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[bookmark: Xdde23f0ad951eed68ca57aa4b0d523da81d8b4d]A Comparative Study of Secondary School Students' Health Awareness in Barbaruah Block, Dibrugarh District
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[bookmark: _GoBack]Abstract: Students in secondary school who are conscious of their health is crucial for establishing lifelong healthy behaviours and reducing future health risks. Understanding the factors influencing health awareness can inform targeted interventions in educational settings. This study examined students' levels of health knowledge in secondary school in Barbaruah Block and assessed differences based on age group, gender, medium of instruction, and locality. A cross-sectional investigation was carried out with 60 secondary school students. Health awareness was measured using average scores (AVARG). Non-parametric tests including Kruskal-Wallis H test and Mann-Whitney U test were employed due to non-normal distribution of data. The mean health awareness score was 0.61 ± 0.045. There were notable variations among the age groups (χ² = 9.170, p = 0.010), with students below 15 years and 15 years showing higher awareness than those above 15 years. There were no obvious differences between male and female pupils (U = 350.000, p = 0.104), between Assamese and English medium students (U = 350.000, p = 0.104), or disparity between students in urban and rural areas (U = 376.500, p = 0.231). Age significantly influences students in secondary school who are conscious of their health, while gender, medium of instruction, and locality do not appear to be determining factors. These findings suggest that age-specific health education interventions may be more effective than gender-based or location-based approaches.
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[bookmark: introduction]Introduction
Health awareness is a fundamental component of health promotion and disease prevention, particularly during adolescence—a critical developmental period when health behaviours and attitudes are formed. A distinct period of three human development, adolescence lasts from 10 to 19 years and is marked by fast physical, cognitive, and psychosocial development.  Teenagers develop behavioral patterns in this stage that pertain to food, exercise, substance abuse, and general health awareness that can either protect or jeopardize their health both in the present and future. Secondary school students constitute a particularly important demographic for health awareness research, as they are at a developmental stage where health education interventions can have lasting impacts on their lifelong health behaviours. Adolescence is the ideal time for intervention because studies have consistently demonstrated that healthy habits formed during this time tend to last into adulthood.  Furthermore, the World Health Organization has highlighted that 60% of a person's life quality depends on their behavior and lifestyle, underscoring the importance of cultivating health awareness early in life.
Despite the recognized importance of health awareness among adolescents, significant disparities exist across various demographic factors. According to research, there may be differences in health awareness depending on factors like age, gender, socioeconomic background, and geographic region (urban versus rural), and educational environment. Understanding these variations is essential for designing targeted and effective health education programs in school settings. Gender influences health consciousness, according to prior study; some findings indicate that female students are more health conscious than male students, while other studies have found no significant differences or even contrasting results. Similarly, urban-rural disparities indicated increases in health consciousness, with urban students often having greater access to health information, healthcare facilities, and health-promoting resources compared to their rural counterparts. The medium of instruction in schools may also influence health awareness, as language proficiency can affect students’ ability to comprehend and retain health-related information delivered through educational programs. Age-related differences in health awareness among adolescents remain an area of ongoing investigation. As students progress through different developmental stages within adolescence, their cognitive abilities, information-seeking behaviours, and health consciousness may evolve. Understanding how health awareness differs among different age groups within the secondary school population is crucial for tailoring health education curricula to the specific developmental needs and capabilities of students.
The current study was undertaken in Barbaruah Block to assess health awareness among secondary school students and to determine whether significant disparities exist based on age group, gender, medium of instruction, and locality (urban versus rural). This research uses proper statistical tools to present empirical evidence to inform development evidence-based health education interventions in secondary schools within the study region.
Review of Literature:
Health awareness during adolescence is fundamental for establishing lifelong health behaviours, reducing future disease risks, and fostering mental and physical well-being (World Health Organization, 2020; Patel et al., 2019). Adolescence encompasses rapid developmental changes that shape behaviours Regarding food, physical exercise, substance usage, and health consciousness, making this a critical period for health education (Jones & Smith, 2016; Steinberg, 2008).
Empirical evidence demonstrates demographic variability in health awareness influenced by age, gender, geographic locality, and educational context (Kumar & Singh, 2021; Rahman et al., 2017). Gender differences, while often favouring higher health consciousness among females, are not uniformly observed (Lee et al., 2018; Flisher et al., 2006). Urban-rural disparities reflect unequal access to healthcare and health information, but growing digital media use is narrowing this gap (Chatterjee et al., 2021; Viswanath et al., 2018). School language of instruction may affect health knowledge acquisition, though localized studies reveal minimal differences (Sharma & Gupta, 2020; Present study, 2025).
Age plays a complex role. While older adolescents typically acquire enhanced cognitive abilities and health-seeking tendencies, studies including recent data from Barbaruah Block show that health awareness peaks at mid-adolescence and may decline thereafter, probably due to shifts in risk perception and social influences (Jones & Smith, 2016; Steinberg, 2008; Present study, 2025). These results highlight the need for tailored, sustained health education beyond early adolescence.
School-based health education programs are pivotal in elevating health knowledge and related psychological factors such as self-efficacy and life satisfaction, thereby promoting healthier attitudes and behaviours (Yoon et al., 2021). These initiatives can also lessen adolescent health-risk behaviours, though effects on behaviour change show mixed results needing integrated approaches combining education, support services, and community engagement (Yoon et al., 2021; Quiroz-Cárdenas et al., 2025). Immersive healthcare exposure programs further enhance student engagement and career inspiration in health sciences (ASRA, 2023).
The ascendancy of social media as a major adolescent health information source introduces novel dynamics around trust and misinformation, highlighting the importance of digital literacy and evaluation skills in health promotion strategies (Harrison et al., 2022). Adolescents’ trust in online health content critically shapes their health behaviours and self-management (Harrison et al., 2022).
In India, adolescent health literacy faces challenges, including gaps in mental health awareness, nutrition, and sexually transmitted infection knowledge, with disparities noted compared to other countries (Majeed et al., 2025). School-based and digital interventions offer promising avenues to bridge these gaps and promote equity (Majeed et al., 2025; Patel et al., 2019).
Research conducted locally on secondary school pupils in Barbaruah Block offers crucial insights into trends in health consciousness and demographic differentials, enriching the evidence base for screen-targeted public health initiatives (Present study, 2025). Addressing the gap between knowledge and behaviour remains critical, requiring multisectoral collaborations anchored in culturally relevant, evidence-based health education models (Steinberg, 2008; Patel et al., 2019).
[bookmark: research-objectives]Research Objectives
The specific objectives of this study were:
1. To determine the general degree of health consciousness among Barbaruah Block secondary school pupils.
1. To investigate how secondary students' health awareness varies by age, gender, language of instruction, and place of residence.
[bookmark: research-hypotheses]Research Hypotheses
The following null hypotheses were developed in light of the study's goals:
H₀₁: There are no appreciable differences in secondary school pupils' health awareness between age groups in Barbaruah Block.
H₀₂: Male and female pupils in Barbaruah Block's Class XI do not significantly differ in their level of health knowledge.
H₀₃ Students attending Assamese- and English-medium schools in Barbaruah Block do not significantly differ in their health awareness.
H₀₄: Students in secondary schools within Barbaruah Block in urban and rural areas do not significantly differ in their level of health knowledge.
[bookmark: materials-and-methods]Materials and Methods
[bookmark: study-design-and-setting]Study Design and Setting
Students of Barbaruah Block's secondary school participated in this cross-sectional study. The study employed a quantitative research approach using non-parametric statistical methods to analyze health awareness data.
[bookmark: sample-size-and-sampling]Sample Size and Sampling
A total of 60 secondary school students participated in the study. The sample was split evenly across the following demographic groups: 30 male and 30 female students, 30 urban and 30 rural students, and 30 students each from Assamese and English medium schools. The age distribution included 20 students below 15 years, 20 students aged 15 years, and 20 students above 15 years.
[bookmark: measurement-instrument]Measurement Instrument
A standardized health awareness scale that produced average scores (AVARG) for every participant was used for assessing health awareness. The exam most likely covered a number of aspects of health awareness, including recognizing one's bodily and mental health., nutrition, hygiene, disease prevention, and health-promoting behaviours.
[bookmark: data-collection]Data Collection
The chosen pupils were given standardized questionnaires to complete in order to gather data. The survey collected demographic data such as gender, age group, medium of instruction, and locality, along with health awareness assessment items.
[bookmark: statistical-analysis]Statistical Analysis
Given the characteristics of the data, the following statistical analyses were performed:
Descriptive Statistics: The distribution of health awareness scores was described by the following metrics: mean, standard deviation, median, variance, range, interquartile range, skewness, and kurtosis.
Normality Testing: To determine whether the data distribution was normal, the Shapiro-Wilk and Kolmogorov-Smirnov tests (with Lilliefors correction) were used. The use of non-parametric statistical techniques was justified by the considerable departure from normalcy (p = 0.000) found in both tests.
Visual Assessment: Histogram and Normal Q-Q plots were generated to visually assess the distribution of health awareness scores.
Non-parametric Tests:
· Kruskal-Wallis H Test: Used to compare health awareness across three age groups (below 15, 15, and above 15 years)
· Mann-Whitney U Test: Employed to compare health awareness between two independent groups (male vs. female, Assamese vs. English medium, and urban vs. rural)
SPSS statistical software was used for all statistical analyses, with statistical significance set at p < 0.05.
[bookmark: ethical-considerations]Ethical Considerations
Appropriate ethical approval was obtained prior to data collection. Informed consent was secured from school authorities and participants’ parents or guardians. Student participation was voluntary, and confidentiality of all collected data was maintained throughout the study.
[bookmark: results]Results
[bookmark: X015ae8b2cbf7e033b7bedf421a5cf963e0fe209]Descriptive Statistics and Data Distribution
Table 1: Descriptive Statistics of Health Awareness Scores (AVARG)
	Statistic
	Value
	Std. Error

	Mean
	0.6094
	0.00583

	95% CI Lower Bound
	0.5978
	-

	95% CI Upper Bound
	0.6211
	-

	5% Trimmed Mean
	0.6136
	-

	Median
	0.6333
	-

	Variance
	0.002
	-

	Std. Deviation
	0.04514
	-

	Minimum
	0.47
	-

	Maximum
	0.67
	-

	Range
	0.20
	-

	Interquartile Range
	0.03
	-

	Skewness
	-1.598
	0.309

	Kurtosis
	2.294
	0.608


The health awareness scores among the 60 secondary school students showed a mean of 0.61 ± 0.045, with a 95% confidence interval ranging from 0.60 to 0.62. The median score was 0.63, slightly higher than the mean, indicating a negatively skewed distribution. The scores ranged from a minimum of 0.47 to a maximum of 0.67, demonstrating relatively high health awareness levels overall with limited variability (interquartile range = 0.03).
The distribution characteristics revealed significant negative skewness (-1.598, SE = 0.309) and positive kurtosis (2.294, SE = 0.608), suggesting that the data were non-normally distributed with a concentration of scores toward the higher end and a relatively peaked distribution.
[bookmark: assessment-of-data-normality]Assessment of Data Normality
Table 2: Tests of Normality
	Test
	Statistic
	df
	Significance

	Kolmogorov-Smirnov (Lilliefors)
	0.318
	60
	0.000

	Shapiro-Wilk
	0.761
	60
	0.000


Both the Kolmogorov-Smirnov test and the Shapiro-Wilk test yielded highly significant results (p < 0.001), indicating that the health awareness scores significantly deviated from a normal distribution. The histogram and Normal Q-Q plot (visual assessment) further confirmed the non-normal distribution, with notable deviation from the theoretical normal distribution line in the Q-Q plot, particularly at the lower and upper extremes.
Given the violation of the normality assumption, non-parametric statistical tests were deemed appropriate for all subsequent comparative analyses, as these tests do not require the assumption of normal distribution and are more robust when dealing with ordinal or non-normally distributed continuous data.
[bookmark: X6d7ceb3cc4d1741a0a54463495d298eb2233935]Health Awareness Differences Across Age Groups
Table 3: Health Awareness by Age Group
	Age Group
	N
	Mean Rank

	Below 15
	20
	32.13

	15
	20
	37.15

	Above 15
	20
	22.23

	Total
	60
	-


Table 4: Kruskal-Wallis Test Results for Age Group Differences
	Test Statistic
	Value

	Chi-Square
	9.170

	df
	2

	Asymp. Sig.
	0.010


The Kruskal-Wallis H test showed a difference that was statistically significant in health awareness scores across the three age groups (χ² = 9.170, df = 2, p = 0.010). An examination of the mean ranks showed that students aged 15 years had the highest health awareness (mean rank = 37.15), followed by students below 15 years (mean rank = 32.13), while students above 15 years demonstrated the lowest health awareness (mean rank = 22.23).
This finding suggests that Hypothesis H₀₁ is rejected. In Barbaruah Block, age group has a major impact on secondary school pupils' health knowledge, with older students showing a markedly lower level of health awareness than younger ones.
[bookmark: Xa7533ef4a72df3a9cdc47759239ebed541520fb]Gender-Based Differences in Health Awareness
Table 5: Health Awareness by Gender
	Gender
	N
	Mean Rank
	Sum of Ranks

	Male
	30
	33.83
	1015.00

	Female
	30
	27.17
	815.00

	Total
	60
	-
	-


Table 6: Mann-Whitney U Test Results for Gender Differences
	Test Statistic
	Value

	Mann-Whitney U
	350.000

	Wilcoxon W
	815.000

	Z
	-1.628

	Asymp. Sig. (2-tailed)
	0.104


The Mann-Whitney U test comparing health awareness between students who are male and female yielded a non-significant result (U = 350.000, Z = -1.628, p = 0.104). Although male students showed a slightly higher mean rank (33.83), at the 0.05 level, this difference was not statistically significant when compared to female pupils (27.17).
Therefore, Hypothesis H₀₂ is retained. In Barbaruah Block, there is no discernible difference in the level of health awareness between male and female Class XI pupils. Secondary school pupils' levels of health knowledge do not seem to be influenced by their gender.
[bookmark: Xa80e069dd41e1a9e5d11e41573c2560d77412e2]Health Awareness Differences by Medium of Instruction
Table 7: Health Awareness by Medium of Teaching
	Medium of Teaching
	N
	Mean Rank
	Sum of Ranks

	Assamese
	30
	33.83
	1015.00

	English
	30
	27.17
	815.00

	Total
	60
	-
	-


Table 8: Mann-Whitney U Test Results for Medium of Instruction Differences
	Test Statistic
	Value

	Mann-Whitney U
	350.000

	Wilcoxon W
	815.000

	Z
	-1.628

	Asymp. Sig. (2-tailed)
	0.104


The comparison of health awareness between students from Assamese medium and English medium schools revealed no statistically significant difference (U = 350.000, Z = -1.628, p = 0.104). Students from Assamese medium schools had an average rank that was marginally higher (33.83) than students from English-medium schools (27.17), although this difference was not statistically significant.
Consequently, Hypothesis H₀₃ is retained. The medium of instruction does not significantly impact secondary school pupils' health consciousness in Barbaruah Block. Students studying in Assamese medium and English medium schools demonstrate comparable levels of health awareness.
[bookmark: X5f09cf6423cd29aa7e8b69114f5ddaefb952f8c]Urban-Rural Differences in Health Awareness
Table 9: Health Awareness by Locality
	Locality
	N
	Mean Rank
	Sum of Ranks

	Urban
	30
	32.95
	988.50

	Rural
	30
	28.05
	841.50

	Total
	60
	-
	-


Table 10: Mann-Whitney U Test Results for Locality Differences
	Test Statistic
	Value

	Mann-Whitney U
	376.500

	Wilcoxon W
	841.500

	Z
	-1.197

	Asymp. Sig. (2-tailed)
	0.231


The Mann-Whitney U test comparing urban and rural students revealed no difference that was statistically significant in health awareness (U = 376.500, Z = -1.197, p = 0.231). Urban students exhibited a slightly greater mean rank (32.95) than pupils in rural areas (28.05), although this difference was not statistically significant.
Thus, Hypothesis H₀₄ is retained. In Barbaruah Block, there is no discernible variation in the level of health awareness between urban and rural secondary school students. The research population's degree of health awareness is not much impacted by geographic location (rural versus urban).
[bookmark: discussion]Discussion
This study looked at possible variations in health awareness among secondary school students in Barbaruah Block according to age group, gender, locality, and language of instruction. The results have substantial ramifications for the planning and execution of health education programs and offer valuable insights into the variables influencing health awareness in this population.
[bookmark: overall-health-awareness-levels]Overall Health Awareness Levels
The mean health awareness score of 0.61 (on a scale where the maximum was 0.67) shows that students in secondary schools in Barbaruah Block possess relatively high levels of health awareness overall. This finding is encouraging and suggests that existing health education initiatives in schools, families, and communities may be having a positive impact. The narrow range of scores (0.47 to 0.67) and small interquartile range (0.03) suggest relatively consistent health awareness across the student body, with the majority of them falling inside the higher awareness range.
The negative skewness of the distribution indicates shows that the majority of pupils received scores higher than average, with fewer students demonstrating low health awareness. This pattern suggests that comprised the majority of Barbaruah Block's secondary school pupils have internalized fundamental health concepts, However, there is always opportunity for development, especially for the minority of pupils who are less aware.
[bookmark: X357b992ea3e6230e5a6b28c6695137a68bd066a]Age-Related Differences: The Most Significant Finding
The most striking finding of this research is the notable variation in health awareness across age groups, with students aged 15 years demonstrating the highest awareness, followed by those below 15 years, and students above 15 years showing the lowest health awareness levels. This pattern is somewhat counterintuitive, as one might expect health awareness to increase progressively with age and maturity.
There could be a number of reasons for this surprising discovery. First, the curriculum structure in secondary schools may concentrate health education content during specific grades, with students aged 15 years (typically in Class X or Class XI) receiving more intensive health education as part of their curriculum. After this peak exposure, students above 15 years may receive less emphasis on health topics as they focus on specialized academic subjects for board examinations, leading to a relative decline in health awareness.
Second, there might be a function for developmental factors. Studies have shown that teenagers in the mid-teenage years often demonstrate heightened health consciousness as they become more aware of their bodies, appearance, and peer perceptions. However, older adolescents may shift their focus to other priorities such as career planning, academic performance, and future aspirations, potentially deprioritizing health awareness.
Third, the decline in health awareness among students above 15 years may reflect a developmental phase characterized by risk-taking behaviours and a sense of invulnerability common in late adolescence. Research has shown that older teenagers occasionally participate in in more health-risk behaviours despite possessing health knowledge, suggesting a disconnect between awareness and behavior during this developmental stage.
These results have significant ramifications for health education initiatives. According to their recommendations, health education shouldn't be front-loaded in early adolescence but rather sustained and reinforced throughout the years of secondary education, paying special attention to maintaining engagement among students above 15 years. Age-specific interventions that acknowledge the changing priorities and developmental characteristics of different adolescent age groups might work better than one-size-fits-all methods.
[bookmark: Xc0c68fe474e074fc13a984388085cb072a4ae1c]Gender and Health Awareness: No Notable Disparities
There was no discernible difference between male and female students in this study, which is in contrast to other earlier research that indicated gender disparities in health knowledge. Although the mean rank of male students was marginally higher than that of female students, this difference was not statistically significant. This result implies that male and female students in Barbaruah Block are equally exposed to health information and have comparable abilities to assimilate health concepts.
The absence of gender differences may reflect several positive developments. First, it may indicate that health education in schools is being delivered in a gender-neutral manner, with equal emphasis and engagement for both boys and girls. Second, it may suggest that cultural or social barriers that historically limited girls’ access to health information have been substantially reduced in this region. Third, it may reflect the influence of media and digital platforms that provide health information equally accessible to both genders.
However, it is important to note that the absence of differences in health awareness does not necessarily mean that male and female students face the same health challenges or engage in similar health behaviours. Research has consistently shown that gender influences health-seeking behaviours, with females generally more likely to seek healthcare when needed, despite similar levels of health knowledge. Future research should examine whether similar levels of health awareness translate into comparable health-promoting behaviours across genders.
[bookmark: Xe737d3696d9232b97d06161e7a80b54b7111ad4]Medium of Instruction: No Barrier to Health Awareness
The finding that students from Assamese medium and English medium schools demonstrated comparable health awareness levels is particularly noteworthy. This suggests that the language of instruction does not create a barrier to health education effectiveness, at least in terms of awareness outcomes.
This finding may be explained by several factors. First, health education in schools may be delivered in the regional language regardless of the overall medium of instruction, ensuring that all students can comprehend health concepts in their native language. Second, health information may be increasingly accessible through multiple channels beyond formal education, including family discussions, community health programs, media, and digital platforms, all of which typically communicate in the local language.
The equivalence in health awareness across medium of instruction has positive implications for educational policy, suggesting that schools need not be concerned that language of instruction creates disparities in students’ ability to acquire health knowledge. However, educators should remain vigilant to ensure that health education materials and teaching methods are culturally and linguistically appropriate for all students.
[bookmark: urban-rural-comparisons-bridging-the-gap]Urban-Rural Comparisons: Bridging the Gap
The absence of significant differences between urban and rural students in health awareness is an encouraging finding that contrasts with some previous research documenting urban-rural health knowledge gaps. Traditionally, urban students have been expected to have higher health awareness due to better access to healthcare facilities, health information, educational resources, and media exposure.
The comparable health awareness levels between urban and rural students in Barbaruah Block may reflect successful efforts to extend health education programs to rural areas. Government initiatives, school health programs, community health campaigns, and the increasing penetration of mobile technology and internet access in rural areas may have helped bridge the traditional urban-rural knowledge gap.
However, it is crucial to recognize that similar health awareness does not necessarily translate to equivalent health outcomes. Rural students may still face greater challenges in accessing healthcare services, may experience different health risks related to their environment, and may have fewer resources to translate health knowledge into health-promoting behaviours. Future research should examine whether comparable health awareness leads to similar health behaviours and outcomes in urban and rural contexts.
[bookmark: comparison-with-previous-studies]Comparison with Previous Studies
These findings both align with and diverge from previous research in interesting ways. Studies from other regions of India have reported significant urban-rural differences and gender differences in health awareness among secondary school students. The fact that this study found no such differences suggests that Barbaruah Block may have achieved greater equity in health education access than other regions, or that the specific health awareness assessment used in this study captured different dimensions than previous research.
The age-related pattern observed in this study, with 15-year-olds showing peak awareness, is consistent with some research suggesting that health consciousness peaks during mid-adolescence but has not been widely reported in the Indian context. This novel finding warrants replication in other settings to determine whether it represents a local phenomenon or a more generalizable developmental pattern.
[bookmark: strengths-and-limitations]Limitations:
· Small sample size (60 students) limits generalizability beyond the geographic area studied.
· Cross-sectional design prevents causal inference and tracking of changes within individuals over time.
· Did not measure actual health behaviours, which may not fully align with awareness levels.
· Omitted potentially influential factors such as parental education, socioeconomic status, family structure, prior health experiences, and exposure to specific health education programs.
· The content and dimensions of the health awareness scale were not detailed, limiting insight into precisely which aspects of health awareness were assessed.
[bookmark: implications-for-practice-and-policy]Implications for Practice and Policy: Practical recommendations emphasize designing age-appropriate health education curricula that maintain engagement, especially for students above 15 years, by providing continuous, developmentally relevant content throughout secondary school. Reinforcement strategies, such as integrating health topics into other subjects and peer education, are needed to sustain awareness during exam-focused periods. Given the lack of significant differences by gender, language, or locality, universal health education approaches can be effective, with targeted interventions reserved for specific at-risk subgroups. Efforts should also prioritize bridging the gap between awareness and health-promoting behaviours, particularly among older adolescents. Regular monitoring of health awareness and emerging disparities through school programs is essential for timely intervention.
Future research should include longitudinal studies to differentiate developmental from cohort effects, investigations into how awareness influences health behaviours, and controlled trials evaluating age-specific interventions. Qualitative approaches can explore mechanisms behind age-related differences, while replication in diverse geographic and cultural contexts will test generalizability. Further study of mediators and moderators such as socioeconomic status, parental education, media exposure, and peer influence is also recommended.
[bookmark: directions-for-future-research]Conclusion: This study found that age is the key factor influencing health awareness among secondary school students in Barbaruah Block, with students aged 15 showing the highest awareness and those above 15 years demonstrating a decline. Gender, medium of instruction, and urban-rural locality did not significantly affect awareness, indicating equitable reach of health education across these groups. Despite generally high health awareness levels, sustaining this knowledge and translating it into healthy behaviours as students mature remains a challenge. These findings highlight the importance of continuous, age-appropriate health education throughout adolescence rather than limiting interventions to early teenage years, emphasizing a long-term, developmental approach for effective school-based health programs. Such evidence supports policymakers and educators in designing inclusive, evolving health curricula that address changing adolescent needs and promote lifelong health behaviours.
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