

Working status       
No 13.21 12.99 ® ® 
Yes 13.2 15.42 0.95 (0.88-1.02) 1.07 (0.99-1.15)* 

Toilet Facility       
Improved toilet facility 25.35 28.28 ® ® 
Not-improved toilet facility 26.53 27.34 1.76 (1.04-1.29)*** 1.13 (1.04-1.*** 
No toilet facility /open defecation 25.7 30.38 0.97 (0.89-1.06) 1.02 (0.95-1.10) 

Media exposure       
Not Exposed 28.28 31.24 ® ® 
Regular exposure 23.1 24.11 0.79 (0.74-0.86)*** 0.84 (0.78-0.90)*** 

Birth Order       
1 24.48 27.20 ® ® 
2 27.30 30.07 1.19 (0.94-1.51)* 1.16 (0.92-1.47) 
≥3 32.06 36.43 1.84 (1.32-2.57)*** 1.35 (0.93-1.96)* 

Age at marriage (in years)       
≤18  30.67 33.92 ® ® 
19-24 26.71 30.06 0.71 (0.67-0.75)*** 0.62 (0.58-0.66)*** 
25-30 23 24.08 0.69 (0.60-0.81)*** 0.69 (0.58-0.82)*** 
≥ 31 26.94 21.90 0.60 (0.37-1)** 1.47 (0.94-2.30)*** 

Age at menarche (in years)       
≤ 12 7.05 8.07 ® ® 
13-15 7.06 7.22 1.02 (0.80-1.32) 1.16 (0.88-1.52) 
≥ 16 5.49 5.16 0.97 (0.47-2.03) 1.45 (0.68-3.09) 

Age of women at 1st birth (in years)       
≤18  35.14 36.09 ® ® 
19-24 28.65 32.2 0.89 (0.85-0.93)*** 0.92 (0.87-0.95)*** 
25-30 25.41 29.04 0.82 (0.74-0.90)*** 0.84 (0.76-0.93)*** 
≥ 31 21.45 22.76 1.09 (0.84-1.40) 0.56 (0.40-0.77)*** 

Menstrual Hygiene       
Unhygienic Practices 8.87 9.05 ® ® 
Hygienic Practices 4.75 5.21 0.78 (0.55-1.09)* 0.86 (0.66-.10) 
Using both hygienic and unhygienic 3.67 8.56 0.70 (0.50-.97)** 0.90 (0.70-1.16) 

Awareness about STI     
Yes 13.18 14.10 ® ® 
No 13.26 10.97 0.95 (0.89-1.02) 1.59 (1.46-1.74)*** 

®- Reference category; Note: ***p<0.01, **p<0.05, *p<0.10 level of significance 

Source: Authors calculated from NFHS 4 and NFHS 5 data 
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Table 3: Prevalence and association of treatment seeking behaviour for gynaecological morbidities by 
socio-economic characteristics in eastern India in NFHS 4 and NFHS 

Socio-economic characteristics Sought treatment for gynaecological morbidity 
NFHS 4 (%) NFHS 5 (%) 95% CI (NFHS 4) 95% CI (NFHS 5) 

Age group (In years)       
15-24 30.86 34.41 ® ® 
25-34 36.47 39.57 1.40 (1.11-1.78)*** 1.27 (1-1.60)** 
≥ 35 36.47 38.10 1.52 (1.2-1.02)*** 1.39 (1.10-1.76)*** 

Caste       
SC 34.74 38.13 ® ® 
ST 30.60 41.69 0.71 (0.55-0.93)*** 1.22 (0.96-1.55)* 
OBC 33.41 37.43 1 (0.84-1.20) 1.05 (0.89-1.25) 
Others 38.57 38.17 0.96 (0.78-1.18) 0.92 (0.74-1.15) 

Religion     
Hindu 35.09 37.76 ® ® 
Muslim 34.67 39.25 0.97 (0.80-1.18) 1.07 (0.89-1.29) 
Others 35.94 39.58  0.60 (0.40-0.88)*** 0.76 (0.52-1.10)* 

Place of residence       
Urban 37.79 39.03 ® ® 
Rural 34.49 37.99 0.99 (0.80-1.22) 1.05 (0.98-1.31) 

Educational status       
No education 27.45 36.01 ® ® 
Primary 47.69 33.57 1.51 (1.24-1.85)*** 0.90 (0.74-1.10) 
Secondary 41.48 43.01 1.53 (1.26-1.86)*** 1.09 (0.91-1.29) 
Higher 40.39 43.90 0.93 (058-1.49) 1 (0.65-1.54) 

Wealth Index       
Poorest 29.08 33.44 ® ® 
Poorer 32.84 42.84 1.16 (0.96-1.38)* 1.15 (0.96-1.37)* 
Middle 50.40 43.59 1.53 (1.19-1.97)*** 1.01 (0.81-1.26) 
Richer 43.15 38.40 1.36 (0.97-1.90)* 1.07 (0.73-1.47) 
Richest 38.30 39.37 1.23 (0.87-1.94) 0.85 (0.55-1.34) 

Working status       
No 34.62 37.48 ® ® 
Yes 36.47 40.19 1.07 (0.91-1.27) 1.14 (0.98-1.33)* 

Toilet Facility       
Improved toilet facility 40.61 42.58 ® ® 
Not-improved toilet facility 40.53 34.39 1.15 (1.11-1.79)*** 0.78 (0.66-0.94)*** 
No toilet facility /open defecation 30.15 34.02 0.83 (0.68-1.02)* 0.79 (0.66-0.94)*** 

Media exposure       
Not Exposed 31.92 34.13 ® ® 
Regular exposure 38.38 45.67 0.94 (79-1.12) 1.40 (1.19-1.65)*** 

Birth Order       
1 35.05 40.16 ® ® 
2 35.68 37.73 1 (0.59-1.70) 1.17 (0.92-1.47) 
≥ 3 34.76 36.14 0.88 (0.41-1.90) 1.35 (0.93-1.96)* 

Age at marriage (in years)       
≤18  35.90 37.29 ® ® 
19-24 35.33 41.83 0.93 (0.77-1.12) 1.16 (0.96-1.39)* 
25-30 12.39 31.36 0.59 (0.33-1.06)* 1.49 (0.85-2.62)* 
≥ 31 45.99 11.49 1.58 (0.34-7.44) 0.31 (0.06-1.53)* 

Age at menarche (in years)       
≤ 12 22.63 57.35 ® ® 
13-15 34.68 28.09 1.05 (6-.1.84) 1.16 (0.88-1.52) 
≥ 16 14.23 13.47 0.89 (0.16-5.05) 1.45 (0.68-3.09) 

Age of women at 1st birth (in years)     
≤18  38.48 37.59 ® ® 
19-24 33.42 40.58 0.85 (0.73-0.99)* 1.10 (0.95-1.28) 
25-30 27.59 31.34 0.58 (0.42-0.82)*** 0.68 (0.47-0.99)** 
≥ 31 26.59 30.31 0.69 (0.28-1.67) 0.62 (0.23-1.68) 

Menstrual Hygiene       
Unhygienic Practices 32.17 25.67 ® ® 
Hygienic Practices 28.58 28.29 0.61 (0.6-1.84) 0.86 (0.66-1.10) 
Using both hygienic and unhygienic 25.99 49.45 0.57 (0.26-1.28)* 0.90 (0.70-1.16) 

Awareness about STI     
Yes 37.84 38.52 ® ® 
No 30.02 35.83 1.26 (1.08-1.48)*** 1.34 (1.08-1.68)** 

Source: Authors calculated from NFHS 4 and NFHS 5 data 
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Variations in seeking treatment for gynaecologi-
cal morbidities based on healthcare facilities  

The utilization of public and private healthcare ser-
vices varied significantly across the eastern region. 
Table 1 shows, in the eastern region, there was an in-
crease in the percentage of women seeking treat-
ment in both public (from 10.84% to 14.1%) and 
private sectors (from 22.25% to 24.54%) from NFHS 
4 to NFHS 5. In Odisha there had been substantial 
rise in the use of private services (from 7.95% to 
22.64%), while utilization of public services in-
creased from 17.86% to 22.67%. While, the use of 
public healthcare services increased from 2.85% 
to22.21% in Jharkhand. 

Prevalence and association of gynaecological 
morbidity across various socio-economic charac-
teristics 

Table 2 depicts the prevalence of gynaecological 
morbidity varies across various socio-economic. The 
age of women is an important factor influencing gy-
naecological morbidities and was significantly asso-
ciated with it.29 Gynaecological morbidity increases 
with women’s age, women belonging to ≥ 35 years 
age group showing the highest rise from 33.04% in 
NFHS 4 to 37.21% in NFHS 5. Women belonging to 
the age group ≥ 35 years had higher odds of gynaeco-
logical morbidity (OR 2.55, 95% CI: 2.28, 2.84) as 
compared to 15–19 years age group in NFHS 4. 
Women belonging to the Other Backward Castes 
(OBC) category have higher percentage of gynaeco-
logical morbidity, with an increase in percentage ob-
served from NFHS 4 (29.5%) to NFHS 5 (33.66%).  
Analysis from table 2 reveals that gynaecological 
morbidities decrease with higher educational at-
tainment and wealth index. Illiterate and less edu-
cated women were affected by gynaecological mor-
bidities due to limited access to information and 
awareness regarding these conditions. Having access 
to toilets and menstrual hygienic practices influences 
the gynaecological morbidities among women in 
eastern India. Women belonging to birth order three 
or more have higher odds (OR 1.15, 95% CI: 1.32, 
2.57 in NFHS 4 and OR 1.35, 95% CI: 0.93, 1.96 in 
NFHS 5) of gynaecological morbidity.  Increasing 
pregnancies increases the vulnerability to reproduc-
tive complications. Lower ages at marriage and first 
birth were significantly associated with gynaecologi-
cal morbidities. There is a significant association be-
tween gynecological morbidities and risk factors 
such education, caste, access to toilets, wealth, place 
of residence, age, and media exposure. Additionally, 
menstrual cleanliness has a substantial impact on 
health outcomes. However, age at menarche did not 
have a significant association. 

Role of socio-economic factors on treatment 
seeking behaviour for gynaecological morbidities 
in eastern India 

Table 3 shows how different socio-economic factors 
influence women to seek treatment-seeking behav-
iour for gynaecological issues over time from NFHS 4 

and NFHS 5 in eastern India. Women belonging to 
25-34 years had higher (36.47%) treatment seeking 
behaviour wherein its prevalence increased 
(39.57%) in NFHS 5. While looking into the caste 
variation, treatment seeing behaviour increased 
among STs from 30.60% to 41.69%. Women belong-
ing middle (OR 1.54, 95% CI: 1.20,1.98) and richer 
(OR 1.38, 95% CI: 0.98,1.93,2) wealth quintile were 
more likely to seek treatment for gynaecological 
morbidities than the poorest one in 2015-16. The 
odds of treatment seeking increase with succussing 
wealth quintiles. Taking improved toilet facilities as 
the reference category, women who have not im-
proved or have no toilet facility were significantly 
associated with and treatment seeking. The study 
found that women’s likelihood of seeking treatment 
was significantly influenced by their level of educa-
tion. In 2015-16, women with higher education lev-
els were more likely to seek treatment than those 
who were illiterate or had only received primary ed-
ucation. This shows that education raises awareness 
of gynecological disorders, prompting women to 
seek treatment in a timely manner. Women who 
have regular media exposure have higher treatment-
seeking behaviour, wherein the prevalence increases 
from 38.38% in NFHS 4 to 45.67% in NFHS 5.  Age at 
marriage of women depicts an increase in treatment 
seeking for those married between 19-24 years, from 
35.33% to 41.83%, and those married at 31 years or 
older decreased significantly from 45.99% to 
11.49%.  Women having awareness about STI were 
more likely to seek treatment for gynaecological 
morbidities. 

DISCUSSION 

This study examines and discussed various corre-
lates of gynaecological morbidities and the treatment 
seeking behaviour of women. The prevalence of any 
gynaecological morbidities increased from NFHS 4 
(25.68%) to NFHS 5 (28.74%) in eastern India, with 
the highest prevalence in Bihar followed by Jhar-
khand, West Bengal, and Odisha. Among three types 
of gynaecological morbidities reported, the preva-
lence of genital discharge was highest, followed by 
genital sore/ ulcer and STIs. The treatment seeking 
behavior improved across the eastern region except 
West Bengal where it decreased from 41.57% in 
NFHS 4 to 39.5% in NFHS 5. This could be due to 
more awareness and improved health education has 
most likely resulted in more women understand and 
reporting their symptoms. The findings of the study 
found there has been preference for private medical 
sector over the public sector for seeking treatment in 
eastern India.22 The probable reason might be, the 
easy accessibility, and availability of doctors along 
with the hygienic condition of private healthcare fa-
cilities.23 Socioeconomic improvements have enabled 
more women to afford medical care, increasing 
treatment-seeking behaviour. Lower age at marriage 
and higher birth order were found to be significant 
factors influencing gynaecological morbidities in 
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eastern India. Similarly, another study highlighted 
the association of age at marriage especially those 
marrying before 18 years of age with high odds of 
gynaecological morbidities.24 Lower age at first birth 
is considered vulnerable25 and increasing pregnan-
cies increases the gynaecological morbidities. The 
higher prevalence of gynaecological morbidities 
among higher aged may be linked to perimeno-
pause/menopause that increased gynaecological 
concerns during this stage.26,27 The study revealed 
that gynaecological morbidities and treatment-
seeking behaviour was influenced by socioeconomic 
factors, including geographical location, economic 
status, educational attainment, and age, as evidenced 
by earlier studies.7,13,27-29 Furthermore, poor men-
strual hygiene management, such as insufficient sani-
tation facilities and limited access to hygiene prod-
ucts might increase the risk of infections and other 
gynaecological problems.30,31 Often cultural and dif-
ferent traditions refrain women from seeking medi-
cal help when they have gynaecological issues.32 
Women often normalize symptoms due to fear of 
embarrassment, and other socio-cultural beliefs.33,34 
This study has not only highlighted the influence of 
socioeconomic determinants and awareness about 
STI significantly influences the gynaecological mor-
bidities and their treatment seeking behaviour. 
These factors collectively effect the health outcomes, 
emphasizing the need for programs, interventions 
and policies that address both socio-economic and 
reproductive health aspects. 

 

STRENGTH AND LIMITATIONS 

This study has intrinsically showed the gynaecologi-
cal morbidity condition and its changing pattern in 
eastern India along the scenario treatment seeking 
among women. This study has found, education and 
awareness about gynaecological morbidities can in-
crease the treatment seeking among women. There-
fore, more public health programs should focus on 
delivering information on reproductive healthcare 
and offering accessible services, including preventive 
and curative care. However, the study has several 
limitations, mainly related to the self-reporting of 
gynaecological morbidities by the respondents. The 
data provided by NFHS about gynaecological mor-
bidities are self-reported that often leads to underes-
timation due to both underreporting and asympto-
matic infections.35 Additionally, our analysis is con-
strained by the scope of a large national survey, 
which limits the depth of questions regarding wom-
en's perceptions and attitudes influencing treatment-
seeking decisions.36 Women sometimes do not report 
gynaecological morbidities due to the stigma around 
them, resulting in a reduced sample size. The ex-
tended 12-month recall period for symptoms may 
compromise the reliability of estimates, potentially 
influenced by variations in symptom severity and so-
cioeconomic status within the population.37 

CONCLUSION 

To conclude, the present study found a high preva-
lence of gynaecological morbidities among women in 
eastern India, especially in Bihar. Raising awareness 
about reproductive health, especially about gynaeco-
logical morbidities, and health education on repro-
ductive and sexual health are prerequisite. Imple-
menting targeted interventions, health education and 
awareness campaigns can significantly reduce gy-
naecological complications, thereby enhancing the 
reproductive health of women in eastern India. 
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