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Abstract 

Background: Understanding the precise architecture of a nation’s health profile is fundamental to 

sustainable development and equitable policy design. As India navigates demographic transitions, it 

faces a complex dual-burden healthcare reality marked by both infectious and chronic pathologies. This 

study evaluates how illness, institutional care, and healthcare utilization intersect across different 

lifespans, genders, and geographical divides.  

Methods: Utilizing large-scale national survey data from the National Sample Survey (NSS) 80th 

Round, this study presents a data-driven empirical analysis of health outcomes across rural and urban 

India. Reported health complications were systematically categorized into major medical classifications 

and filtered through three analytical lenses: age cohorts, gender, and geographical sectors. Primary 

metrics evaluated include morbidity rates (per 1,000 persons over a 15-day reference period) and 

institutional hospitalization rates.  

Results: The empirical data reveals a distinct U-shaped distribution in overall morbidity across the 

human life cycle, yielding an aggregate national rate of 152 per 1,000 persons, peaking heavily among 

senior citizens (548 per 1,000). Childhood illness is dominated by infectious and respiratory diseases 

(comprising 89.8% of morbidities in the 0–4 age group), whereas non-communicable conditions 

dominate mature cohorts, with cardiovascular and endocrine/metabolic disorders driving nearly half of 

all national illnesses. A stark gender paradox emerges: females experience a higher overall morbidity 

burden than males (17,006 vs. 13,504 cases per 100,000), yet men consistently exhibit higher 

institutional hospitalization rates across both rural and urban sectors. Geographically, urban populations 

face higher inpatient clinical admissions than rural regions (32 vs. 27 cases per 1,000).  

Conclusion: India's healthcare ecosystem is deeply fragmented, requiring a transition away from a "one-

size-fits-all" framework. Addressing these trends demands a highly targeted, life-stage-specific 

healthcare strategy alongside interventions aimed at dismantling the socio-cultural and structural 

barriers that restrict female access to institutional inpatient care.  

Keywords: Epidemiology; Public Health Policy; Morbidity; Hospitalization; Gender Disparities; Rural-

Urban Divide; India; National Sample Survey (NSS). 
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1.Introduction 

In contemporary public health discourse, understanding the precise architecture of a nation’s health 

profile is fundamental to sustainable development. As India navigates a period of rapid economic growth 

and demographic change, it faces a complex, dual-burden healthcare reality (Thomas et al., 2025). The 

country must simultaneously battle traditional, acute infectious pathways in its younger demographics 

while managing a surging wave of chronic, degenerative conditions within its aging population. To 

construct an effective, equitable public health strategy, policymakers require empirical clarity on how 

illness, institutional care, and healthcare utilization intersect across different lifespans, genders, and 

geographical divides. This highlights a core truth in modern epidemiology: one-size-fits-all healthcare 

strategies fail because human health needs are deeply fragmented (Institute of Medicine, 2002; Khan et 

al., 2024).  

When analysing these intersections across different lifespans, health needs shift dramatically from 

infancy to old age, requiring entirely distinct institutional frameworks. A toddler’s health profile is 

dominated by infectious diseases and developmental milestones (Bhutta and Saeed, 2008), whereas an 

elderly patient's profile is driven by multi-morbidity—the simultaneous management of multiple chronic 

conditions like diabetes, dementia, and arthritis (Beil, 2021). Furthermore, healthcare utilization varies 

wildly across generations; young adults engage with the healthcare system least frequently, often only 

for acute injuries or reproductive needs, while older demographics utilize it most heavily.  

Gender introduces another layer of complexity, influencing both the biological manifestation of disease 

and institutional interaction. Historically, medical research treated the male body as the default archetype 

(Holdcroft, 2007). Sociological factors also alter utilization patterns: women statistically utilize 

healthcare services more frequently (Hall et al., 2014), a trend largely driven by reproductive health, 

childbirth, and a higher propensity for preventative care. Men, conversely, frequently delay seeking care 

due to societal expectations of self-reliance, often failing to engage with medical institutions until an 

illness reaches an advanced, acute, and far more expensive stage (Banks, 2001). An equitable policy 

framework must leverage this data to tailor outreach, ensuring women's health strategies extend beyond 

maternal care to address lifelong chronic conditions, while creating targeted initiatives that engage men 

before critical health crises occur.  

Geography remains one of the single greatest determinants of health outcomes, most notably through 

the stark split between urban and rural areas. This dynamic frequently illustrates the "Inverse Care Law," 

a public health principle stating that the availability of quality medical care tends to vary inversely with 

the structural needs of the population served (Hart, 1971). Rural areas often house older, sicker 

populations with higher rates of chronic illness, yet they suffer from a severe deficit of specialized 

institutions and physicians, directly suppressing necessary healthcare utilization.  

Against this backdrop, this study aims to provide comprehensive empirical clarity on how illness, 

institutional care, and healthcare utilization intersect across different lifespans, genders, and 

geographical divides in India. By analysing these specific dynamics, this work seeks to dismantle rigid, 

"one-size-fits-all" healthcare assumptions and equip policymakers with the data required to construct an 

effective, highly targeted, and equitable national public health strategy.  

2. Methods 

To construct this comprehensive national profile of illness and care, the study utilizes an empirical, data-

driven methodology based on large-scale national survey data. The primary dataset is drawn from the 

National Sample Survey (NSS) 80th Round, which provides a nationally representative sample of health 

outcomes across both rural and urban India. Within this analytical framework, reported health 

complications are systematically categorized into broad, specific medical classifications—such as 

cardiovascular, endocrine, infectious, respiratory, and musculo-skeletal disorders—to analyse their 

distribution patterns.  

The empirical data is then disaggregated and filtered through three main lenses to uncover hidden 

disparities: Age segmented into specific life stages ranging from infancy (0–4 years) through young 
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adulthood and middle age to senior citizens (60+ years); Gender, separated into male and female cohorts 

to compare daily morbidity rates against actual institutional hospitalization rates; Geography, divided 

into rural and urban sectors to measure differences in institutional medical admissions and healthcare 

utilization.  

The primary variables measured and evaluated throughout this work include overall morbidity rates 

(ailments per 1,000 persons over a 15-day reference period), the proportional shares of specific ailment 

categories, and institutional medical data measured by hospitalization cases per 1,000 persons.  

3. Results 

3.1. Distribution of Ailments by Age 

Table 1: Percentage Distribution of Ailments Over Broad Category (All-India) 

Broad 

Ailment 

Category 

0–4 yrs 
5–14 

yrs 

15–29 

yrs 

30–44 

yrs 

45–59 

yrs 
60+ yrs 

All 

Ages 

Ailments per 

1000 persons 

(last 15 days) 

101 58 47 91 266 548 152 

Cardio-

vascular 
0.3% 0.2% 2.1% 15.3% 30.1% 37.8% 25.6% 

Endocrine, 

Metabolic, 

Nutritional 

0.4% 1.2% 6.8% 21.7% 31.3% 29.9% 24.2% 

Infection 55.1% 54.4% 38.1% 18.1% 7.7% 3.8% 15.1% 

Respiratory 34.7% 28.8% 20.4% 10.6% 5.9% 5.1% 10.1% 

Musculo-

skeletal 
0.5% 1.3% 2.4% 8.9% 9.3% 10.1% 8.1% 

Psychiatric 

& 

neurological 

0.8% 3.3% 8.8% 8.6% 5.6% 5.5% 5.9% 

Gastro-

intestinal 
1.6% 2.7% 6.6% 7.4% 4.3% 2.6% 4.0% 

Skin 2.4% 2.5% 3.3% 1.8% 1.1% 1.1% 1.5% 

Genito-

urinary 
0.2% 0.2% 2.6% 2.0% 0.8% 0.8% 1.1% 
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Broad 

Ailment 

Category 

0–4 yrs 
5–14 

yrs 

15–29 

yrs 

30–44 

yrs 

45–59 

yrs 
60+ yrs 

All 

Ages 

Injuries 0.7% 1.5% 2.2% 1.8% 0.8% 0.4% 0.9% 

Others 3.2% 3.9% 6.7% 3.9% 3.2% 3.0% 3.5% 

Total (All 

Categories) 
100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 

Source: NSS 80th Round 

Analysis of the empirical data reveals a U-shaped distribution in overall morbidity across the human life 

cycle, yielding an aggregate national rate of 152 per 1,000 persons. Illness is pronounced in the 0–4 age 

group at 101 per 1,000, drops to a baseline of 47 per 1,000 among those aged 15–29, and rises steadily 

thereafter through the 30–44 cohort (91 per 1,000). Morbidity then nearly triples in the 45–59 

demographic to 266 per 1,000, ultimately peaking among seniors aged 60 and above, where 548 per 

1,000 individuals reported an ailment.  

The distribution of ailment categories reveals a distinct epidemiological transition from acute, infectious 

illnesses in youth to chronic, systemic pathologies in older age. Infectious and respiratory diseases 

dominate early childhood, collectively comprising 89.8% of all morbidities in the 0–4 cohort. 

Individually, infectious diseases decline from 55.1% in early childhood and 54.4% in the 5–14 group to 

7.7% in late middle age and 3.8% among seniors. Respiratory ailments mirror this trajectory, falling 

from 34.7% in infancy to 5.1% in the 60+ demographic.  

Conversely, non-communicable conditions become dominant after the third decade of life, with 

cardiovascular and endocrine/metabolic disorders accounting for approximately half of all national 

illnesses at 25.6% and 24.2%, respectively. Cardiovascular diseases escalate from 0.3% in early 

childhood to 15.3% in the 30–44 cohort, peaking as the primary ailment for seniors at 37.8%. Similarly, 

endocrine, metabolic, and nutritional disorders rise from 0.4% in childhood to peak at 31.3% in late 

middle age, remaining high at 29.9% among seniors.  

Minor ailment categories exhibit highly specific, age-dependent trends. Musculo-skeletal disorders 

correlate linearly with age, rising from 0.5% in infancy to 10.1% among seniors. Psychiatric and 

neurological ailments peak during young adulthood and early middle age, representing 8.8% of illnesses 

in the 15–29 group and 8.6% in the 30–44 group. Physical injuries show the highest proportional share 

among youth aged 15–29 (2.2%) and children aged 5–14 (1.5%), falling to 0.4% in the oldest cohort. 

Gastro-intestinal conditions maintain a stable, modest presence across all age brackets, peaking at 7.4% 

in maturity, while skin conditions remain consistently low, reaching a maximum share of 3.3% during 

young adulthood.  

 

 

 

 

 

 

 

http://www.ijcrt.org/


www.ijcrt.org                                               © 2026 IJCRT | Volume 14, Issue 6 June 2026 | ISSN: 2320-2882 

IJCRT2606280 International Journal of Creative Research Thoughts (IJCRT) www.ijcrt.org c528 
 

3.2. Distribution of Ailments by Gender 

Table 2: Percentage Distribution of Ailments by Broad Category and Gender (All-India) 

Broad Ailment Category and Specific Conditions Male (%) 
Female 

(%) 

Person 

(%) 

Infection (Overall) 16.11% 14.30% 15.13% 

— Fever with loss/altered consciousness 1.52% 1.46% 1.50% 

— Fever due to Diphtheria, Whooping Cough 2.18% 1.82% 1.98% 

— All other fevers (Typhoid, fever with rash, etc.) 1.06% 9.69% 10.09% 

Cancer 0.37% 0.42% 0.39% 

Blood Diseases 0.36% 0.51% 0.45% 

Endocrine, Metabolic, Nutritional (Overall) 24.06% 24.31% 24.19% 

— Diabetes 22.00% 17.18% 19.35% 

— Goitre and other diseases of the Thyroid 1.16% 5.85% 3.73% 

Psychiatric, Neurological (Overall) 5.62% 6.12% 5.89% 

— Mental disorders 0.86% 0.70% 0.77% 

— Headache 0.89% 1.91% 1.45% 

— Limb muscle weakness / movement difficulty 1.83% 2.36% 2.12% 

— Stroke / Hemiplegia / Sudden weakness / Speech 

loss 
1.07% 0.48% 0.75% 

Eye 1.02% 0.85% 0.93% 

Ear 0.37% 0.45% 0.41% 

Cardiovascular (Overall) 26.09% 25.13% 25.57% 
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Broad Ailment Category and Specific Conditions Male (%) 
Female 

(%) 

Person 

(%) 

— Hypertension 21.75% 22.32% 22.07% 

— Heart Disease: Chest Pain, Breathlessness 4.34% 2.81% 3.50% 

Respiratory (Overall) 11.09% 9.28% 10.09% 

— Acute Upper Respiratory Infections (Cold, Sore 

Throat) 
7.44% 6.22% 6.77% 

Gastro-Intestinal 3.89% 4.16% 4.03% 

Skin 1.53% 1.52% 1.52% 

Musculo-Skeletal 5.74% 9.97% 8.06% 

Genito-Urinary 1.04% 1.06% 1.05% 

Obstetric 0.06% 0.10% 0.09% 

Injuries 1.30% 0.63% 0.93% 

Kidney Failure 0.27% 0.15% 0.20% 

Others 1.07% 1.05% 1.06% 

All Categories Total 100.00% 100.00% 100.00% 

Source: NSS 80th Round 

 

 

An evaluation of gender-disaggregated data reveals that females experience a substantially higher 

overall morbidity burden than males, with 17,006 reported health complications per 100,000 persons 

compared to 13,504 for males. Across all demographics, non-communicable diseases dominate the 

healthcare landscape, with cardiovascular and metabolic conditions combining to command nearly half 

(49.76%) of the national healthcare profile.  

Cardiovascular conditions constitute the largest single morbidity category at 25.57% nationwide, 

remaining consistently high for both men (26.09%) and women (25.13%). Hypertension is the primary 

catalyst across both genders, driving 21.75% of male and 22.32% of female ailments. However, acute 

cardiac events are more prevalent in men (4.34%) than in women (2.81%).  
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Endocrine, metabolic, and nutritional disorders account for 24.19% of the national illness distribution. 

Diabetes mellitus is the major driver for men, occupying 22.00% of male morbidities compared to 

17.18% for females. In contrast, thyroid pathologies show a sharp gender divergence: goitre and related 

disorders comprise 5.85% of total female ailments but only 1.16% for males.  

Infectious and respiratory ailments represent approximately one-quarter of the contemporary health 

burden. Infections account for 15.13% of the total distribution—slightly higher in men (16.11%) than 

women (14.30%)—with general systemic fevers serving as the chief component at 10.09% overall. 

Respiratory conditions make up another 10.09% nationwide, driven by acute upper respiratory infections 

which affect 7.44% of males and 6.22% of females.  

The remaining categories highlight distinct, gender-specific vulnerabilities. Musculo-skeletal disorders 

reveal a stark disparity, accounting for 9.97% of female ailments compared to just 5.74% for males. 

Within psychiatric and neurological conditions (5.89% nationally), females have a higher susceptibility 

to headaches (1.91% vs. 0.89%), while males experience more cerebrovascular strokes (1.07% vs. 

0.48%). Gastro-intestinal complaints are balanced between genders at roughly 4.03%. Finally, acute 

external trauma and injuries are twice as prominent in the male profile (1.30%) than the female profile 

(0.63%), while oncology, haematological diseases, and renal failures consistently represent the lowest 

fractions of the total disease distribution for all groups.  

3.3. Distribution of  hospitalisation by Geography and Gender 

Table 3: Percentage Distribution of Hospitalization Cases by Ailment Category (All-India) 

Category of 

Reported Ailment 

Rural 

Male 

(%) 

Rural 

Female 

(%) 

Rural 

Person 

(%) 

Urban 

Male 

(%) 

Urban 

Female 

(%) 

Urban 

Person 

(%) 

Hospitalization 

cases per 1000 
29 26 27 33 32 32 

Infection 20.4% 20.7% 20.6% 20.5% 21.3% 20.9% 

Injuries 15.6% 6.7% 11.5% 14.1% 7.0% 10.7% 

Cardio-vascular 11.5% 9.0% 10.3% 13.2% 10.5% 11.9% 

Gastro-intestinal 9.9% 12.0% 10.9% 10.3% 11.5% 10.9% 

Psychiatric & 

Neurological 
8.0% 7.0% 7.5% 6.9% 6.3% 6.7% 

Genito-Urinary 4.7% 7.4% 6.0% 4.3% 6.9% 5.5% 

Respiratory 5.1% 5.3% 5.2% 5.9% 5.2% 5.6% 

Musculo-skeletal 3.3% 4.3% 3.8% 3.7% 5.2% 4.4% 
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Category of 

Reported Ailment 

Rural 

Male 

(%) 

Rural 

Female 

(%) 

Rural 

Person 

(%) 

Urban 

Male 

(%) 

Urban 

Female 

(%) 

Urban 

Person 

(%) 

Eye 4.9% 5.9% 5.3% 4.8% 5.5% 5.1% 

Endocrine, 

Metabolic, 

Nutritional 

3.4% 3.4% 3.4% 3.5% 4.3% 3.9% 

Cancers 3.4% 4.3% 3.8% 3.7% 4.9% 4.3% 

Blood diseases 2.2% 3.2% 2.7% 1.5% 2.3% 1.9% 

Skin 1.0% 1.3% 1.1% 1.1% 0.9% 1.0% 

Ear 0.2% 0.7% 0.4% 0.3% 0.6% 0.4% 

Other 6.5% 8.8% 7.6% 6.2% 7.8% 6.9% 

Total (All 

Categories) 
100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 

Source: NSS 80th Round 

An examination of institutional medical data reveals that urban populations face higher overall inpatient 

clinical admissions than rural regions, at 32 vs. 27 cases per 1000 persons. Across both geographical 

divides, a distinct gender disparity emerges as males consistently exhibit higher rates of hospitalization 

than females, reaching 29 per 1000 in rural zones and 33 per 1000 in urban centres. Nationwide, 

infectious diseases stand out as the leading cause of hospitalization across all demographics, accounting 

for a remarkably consistent share of admissions at 20.6% in rural areas and 20.9% in urban 

environments, with minimal variation between genders.  

In contrast, acute trauma and physical injuries reveal a stark gender divergence across both regions. 

Injuries account for 15.6% of rural male and 14.1% of urban male hospitalizations, but drop 

precipitously to just 6.7% for rural females and 7.0% for urban females. Cardiovascular conditions 

represent the next major driver of institutional care and show a slight urban concentration, being 

responsible for 11.9% of urban admissions compared to 10.3% of rural admissions; they find their 

highest expression among urban males (13.2%) and lowest among rural females (9.0%).  

Gastro-intestinal complications maintain a highly uniform presence, requiring institutionalized care at 

exactly 10.9% for both rural and urban populations, though female cohorts show a slightly higher 

vulnerability (12.0% rural, 11.5% urban) than males (9.9% rural, 10.3% urban). Psychiatric and 

neurological disorders buck the chronic non-communicable trend by requiring more clinical admissions 

in rural sectors (7.5%) than urban settings (6.7%). Genito-urinary ailments also present a strong gender 

pattern, accounting for roughly 7.1% of combined female admissions compared to approximately 4.5% 

for males.  

The remaining specialized categories occupy lower-volume shares of hospitalizations. Respiratory 

illnesses trigger 5.2% of rural and 5.6% of urban stays, while ophthalmic conditions hover uniformly 
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between 5.1% and 5.3% nationwide. Conversely, oncological admissions show a clear upward trend in 

urban settings and among females, peaking at 4.9% for urban women compared to a minimum of 3.4% 

for rural men. Musculo-skeletal disorders also follow an urban, female-skewed pattern, rising to 5.2% 

among urban women. Finally, haematological, dermatological, and auditory conditions consistently 

occupy the smallest proportional margins, rarely exceeding 3.0% of the aggregate clinical intake for any 

demographic group.  

3.4. Distribution of Hospitalisation by Ailment and  Age  

Table 4: Percentage Break-up of Hospitalization Cases by Ailment Category and Age Groups (All-India) 

Broad 

Ailment 

Category 

0–4 yrs 
5–14 

yrs 

15–29 

yrs 

30–44 

yrs 

45–59 

yrs 
60+ yrs 

All 

Ages 

Infection 43.8% 47.8% 27.0% 18.9% 15.0% 11.5% 20.7% 

Cancer 0.4% 1.4% 1.9% 3.5% 5.6% 5.3% 4.0% 

Blood 

diseases 
2.8% 5.7% 4.3% 3.1% 1.4% 1.1% 2.4% 

Endocrine, 

Metabolic, 

Nutritional 

1.9% 1.6% 1.8% 2.7% 4.1% 5.3% 3.6% 

Psychiatric, 

Neurological 
3.0% 5.6% 5.7% 5.5% 8.1% 9.8% 7.2% 

Eye 0.4% 0.8% 0.9% 2.0% 6.2% 10.7% 5.3% 

Ear 0.1% 0.6% 0.7% 0.7% 0.5% 0.2% 0.4% 

Cardio-

vascular 
2.8% 1.5% 3.4% 7.3% 13.9% 18.2% 10.9% 

Respiratory 13.2% 6.0% 3.0% 3.4% 3.6% 6.7% 5.3% 

Gastro-

intestinal 
3.2% 10.0% 14.0% 16.3% 11.3% 8.0% 10.9% 

Skin 0.7% 1.3% 0.9% 1.1% 1.4% 1.0% 1.1% 

Musculo-

skeletal 
0.7% 1.8% 2.4% 3.8% 5.0% 5.3% 4.0% 
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Broad 

Ailment 

Category 

0–4 yrs 
5–14 

yrs 

15–29 

yrs 

30–44 

yrs 

45–59 

yrs 
60+ yrs 

All 

Ages 

Genito-

urinary 
1.4% 3.5% 5.1% 8.9% 6.9% 5.0% 5.8% 

Obstetric 20.2% 0.0% 6.4% 1.6% 0.1% 0.0% 2.7% 

Injuries 2.3% 10.1% 17.9% 16.1% 11.6% 7.4% 11.2% 

Kidney 

failure 
0.3% 0.6% 1.0% 1.8% 2.2% 2.2% 1.7% 

Others 2.9% 1.7% 3.6% 3.5% 3.2% 2.3% 2.9% 

Total (All 

Categories) 
100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 

Source: NSS 80th Round 

An analysis of Table 4 reveals a stark evolutionary shift in the drivers of inpatient hospitalizations across 

the human lifespan, moving from acute, early-life clinical crises to chronic, systemic diseases in mature 

cohorts. In the 0–4 age group, the clinical intake framework is heavily dominated by infectious diseases 

(43.8%), respiratory pathologies (13.2%), and obstetric or neonatal complications (20.2%). Infectious 

admissions peak at 47.8% among children aged 5–14 years before declining linearly to a low of 11.5% 

in the geriatric population.  

As individuals progress into young adulthood and middle maturity, admissions transition toward 

external trauma and localized systemic disorders. For youth aged 15–29, physical injuries emerge as the 

preeminent catalyst for hospitalization at 17.9%, remaining elevated at 16.1% in the 30–44 cohort before 

tapering to 7.4% among senior citizens. Concurrently, gastro-intestinal conditions become a central 

driver, rising from 3.2% in infancy to an absolute peak of 16.3% in the 30–44 age bracket, a trajectory 

closely mirrored by genito-urinary tract disorders, which command their largest share at 8.9% within 

the same demographic.  

In the final stages of the life cycle, the clinical profile shifts entirely toward chronic, degenerative 

pathologies and specialized organ failures. Cardiovascular diseases display the most dramatic upward 

trajectory, expanding exponentially from 2.8% in infancy and 1.5% in older childhood to account for 

13.9% of middle-age hospitalizations and a dominant 18.2% of admissions among individuals aged 60 

and above. Ophthalmic conditions present a parallel aging-dependent escalation, moving from under 

1.0% in early youth to trigger 10.7% of all geriatric admissions, making it the third most common cause 

of hospitalization for the elderly.  

The remaining complex pathologies exhibit distinct, non-linear trajectories across generations. 

Psychiatric and neurological disorders show a steady expansion, climbing from 3.0% in the youngest 

bracket to 9.8% among seniors. Oncological hospitalizations follow a similar aging-dependent curve, 

rising from 0.4% in childhood to plateau at 5.6% during late middle age and 5.3% in the geriatric 

demographic. Endocrine, metabolic, and nutritional diseases ascend to 5.3% in the oldest cohort, while 

musculo-skeletal disorders gradually expand from 0.7% in infancy to 5.3% among seniors. Conversely, 

haematological diseases present a reverse trend, peaking in late childhood at 5.7% before retreating to 
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1.1% in old age, while renal failures, dermatological conditions, and auditory complications consistently 

occupy the lowest statistical margins across the entire life course matrix.  

 

Discussion 

The empirical findings from the NSS 80th Round provide a comprehensive and nuanced look into India's 

current healthcare ecosystem, uncovering intricate relationships between demographic variables, 

gender, and geography. Rather than presenting a uniform national health profile, the analysis highlights 

three major structural trends: a definitive epidemiological transition across the human life cycle, a stark 

paradox between female illness and actual inpatient care, and a clear divide in how rural and urban 

populations interact with institutional medicine.  

A defining feature of the data is the profound transition from acute, infectious illnesses in youth to 

chronic, systemic pathologies in later life, which establishes a distinct U-shaped pattern of overall 

morbidity across the human lifespan. Early childhood represents a highly vulnerable period heavily 

dominated by environmental and infectious hazards (UNICEF, 2025, He WQ et al ,2024). Infections and 

respiratory diseases collectively make up nearly 90% of all illnesses for children under five, translates 

directly into acute clinical crises that drive the vast majority of paediatric hospital admissions 

(Turyasiima et al, 2024). This reality demonstrates that despite broader economic development, basic 

infectious pathogens and respiratory vulnerabilities continue to dictate the early childhood development 

landscape (He WQ et al ,2024).  

As individuals move past childhood into young adulthood and early middle age, the nature of health 

risks alters dramatically. The focus shifts away from infectious pathogens toward external behavioural 

hazards and localized internal disorders (Mastorciet al,2024). This productive demographic carries the 

highest proportional share of physical injuries, making acute trauma a preeminent threat and a leading 

catalyst for inpatient hospitalization (Singh and Mishra, 2025). Concurrently, early middle age marks 

the rise of localized systemic complaints, specifically gastro-intestinal and genito-urinary tract disorders, 

which peak in prevalence and demand a substantial share of hospital beds. Notably, psychiatric and 

neurological ailments find their highest expression during these highly productive decades, highlighting 

the intense socioeconomic, professional, and psychological pressures placed on the country's core 

workforce (Magomedova, 2025).  

In the final stages of the life cycle, overall morbidity escalates dramatically and the clinical profile 

switches completely toward chronic, degenerative pathologies and specialized organ failures. The 

exponential rise in cardiovascular and metabolic conditions among senior citizens marks a permanent 

change in national healthcare needs (Zaho et al, 2024). Cardiovascular conditions become the primary 

source of illness and the dominant driver of institutional hospitalizations for the elderly. At the same 

time, senescence is characterized by linear escalations in musculo-skeletal disorders and degenerative 

organ failures—most notably ophthalmic conditions, which skyrocket to become the third most common 

cause of geriatric hospitalization. This predictable shifting of the disease burden demands a fundamental 

transition in health infrastructure, moving away from episodic, curative medical treatments and focusing 

instead on long-term disease management and specialized geriatric care (Gulis et al, 2025).  

The analysis also reveals a striking paradox when filtering health outcomes through a gender lens. 

Females experience a substantially higher overall morbidity burden than males. However, this trend 

completely reverses when examining institutional care, as men consistently exhibit higher rates of 

hospitalization across both rural and urban sectors. This stark dichotomy suggests that while women 

face a higher volume of day-to-day illness, structural, financial, or socio-cultural barriers may delay or 

compromise their access to inpatient hospital care Balla et al,2026).  

Beyond hospital access, the data reveals clear gender-specific biological and behavioural vulnerabilities. 

Men exhibit a much higher susceptibility to acute, high-impact clinical events. They experience greater 

rates of acute cardiac conditions, higher rates of cerebrovascular strokes, and are twice as likely as 

women to suffer from physical injuries and external trauma. This presentation aligns with higher 
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exposure to workplace hazards and risky behaviours (Stergiou-Kita etal,2015), while diabetes mellitus 

stands out as a drastically stronger metabolic driver of male illness. Conversely, women display a sharp, 

disproportionate susceptibility to structural and endocrine imbalances, highlighted by a massive surge 

in thyroid pathologies and a nearly double rate of musculo-skeletal disorders compared to men. Gender 

differences extend into neurology as well, where women experience a higher prevalence of chronic, 

debilitating headaches rather than acute strokes.  

Finally, the institutional medical data highlights how geography and infrastructure shape healthcare 

utilization. Urban populations face noticeably higher rates of inpatient hospital admissions than their 

rural counterparts. Rather than indicating that rural residents enjoy superior baseline health, this gap 

reflects better healthcare access, higher screening and diagnostic rates, and the compounding effects of 

lifestyle-related stress in urban centers (Cyr et al,2019)  

Across both geographical divides, infectious diseases remain the great equalizer, standing out as the 

leading cause of hospitalization with remarkable consistency and minimal variation between rural and 

urban spaces. However, chronic non-communicable threats show a distinct urban skew. Cardiovascular 

conditions, oncological admissions, and musculo-skeletal hospitalizations are all more pronounced in 

urban settings, reflecting the compounding effects of an aging urban demographic and lifestyle shifts 

(Cacciatore,2025). Conversely, psychiatric and neurological disorders buck the urban trend, requiring 

more clinical admissions in rural sectors. This crucial finding points to a severe gap in rural healthcare 

infrastructure, where a heavy mental health and neurological burden exist without the necessary 

specialized medical support to treat it effectively (Zhang et al,2024)  

In summary, the empirical results paint a picture of a nation navigating a complex, dual-burden 

healthcare reality. India is simultaneously battling traditional acute infections in its youth while 

managing an expanding wave of chronic, degenerative conditions in its aging population. Addressing 

these trends requires a life-stage-specific healthcare strategy: safeguarding early childhood from 

infectious risks, protecting young adults from trauma, and rapidly scaling up geriatric care. Concurrently, 

closing the gender gap between female morbidity and actual hospitalization remains a critical priority 

for equitable public health intervention, ensuring that the structural patterns translate into meaningful 

healthcare delivery for all demographics.  
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