
INTRODUCTION

The present decade is of the strong, healthy family.

This is an exciting trend and can be expected to continue

to grow and flourish. Family life education materials are

increasingly positive in nature. A wide range of positive

growth oriented resources are available on all aspects

(Personal hygiene, Nutrition and Health, Gender

sensitivity, Family planning, Maternal and Child Care,

HIV/AIDS and Physical and emotional health) of family

life and interaction. Family life education is educational

efforts to strengthen individual and family life through a

family perspective. Family life education program help

them to develop a favorable attitude towards family life.

These are the people who will be taking decision in

immediate future regarding marriage and reproductive

behavior. Fertility behavior in India, as anywhere else, is

subject to socio-economic condition as well religious and
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ABSTRACT

Rural women of Haryana in particular play many social and economic roles inside as well as outside the home. They are

fully participate in economic like across all sector is essential to build stronger economics achieve internationally

agreed goals for development and sustainability and improve the quality of life for women, men, families and communities.

As we all know about India is male dominated country where male are dominated in every areas and women are forced

to be responsible for only family care and live in the home including other many restrictions. Empowerment in the

context of women development is a way of defining, challenging and overcoming barriers in women’s life through

which she increase her ability to shape her life and empowerment. They have poor health status which may be due to

various reasons such as poor knowledge, lack of accessibility to health care facilities etc. But among all the reasons of

poor health of women are leading reason is poverty. There are obstacles, deficits and threats of health inherent in

poverty, such as lack of basic necessities, isolation from information, deep customs and religion, which give birth to

superstition and many more. Present research paper was conducted to elicit information about rural woman regarding

their knowledge on family life aspects and educating them to improve their status on latest and scientific family life

education. The study was conducted in Eastern and Southern zone of Haryana state on 300 women of 20-30 years from

four villages. The knowledge of the women on family life education was judged using self-developed inventory on

family life aspects.
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cultural tradition. Not only is the fertility decision of couples

influenced by a wide range of factors such as education,

the position of women and their participation in the work

force ,economic condition, urbanization, social security

system and so on, but it differs between husband and

wife and between urban and rural areas.

Women in the family play a pivotal role in improving

the quality of family life as they constitute one third of

country’s economically active population. Educationist

considered as one of the most potent instruments of

peaceful social change also a significant means to develop

among individual ability of self-actualization and self-

realization. Along with poverty, illiteracy among women

cannot be put aside which mean due to lack of education

there is lack of awareness among women are regarding

health and nutrition. Today also, women are careless about

their health, no matter whether they are illiterate or literate.
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Knowledge enables these women to evaluate the situation

and make safe choice based on well developed sense of

life. In rural areas, women are ignorant about latest

information on different components of family life, non

availability of time due to involvement in agriculture and

other activities. It is basically aim to providing information

through adjustment, decision-making, problem-solving,

critical thinking and interpersonal relationship.

Women empowerment would improve the health

status. Enhancement of women education and promotion

of women mobility will enable them to take own decision

about reproductive health and availing of services by

themselves. Women’s health needs to be broadened to

reach beyond the reproductive and maternal health

incorporating mental and physical health across the life

cycle. ‘Health for All’ as applied to the women of India,

remains a distant dream. Women are living in culture of

silence that affects their reproductive illness and their

treatment seeking behavior. Globally as well as in India

reproductive health is still the point of widest concern.

The present study was conducted with objective is to

enrich and improve the quality of women and family.

METHODOLOGY

The study was carried out in Rohtak and Bhiwani

district of Haryana state randomly selecting a total sample

of 300 women in the age group of 20-30 years. Two

villages from each district i.e. Kanni and Shangi from

Rohtak and Mehrra and Badeshravillades from Bhiwani

district were selected randomly. From each village, 75

women were selected randomly. Knowledge towards

health education was divided into seven major sub- aspects

i.e. personal hygiene, nutrition and health family planning,

maternal and childcare, HIV/AIDS and physical and

emotional health and age at marriage. For assessing

knowledge in sub- aspects, three levels (i.e. low,

moderate and high) were formed on the basis of

achievable scores. The data was collected through

personal visits. Rapport was established with the

respondents before conducting the interview. The data

were collected were classified and tabulated in

accordance with requirement of the objective to arrive

at meaningful and relevant inferences.

RESULTS AND DISCUSSION

Personal and socio-economic profile Rohtak and

Bhiwani district respondents.

Personal profile:

To gather the background information of the rural

women, self developed interview schedule was used

and data gathered were tabulated and computed for

frequency distribution and percentages. Table 1

displays equal number of respondents (150 each) which

were purposively selected from Rohtak and Bhiwani

district. Respondents belonged to two villages from

each district.

Table 1 :  Personal and socio-economic profile of Rohtak and Bhiwani district respondents 

Variables Rohtak 

N=150 

Bhiwani 

N=150 

Total 

N=300 

Age of respondents 

20-23years 

24-27years 

28-30years 

 

54(36.00) 

52(34.67) 

44(29.33) 

 

55(36.67) 

58(38.67) 

37(24.67) 

 

109(36.33) 

110(36.67) 

81(27.00) 

Educational level 

Illiterate 

Primary to Matric 

Sr.Sec. to Graduate 

 

10469.67) 

37(24.67) 

9(06.00) 

 

10670.67) 

31(20.67) 

13(08.66) 

 

210(70.00) 

68(22.67) 

22(7.33) 

Caste 

Low 

Middle 

high 

 

41(27.33) 

60(40.00) 

49(32.67) 

 

39(26.00) 

59(39.33) 

52(34.67) 

 

80(26.67) 

119(39.67) 

101(33.67) 

Family income 

UptoRs. 1000 

Above Rs.10,000 

 

82(54.67) 

68(45.33) 

 

92(61.33) 

58(38.67) 

 

174(61.33) 

126(38.67) 
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Age:

Age is one of the demographic indication which has

an important bearing on life style of the respondents. As

age advance, the respondents develop more vulnerability

towards, knowledge and attitude. The selection of

respondents specifically for age was purposive i.e. 20-

30 years. The post facto analysis revealed that from

Bhiwani district the highest percentage was in the age

group 24-27 (38.67%) years followed by 20-23(36.67%)

and 28-30 (38.67%) years. Comparatively slightly higher

percentage of Rohtak district respondents was in the age

group 20-23 (30.00%) followed by 24-27 (34.67%) and

28-30 (29.33%) years. As far as total sample is

concerned, almost equal percentage of respondents were

in 20-23 and 24-27 years age group. Whereas 27 per

cent respondents belonged to higher age group i.e. 28-

30.

Educational level:

The educational background serves as an important

social indicator that a vital influence on their living

conditions. It is generally presumed that educated

respondents are better equipped to take care of

themselves not only from the financial point of view but

also in adopting preventive and curative measure to

protect their family life.

It was observed that majority of the respondents of

both the districts i.e. Rohtak and Bhiwani were illiterate

(70.00%). Further distribution revealed that 22.67 per

cent were educated from Primary to Matric standard

and rest of the respondents were qualified from Sr. to

Graduate standard (7.33%). Hardly any differences were

seen in the higher qualification in both the districts.

Caste:

It refers to the class order of the society. Caste is

another variable which influences the knowledge of the

respondents on different aspects of family life education.

Caste wise data revealed that almost equal percentage

i.e. 39.33 and 40.00 per cent respondents were in middle

caste from both districts and 34.67 per cent and 32.67

per cent belonged to high caste group In Rohtak and

Bhiwani districts, respectively. Low caste was

represented by 26.00 per cent and 27.33 per cent in

Bhiwani and Rohatk.

Family income:

It was operationalized as the actual monthly income

possessed by the respondents family from all sources.

Table further displays that most of the respondents 61.33

per cent had family monthly income between Rs. 1000-

10,000 followed by 38.67 per cent in high income between

group i.e. above Rs. 10,000 from both the districts.

District wise comparison pointed out that in Bhiwani a

high percentage (61.33%) against 54.67 per cent of

Rohtak district was low income group, whereas, trends

was reversed for high income group. Jain (2002) revealed

that most of the respondents preferred to use home

treatment followed by self medication and than prescribed

medication. Independent variables age, caste, education,

type and income of family was found to be significantly

correlated with health problems.

Table 2 indicates the district wise distribution of

respondents for their knowledge level. For the total

sample, 43.67 per cent respondents were in low category

of knowledge on personal hygiene followed by moderate

(33.33%) and high (22.00%) category of knowledge.

Comparative analysis revealed that 45.30 per cent

respondents of Bhiwani district were in the low category

of knowledge on personal hygiene against 42.00 per cent

respondents from Rohtak district. Whereas, 33.33 per

cent respondents of Bhiwani district were in moderate

category of knowledge on personal hygiene against 35.33

per cent respondents in Rohtak district. As far as high

knowledge level is concerned, 21.33 per cent of Bhiwani

district were in this category against 22.67 per cent of

Rohtak district.

Knowledge revealed to nutrition and health

education has been defined as the amount of information

or knowledge an individual respondents possessed

regarding various areas of health and nutrition component

like nutritional deficiency diseases, malnutrition and its

impact over human being. It is seen that 45.33 per cent

respondents were in low category, followed by 32.67 per

cent in moderate category of knowledge and 22.00 per

cent in high category. District wise comparison revealed

that 44.00 per cent against 46.67 per cent respondents

of Rohtak district. As far as a respondent in moderate

level of knowledge is concerned, no district wise

differences were seen. Whereas, 23.30 per cent

respondents were in high category of knowledge in

Bhiwani district against 20.67 per cent from Rohtak

district.

Table depicts data on knowledge about gender

sensitivity. Out of the total sample, 46.33 per cent

respondents were in low category followed by 39.33 per
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cent in moderate category. Rests of respondents

(14.33%) were in high category of knowledge on gender

sensitivity. District wise comparison showed that 45.30

per cent respondents of Bhiwani were in low category

against 47.30 per cent Rohtak district. Whereas, 38.70

per cent respondents of Bhiwani district were in moderate

against 40.00 per cent respondents from Rohtak district.

Further indicates the distribution of respondents for

their knowledge level regarding family planning. For the

total sample, 45.67 per cent were in low category followed

by 38.33 per cent who were in moderate category. Rests

of the respondents (61.00%) were in high category of

knowledge regarding family planning. An almost similar

trend was observed in both districts.

Knowledge regarding maternal and childcare of

respondents point out that 45.00 per cent were in low

category followed by 33.67 per cent respondents in

moderate category. Comparative analysis of both districts

highlights that 44.00 per cents respondent of Bhiwani

district were in low category against 46.00 per cent from

Rohtak. 32.67 per cent respondents were in moderate

knowledge from Bhiwani against 34.67 per cent from

Rohtak district, followed by 23.33 per cent and 19.33 per

cent respondents who were in high category from both

district, respectively.

The result pertaining to knowledge regarding HIV/

AIDS aspects revealed that 41.33 per cent were in low,

followed by 33.67 per cent respondents in moderate

category and whereas 25.00 per cent were in high

knowledge on HIV/AIDS aspects. Comparison of two

districts that 40.00 per cent were in low category from

Bhiwani against 42.67 per cent from Rohtak. There were

Table 2 : Knowledge of respondents on family life education 

District 

Aspects of knowledge 

Rohtak 

N=150 

Bhiwani 

N=150 

Total 

N=300 

Personal hygiene 

Low(12-20) 

Moderate(21-28) 

High(29-36) 

 

63(42.00) 

53(35.30) 

34(22.70) 

 

68(45.30) 

50(33.30) 

32(21.30) 

 

131(43.67) 

103(34.30) 

66(22.00) 

Nutrition and health 

Low(13-21) 

Moderate(22-30) 

High(31-39) 

 

7046.70) 

49(32.70) 

31(20.70) 

 

66(44.00) 

49(32.70) 

35(23.30) 

 

136(45.30) 

98(32.70) 

66(22.00) 

Gender sensitivity 

Low(10-16) 

Moderate(17-23) 

High(24-30) 

 

71(47.30) 

60(40.00) 

19(12.70) 

 

(45.30) 

58(38.70) 

24(16.00) 

 

139(46.33) 

118(39.33) 

43(14.33) 

Family planning 

Low(9-15) 

Moderate(16-21) 

High(22-27) 

 

65(43.33) 

60(40.00) 

25(16.67) 

 

72(48.00) 

55(36.67) 

23(15.33) 

 

137(45.67) 

115(38.33) 

48(16.00) 

Maternal and childcare 

Low(23-38) 

Moderate(39-54) 

High(55-69) 

 

69(46.00) 

52(34.67) 

29(19.33) 

 

66(44.00) 

49(32.67) 

35(23.33) 

 

135(45.00) 

101(33.67) 

64(21.33) 

HIV/AIDS 

Low(8-13) 

Moderate(14-19) 

High(20-24) 

 

64(42.70) 

51(34.00) 

35(23.30) 

 

60(40.00) 

50(33.30) 

40(26.70) 

 

124(41.33) 

101(33.67) 

75(25.00) 

Physical and emotional health 

Low(8-13) 

Moderate(14-19) 

High(20-24) 

 

65(43.30) 

49(32.70) 

36(24.00) 

 

61(40.70) 

48(32.00) 

41(27.30) 

 

126(42.00) 

97(32.30) 

77(25.70) 

Figures in parentheses indicate percentages 
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no district wise differences, as almost equal percentage

of moderate category of HIV/AIDS. It can be observed

that 26.67 per cent respondents of Bhiwani were in high

category against 23.33 per cent in same category of

knowledge Rohtak district. Dhawan (1995) remarked that

due to structured adjustment in some economics, women’s

accsee to primary health care has been reduced. Because

of absence in the past to access to information on

prevention, women were increasingly becoming infected

with HIV/AIDS.

Regarding the physical and emotional health of

respondents, the table indicates that 42.00 per cent

respondents were in low category followed by 32.33 per

cent in moderate category. There were 25.67 per cent

who were in high category of knowledge. District wise

slight differences were found as 40.67 per cent

respondents were in low category from Bhiwani against

43.33 per cent from Rohtak district Al most equal

percentage of respondents were in moderate category

of knowledge whereas, 27.33 per cent were in high

category from Bhiwani against 24.00 per cent from

Rohtak district. Rawat et al. (2001) observed that

majority of (55.2%) girls were having mild anaemia and

only 4.0% had severe anaemia. Further, it was found

that prevalence of anemia was significantly associated

with educational status, birth order, and awareness,

martial and obstetric.

Conclusion and Discussion:

Concluding the results on level of respondents

knowledge against different independent variable

presented in tables, it is found that maximum percentage

of respondents were in low level of knowledge on all

aspects of family life education. The reason may be that

the maximum percentage of respondents was illiterate,

having no say in family decision and poor mass media

exposure which is the main source of knowledge in today

world. Poor knowledge on different aspects of family

life directly affects the adoption of the practices related

to these aspects. Kadam and Daniel (2005), who showed

that majority of women, had low knowledge on childcare

and personal health.
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