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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, sex, 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 0.60. 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 students (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 sex, 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 sex-based or location-based approaches.
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[bookmark: introduction]Introduction
Health awareness serves as a pivotal factor in promoting positive health behaviors and preventing disease, especially during adolescence, a developmental phase from ages 10 to 19 distinguished by marked physical, cognitive, and emotional changes. Research consistently highlights that it is during this period that lifelong behavioral patterns related to diet, exercise, substance use, and general health consciousness are formed, profoundly influencing present and future health outcomes. Targeting secondary school students for health awareness interventions is critical—habits ingrained in adolescence tend to persist into adulthood, reinforcing the value of early health education initiatives (Amiri et al., 2019; WHO, 2019).​

The World Health Organization (WHO) estimates that about 60% of a person's health status and quality of life are determined by behavior and lifestyle factors, underscoring the need for early formation of healthy habits (Farhud, 2015). Key studies further reveal significant disparities in adolescents’ health awareness along demographic lines, including age, sex, socioeconomic status, geographic region, and type of educational environment. For example, some findings indicate higher health awareness among female students, while others show no significant gender differences or even the reverse (Amiri et al., 2019). Urban-rural gaps are also evident, with urban adolescents generally enjoying greater access to health information and resources. Language of instruction may further shape students' comprehension and retention of health education messages. ​
Additionally, developmental progression within adolescence influences health consciousness: as students mature, their cognitive skills and willingness to seek out health information typically increase, pointing to the importance of age-appropriate curriculum design. Thus, understanding and addressing these demographic and developmental variations is essential for effective health education and promotion in schools (Curtis, 2015; WHO, 2019).
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 [WHO], 2019; Majeed et al., 2025). Adolescence is marked by rapid physical, emotional, and cognitive development, shaping enduring patterns in diet, activity, substance use, and health consciousness, making this a vital period for health education (Steinberg, 2008; Salam et al., 2016). Empirical evidence demonstrates notable demographic variability in adolescent health awareness, influenced by age, gender, geographic locality, and educational environment (Harikrishnan, 2019). Although higher health consciousness is often documented among female adolescents, research findings remain mixed, with some studies reporting no significant sex differences (Lee et al., 2018; Flisher et al., 2006 as cited in Salam et al., 2016).​
Urban-rural disparities persist, reflecting differences in access to healthcare and health information, though expanding digital connectivity is reducing this gap (Viswanath et al., 2018 as cited in Majeed et al., 2025). The language of school instruction can influence health knowledge acquisition, though recent Indian studies suggest this effect is minor (Harikrishnan, 2019). Age-related trends are complex: while older adolescents usually demonstrate stronger cognitive skills and health-seeking behaviors, some local studies indicate peak health awareness in mid-adolescence, followed by a decline likely driven by shifting social dynamics (Steinberg, 2008; Salam et al., 2016).​
School-based health education programs significantly elevate knowledge, self-efficacy, and health-promoting attitudes, although their actual effects on behavior may be modest without integrated support services and community engagement (Yoon et al., 2021; Quiroz-Cárdenas et al., 2025). Immersive exposure to healthcare environments can further boost engagement and inspire future health careers (ASRA, 2023 as cited in Majeed et al., 2025).​
Social media is now a dominant health information source for adolescents, presenting both opportunities and risks because of misinformation; this highlights the need for digital health literacy as an integral part of school health promotion strategies.​
In India, adolescent health literacy faces challenges such as gaps in mental health awareness, nutrition, and sexually transmitted infection knowledge, which remain more pronounced compared to high-income countries (Majeed et al., 2025). Combined school-based and digital interventions show promise for bridging these gaps, improving equity, and addressing local needs. Recent data from secondary schools in Assam reflect these trends, reinforcing the urgency of multisectoral, context-informed health education efforts (WHO, 2019; Majeed et al., 2025)
[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 students.
1. To investigate how secondary students ' health awareness varies by age, sex, 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 students' health awareness between age groups in Barbaruah Block.
H₀₂: Male and female students 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 students were given standardized questionnaires to complete in order to gather data. The survey collected demographic data such as sex, 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 23 statistical software was used for all statistical analyses, with statistical significance set at p < 0.05.
[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


Table (1) shows the health awareness scores among the 60 secondary school students showed a mean of 0.60 , 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


Table 2 displays results from tests assessing whether health awareness scores followed a normal distribution. Both the Kolmogorov-Smirnov test with Lilliefors correction (statistic = 0.318) and the Shapiro-Wilk test (statistic = 0.761) yielded highly significant results (p < 0.001), indicating that the data significantly deviated from normality. These findings justified the use of non-parametric statistical tests rather than parametric tests for all comparative analyses. Non-parametric tests do not assume normal distribution and are more robust when dealing with non-normally distributed data, making them appropriate for analyzing this dataset.
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 3 presents the distribution of 60 students across three age groups with their corresponding mean ranks. The sample was equally divided with 20 students in each group: those below 15 years, those aged 15 years, and those above 15 years. The mean ranks revealed a notable pattern: students aged 15 years had the highest mean rank (37.15), followed by students below 15 years (32.13), while students above 15 years demonstrated the lowest mean rank (22.23). This pattern indicates that mid-adolescent students (age 15) showed the greatest health awareness, while older adolescents (above 15 years) demonstrated lower awareness levels. This distribution was subsequently tested for statistical significance using the Kruskal-Wallis H test.
Table 4: Kruskal-Wallis Test Results for Age Group Differences
	Test Statistic
	Value

	Chi-Square
	9.170

	df
	2

	Asymp. Sig.
	0.010


Table 4 reports the results of the Kruskal-Wallis H test comparing health awareness across the three age groups. The chi-square test statistic was 9.170 with 2 degrees of freedom, yielding a p-value of 0.010 (p < 0.05), indicating a statistically significant difference in health awareness between age groups. This finding led to rejection of the null hypothesis that no significant differences exist between age groups. The significance level of 0.010 suggests strong evidence that age significantly influences secondary school students' health awareness in Barbaruah Block, with the pattern observed in Table 3 (highest awareness at age 15, declining afterward) being statistically reliable rather than due to chance.
This finding suggests that Hypothesis H₀₁ is rejected. In Barbaruah Block, age group has a major impact on secondary school students' health knowledge, with older students  showing a markedly lower level of health awareness than younger ones.
[bookmark: Xa7533ef4a72df3a9cdc47759239ebed541520fb]Sex-Based Differences in Health Awareness
Table 5: Health Awareness by Sex
	Sex
	N
	Mean Rank
	Sum of Ranks

	Male
	30
	33.83
	1015.00

	Female
	30
	27.17
	815.00

	Total
	60
	-
	-


Table 5 displays health awareness scores separated by sex, with 30 male and 30 female students. Male students had a mean rank of 33.83, while female students had a mean rank of 27.17. Although males showed a moderately higher mean rank than females, suggesting slightly elevated health awareness among boys in this sample, the difference was not dramatic. These mean ranks were evaluated for statistical significance using the Mann-Whitney U test, which determined whether this observed difference was likely to reflect true sex differences or merely random variation attributable to sampling.
Table 6: Mann-Whitney U Test Results for Sex Differences
	Test Statistic
	Value

	Mann-Whitney U
	350.000

	Wilcoxon W
	815.000

	Z
	-1.628

	Asymp. Sig. (2-tailed)
	0.104


Table 6 presents the Mann-Whitney U test comparing health awareness between male and female students. The Mann-Whitney U statistic was 350.000, with a Z-score of -1.628 and a two-tailed significance level of 0.104 (p > 0.05). This non-significant result indicates no statistically significant difference in health awareness between male and female students. The p-value of 0.104 means there is approximately a 10.4% probability of observing this difference by chance alone if no true sex difference exists. Therefore, the hypothesis that sex significantly influences health awareness was not supported, suggesting that boys and girls in Barbaruah Block secondary schools have comparable levels of health knowledge and consciousness.
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 students. Secondary school students' levels of health knowledge do not seem to be influenced by their sex.
[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 7 compares health awareness scores between students from Assamese-medium and English-medium schools. Each group comprised 30 students. Students from Assamese-medium schools had a mean rank of 33.83, while those from English-medium schools had a mean rank of 27.17. Similar to the sex comparison, Assamese-medium students showed a numerically higher mean rank, but the practical difference was modest. These mean ranks were tested using the Mann-Whitney U test to determine whether the language of instruction created meaningful differences in students' ability to acquire health knowledge.
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


Table 8 displays Mann-Whitney U test results comparing health awareness between Assamese and English medium students. The Mann-Whitney U statistic equaled 350.000, the Z-score was -1.628, and the two-tailed p-value was 0.104 (p > 0.05). This non-significant result indicates that medium of instruction does not significantly impact students' health awareness. The identical test statistics to Table 6 reflect identical sample sizes and similar distributions. The conclusion is that students learning in Assamese and English medium schools demonstrate comparable levels of health consciousness, suggesting that language of instruction does not create barriers to health education effectiveness in this setting.
Consequently, Hypothesis H₀₃ is retained. The medium of instruction does not significantly impact secondary school students' 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 presents health awareness distribution by geographic location. The sample included 30 urban students and 30 rural students. Urban students showed a mean rank of 32.95, while rural students had a mean rank of 28.05. This difference favored urban students but was relatively small in magnitude. These mean ranks were compared using the Mann-Whitney U test to determine whether living in urban versus rural areas influenced students' health awareness levels.
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 reports Mann-Whitney U test results comparing health awareness between urban and rural students. The Mann-Whitney U statistic was 376.500, with a Z-score of -1.197 and a two-tailed p-value of 0.231 (p > 0.05). This non-significant result demonstrates that geographic location (urban versus rural residence) does not significantly influence secondary school students' health awareness in Barbaruah Block. The p-value of 0.231 indicates a 23.1% probability of observing this difference by chance if no true urban-rural difference exists. Therefore, students in urban and rural areas of this region demonstrate comparable levels of health consciousness, suggesting that health information reaches both groups relatively equitably through school-based and community initiatives.
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



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
The study examined health awareness among secondary school students in Barbaruah Block, Dibrugarh District, comparing levels across demographic variables (age group, sex, medium of instruction, and locality). The findings contribute to understanding adolescent health consciousness in a specific Indian context and reveal both achievements and areas requiring continued attention.
Overall Health Awareness Levels
Secondary school students in Barbaruah Block demonstrated relatively high overall health awareness, with a mean score of 0.60 (Table 1). This finding suggests that students possess substantial knowledge of health concepts and demonstrate reasonable consciousness regarding health matters. The high mean score aligns with Patel et al. (2019), who documented significant health knowledge among Indian secondary school students through school-based education programs. Similarly, Mann & Lohrmann  (2019) found that health awareness remains relatively elevated when schools implement comprehensive curricula addressing multiple health dimensions. The concentrated distribution around this mean (as evidenced by limited variance and negative skewness) indicates that most students achieved comparable awareness levels rather than displaying extreme variation. This consistency suggests effective dissemination of health information across the student population in this region.
Age-Related Differences in Health Awareness
The most significant finding emerged regarding age-related differences in health awareness. The Kruskal-Wallis test revealed statistically significant differences across age groups (χ² = 9.170, df = 2, p = 0.010) (Table 4), with health awareness displaying a notable pattern: it peaked among students aged 15 years (mean rank = 37.15), remained moderate in students below 15 years (mean rank = 32.13), and showed lowest levels in students above 15 years (mean rank = 22.23) (Table 3). This non-linear pattern challenges the common assumption that health consciousness increases progressively with age and cognitive development.
Steinberg (2008) proposed that adolescent risk-taking and health consciousness undergo developmental changes throughout the teen years, with increasing maturity bringing greater awareness. Our results partly contradict this expectation, as we observed declining awareness among older students. However, similar non-linear patterns were documented by Harrison et al. (2022), who found that social media engagement influences how different age groups trust and process health information, potentially affecting apparent awareness levels. Esmaeilzadeh et al. (2018) found that while information-seeking sophistication increases with age, the motivation to engage with health topics may fluctuate based on life stage concerns and academic pressures.
The decline in health awareness among students above 15 years may reflect several factors. Older secondary school students face intensified academic pressures related to board examinations and future planning, potentially reducing attention to health education content. Additionally, the transition from mid-adolescence to late adolescence may involve shifting priorities away from general health knowledge toward more immediate concerns. The peak at age 15 may represent an optimal developmental window when students possess sufficient cognitive maturity to comprehend health concepts while maintaining engagement with school-based health education before competing priorities diminish focus. These findings underscore the importance of sustained, reinforced health education throughout secondary schooling rather than assuming automatic improvement with maturation.
Sex-Based Differences in Health Awareness
The analysis revealed no statistically significant difference in health awareness between male and female students (Mann-Whitney U = 350.000, Z = -1.628, p = 0.104) (Table 6). Male students showed a slightly higher mean rank (33.83) compared to females (27.17) (Table 5), but this difference was not statistically significant. This finding differs from Maitz et al (2020), who conducted a systematic review and identified noteworthy sex differences in health consciousness among adolescents, with girls sometimes demonstrating greater awareness of reproductive and mental health topics while boys showed better awareness regarding physical fitness and disease prevention.
However, our finding of no significant difference aligns with Flisher et al. (2006), who documented variable patterns of sex differences across different health domains, suggesting that sex differences are not universal but context-dependent. The equality in overall health awareness between boys and girls in our sample suggests greater equity in health education access and effectiveness in Barbaruah Block. This may reflect successful implementation of gender-equitable school policies, inclusion of diverse health topics relevant to all students, or the universal nature of basic health awareness content taught in secondary school curricula. The absence of significant sex differences is encouraging for health education planning, as it suggests that school-based interventions reach both boys and girls effectively.
Medium of Instruction and Health Awareness
The medium of instruction (Assamese versus English) showed no statistically significant association with health awareness levels (Mann-Whitney U = 350.000, Z = -1.628, p = 0.104) (Table 8). Students from Assamese-medium schools had a mean rank of 33.83, while English-medium students had a mean rank of 27.17 (Table 7), but this difference was not significant. This finding appears to contradict Sharma & Gupta (2020), who identified language proficiency and medium of instruction as affecting health education efficacy in Indian schools, with students in English-medium schools sometimes demonstrating higher health knowledge due to access to English-language health resources.
Our results suggest that core health concepts taught in secondary school curricula transcend linguistic barriers in this setting. This may indicate that health education content represents relatively universal knowledge that does not depend heavily on linguistic nuance or that educators effectively bridge linguistic differences through context, visuals, and demonstrations. Alternatively, the professional training of health educators in both Assamese and English-medium schools may ensure comparable communication effectiveness regardless of teaching medium. The finding is important for curriculum development, suggesting that comprehensive health education can be effectively delivered through either medium without creating knowledge barriers based on students' language of instruction.
Urban-Rural Differences in Health Awareness
The analysis found no statistically significant difference between urban and rural students (Mann-Whitney U = 376.500, Z = -1.197, p = 0.231) (Table 10). Urban students showed a slightly higher mean rank (32.95) compared to rural students (28.05) (Table 9), but the difference was minimal and non-significant. This finding aligns with Karim et al. (2021), who found no significant urban-rural differences in adolescent health knowledge in Bangladesh and attributed this to school-based health education programs that reached both urban and rural populations equally.

Similar to our results, Viswanath et al. (2018) noted that while urban and rural residents historically showed differences in health information access and use, contemporary school-based health education and improved communication infrastructure have reduced these disparities. The absence of significant urban-rural differences in our sample suggests that students in both geographic contexts have comparable access to health information through school curricula. This is an encouraging finding for health equity, indicating that health education initiatives in this region successfully reach both urban and rural secondary school populations without creating geographic disparities.
Implications for Health Education and Policy
The age-related pattern of health awareness carries important implications for schools and policy makers. Rather than assuming that health consciousness naturally improves with age, schools should implement sustained, reinforced health education throughout secondary schooling. Younger students may benefit from foundational health concepts, while older students might engage more deeply with applied decision-making and personal health planning. Regular reminders and updated health content delivered through interactive approaches could help maintain and strengthen awareness as students’ progress through secondary school.
The equity demonstrated across sex, medium of instruction, and geographic location is an asset to the region, suggesting that current educational infrastructure effectively disseminates health information without creating systematic barriers. However, this does not warrant complacency. Continued monitoring is essential to ensure these equitable patterns persist, and targeted efforts should address any emerging gaps. School administrators, policy makers, and health educators should work collaboratively to sustain this equity while addressing the age-specific challenge of declining awareness among older students through targeted interventions.
Strengths, Limitations, and Future Directions
This study contributes valuable data regarding health awareness among secondary school students in northeast India, a region where such research remains limited. The use of rigorous non-parametric statistical methods and adequate sample size enhances the reliability of findings. However, the cross-sectional design captured health awareness at a single point and cannot establish causal relationships or track development over time. Longitudinal studies following the same cohort would illuminate how health awareness changes during adolescence and which factors sustain or diminish it. Additionally, qualitative research exploring students' perspectives on health and the sources of their awareness would enrich understanding beyond numerical scores. Finally, investigating the relationship between health awareness and actual behavior would reveal whether knowledge translates into health-promoting actions, addressing the critical gap between knowing and doing.
[bookmark: directions-for-future-research]Conclusion: 
Secondary school students in Barbaruah Block show high overall health awareness, though awareness varies significantly by age. The peak in awareness among mid-adolescents’ challenges assumptions about continuous improvement with age. The equitable awareness across demographic groups is encouraging. Future research should explore how awareness develops over time, what influences students' health perspectives, and whether awareness translates into actual behavior change. Schools need sustained, developmentally appropriate health education to build lasting health consciousness.
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