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Abstract

Introduction

According to the World Health Organization, the 10 lead-
ing risk factor causes of death in high-income countries are
tobacco use, high blood pressure, overweight and obesity,
physical inactivity, high blood glucose, high cholesterol,
low fruit and vegetable intake, urban air pollution, alcohol
use, and occupational risks. We examined the prevalence
of some of the leading risks to health among nationally
representative samples of American Indian/Alaska Native
(AI/AN) high school students and compared rates across
racial/ethnic groups.

Methods

We combined data from the 2001, 2003, 2005, 2007, and
2009 national Youth Risk Behavior Survey. The survey is
a biennial, self-administered, school-based survey of 9th-
through 12th-grade students in the United States. Overall
response rates for the surveys ranged from 63% to 72%. Of
73,183 participants, 952 were AI/AN students.

Results

For 7 of the 16 variables examined in this study, the preva-
lence among AI/AN high school students was higher than
the prevalence among white high school students. For 1
variable (ate fruit and vegetables <5 times per day), the

prevalence among AI/AN students was significantly lower
than that among white students. The prevalence for the
remaining 8 variables was similar among AI/AN students
and white students. These findings also show differences
in the prevalence of some behaviors among AI/AN, black,
and Hispanic students.

Conclusion

These findings show the prevalence of some health risk
behaviors was significantly higher among AI/AN high
school students than among high school students in other
racial/ethnic groups.

Introduction

American Indians and Alaska Natives (AI/ANSs) are people
who have origins in any of the original peoples of North
America and who maintain cultural identification through
tribal affiliation or community recognition (1). In the 2000
Census, AI/ANs comprised approximately 1.5% of the US
population (2). Approximately 2.5 million people identified
only American Indian or Alaska Native as their race, and an
additional 1.6 million people reported American Indian and
at least 1 other race (2). As of 2000, 33% of the AI/AN popu-
lation was younger than 18 years old, compared with only
26% of the total US population (3). In the 2005-2006 school
year, 644,000 AI/AN youth attended public schools (4).

AI/ANs have higher rates of illness and death than do
members of other US racial/ethnic groups (5-8). For exam-
ple, the prevalence of heart disease and diabetes is higher
among AI/AN adults than among adults in any other
racial/ethnic group (5,9), and rates of physical inactivity
(5,9), obesity (5,9,10), and cigarette smoking (5,9,10) are
higher than those among white adults.

Centers for Disease Control and Prevention.
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National (11-16), regional (17,18), and local (19) data show
that AI/AN youth are at greater risk for many health
problems than their non-AI/AN peers. Previous studies of
disparities in health risk between AI/AN youth and youth
of other racial/ethnic groups have been limited by a lack of
adequate national data (20,21) and have either examined
a limited number of risk behaviors or been based on data
from limited groups of AI/AN youth.

According to the World Health Organization (WHO), the
10 leading risk factor causes of death in high-income coun-
tries are are tobacco use, high blood pressure, overweight
and obesity, physical inactivity, high blood glucose, high
cholesterol, low fruit and vegetable intake, urban air pol-
lution, alcohol use, and occupational risks (22). We exam-
ined the prevalence of some of the leading risks to health
among a nationally representative sample of US high
school students and identified differences in prevalence
among AI/AN students and students of other racial/ethnic
groups. We also examined differences in prevalence of
those health risks by sex among AI/AN students.

Methods

Sample and survey administration

The Centers for Disease Control and Prevention (CDC)
developed the Youth Risk Behavior Surveillance System
to monitor priority health risk behaviors among youth
over time. The national school-based Youth Risk Behavior
Survey (YRBS) is a cross-sectional study that has been
conducted biennially since 1991. In each survey year, a
similar independent 3-stage cluster sample design is used
to obtain a nationally representative sample of public and
private school students in grades 9 through 12 in the 50
states and the District of Columbia. The YRBS sampling
frame, however, does not include schools funded by the
Bureau of Indian Education (which serves fewer than 10%
of all AI/AN students enrolled in elementary and second-
ary schools). To generate a sufficient number of AI/AN
students, we combined YRBS data from the 2001, 2003,
2005, 2007, and 2009 survey years.

Student participation in the YRBS is anonymous and
voluntary, and the YRBS is conducted in accordance with
local parental permission procedures. CDC’s institutional
review board approved the protocol for the national YRBS.
YRBS participants complete a self-administered ques-
tionnaire during a regular class period and record their

responses in a computer-scannable questionnaire booklet.
We did not impute values for missing data. For the survey
years, school response rates ranged from 75% to 81%,
student response rates ranged from 83% to 88%, overall
response rates ranged from 63% to 72%, and sample sizes
ranged from 13,601 to 16,410. We applied a weighting fac-
tor to each record to adjust for school and student nonre-
sponse and oversampling of black and Hispanic students.
Details of the YRBS sampling strategies and the psycho-
metric properties of the YRBS questionnaire have been
reported elsewhere (23,24).

Measures

The YRBS measures 6 categories of health risk behaviors:
1) behaviors that contribute to unintentional injuries and
violence; 2) tobacco use; 3) alcohol and other drug use;
4) sexual behaviors that contribute to unintended preg-
nancy and sexually transmitted disease, including human
immunodeficiency virus infection; 5) unhealthy dietary
behaviors; and 6) physical inactivity. The YRBS also moni-
tors rates of obesity and overweight on the basis of body
mass index (BMI) estimates derived from students’ self-
reported height and weight. In this study, we focused on
the prevalence of variables measured in the YRBS that are
consistent with behaviors or conditions WHO cites as the
leading health risks (22): cigarette and alcohol use, dietary
behaviors, overweight and obesity, and physical inactivity.

We analyzed the data among 4 categories of self-identi-
fied race/ethnicity: 1) American Indian or Alaska Native,
non-Hispanic (hereafter referred to as AI/AN); 2) white,
non-Hispanic (hereafter referred to as white); 3) black,
non-Hispanic (hereafter referred to as black); and 4)
Hispanic or Latino ethnicity, irrespective of race (hereafter
referred to as Hispanic). Students who identified their race
as Asian, Native Hawaiian or other Pacific Islander or who
selected more than 1 response to the race question were
assigned to the “other” race/ethnicity category. Thus, stu-
dents in the AI/AN race category were those who selected
only American Indian or Alaska Native as their race.

The total unweighted sample size for the combined 2001,
2003, 2005, 2007, and 2009 national YRBS surveys was
73,183. For this analysis, the sample included 952 Al/
AN students (0.9% [weighted percentage]), 15,314 black
students (14.2% [weighted percentage]), 19,111 Hispanic
students (15.9% [weighted percentage]), and 31,707 white
students (61.8% [weighted percentage]). Data from 1,098
students whose race/ethnicity was not indicated and from

The findings and conclusions in this report are those of the authors and do not necessarily represent the official position
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5,001 students in the “other” racial/ethnic category were
excluded from this analysis.

Analysis

To account for the complex sample design of the survey,
we conducted all analyses on weighted data by using
SUDAAN version 9.0.1 (Research Triangle Institute,
Research Triangle Park, North Carolina). Because the sex
and age distributions in the 4 racial/ethnic groups were
similar, we used ¢ tests to identify significant differences
between prevalence estimates for AI/AN students and
those for students of other racial/ethnic groups; ¢ tests
were also used to identify significant differences in preva-
lence estimates between AI/AN girls and AI/AN boys. We
considered differences significant at P <.05.

Results

Cigarette and alcohol use

The prevalence of ever having smoked cigarettes and
current cigarette use was higher among AI/AN students
than students in any other racial/ethnic group (Table
1). The prevalence of current frequent cigarette use was
significantly higher among AI/AN students than among
black and Hispanic students. The prevalence of each of the
3 alcohol use behaviors was higher among AI/AN students
than among black students. The prevalence of current
alcohol use and binge drinking was higher among AI/AN
boys than AI/AN girls.

Dietary behaviors, obesity, and overweight

Although the prevalence of eating fruits and vegetables
fewer than 5 times per day was higher among white stu-
dents than among AI/AN students, the prevalence of over-
weight and obesity was higher among AI/AN students than
among white students (Table 2). The prevalence of drink-
ing less than 3 glasses per day of milk was higher among
black and Hispanic students than among AI/AN students.
The prevalence of drinking less than 3 glasses per day of
milk was higher among AI/AN girls than among AT/AN
boys, whereas the prevalence of obesity was significantly
higher among AI/AN boys than among AI/AN girls.

Physical activity

The prevalence of insufficient vigorous physical activity,

watching television 3 or more hours per day, and not play-
ing on at least 1 sports team (run by their school or com-
munity groups) was higher among AI/AN students than
among white students (Table 3). The prevalence of insuf-
ficient vigorous physical activity was higher among black
students than among AI/AN students. The prevalence
of insufficient moderate physical activity and watching
television 3 or more hours per day was higher among both
black and Hispanic students than among AI/AN students.
The prevalence of not attending a physical education class
was higher among AI/AN students than among Hispanic
students. The prevalence of insufficient vigorous physi-
cal activity and not playing on at least 1 sports team was
higher among AI/AN girls than among AI/AN boys. The
prevalence of using computers 3 or more hours per day on
an average school day was higher among AI/AN boys than
among AI/AN girls.

Discussion

The findings of this analysis of YRBS data are generally
consistent with national (11-16), regional (17,18), and local
(19) data showing that AI/AN youth are at greater risk for
many health problems than their non-AI/AN peers. This
study fills a gap in the public health literature by provid-
ing nationally representative data of AI/AN, white, black,
and Hispanic US high school students for various behav-
iors associated with the leading risks to health. For 7 of
the 16 variables examined in this study, the prevalence
among AI/AN high school students was higher than the
prevalence among white high school students. The preva-
lence of all smoking and alcohol use variables was higher
among AI/AN students than among black students, and
the prevalence of all smoking variables and not attending
physical education classes was higher among AI/AN stu-
dents than among Hispanic students.

The causes of disparities in health outcomes are complex.
Poor health outcomes are associated not only with engaging
in health risk behaviors but also with poverty, unemploy-
ment, low education levels, and limited access to health
care (26), all of which are common to many AI/AN com-
munities (6,27,28). For example, an estimated 1 in 4 AI/AN
adults lives in poverty compared with 1 in 11 white adults
(5), and an estimated 16% of AI/AN children have no health
insurance compared with 6% of white children (6).

The findings from this study suggest that public health
action will be needed to reduce the prevalence of health

The findings and conclusions in this report are those of the authors and do not necessarily represent the official position
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risk behaviors among AI/AN students. There are more
than 560 federally recognized AI/AN tribes in the United
States (4). The populations of these tribes range from
fewer than 100 people to more than 750,000 people (20),
and each tribe has its own distinct traditions and cul-
tural heritage (17,27,29). Understanding the geographic,
legal, and cultural context in which AI/AN people live
is essential to addressing the elevated risk for many
health problems found among AI/ANs: a one-size-fits-
all approach would not be appropriate. Any school or
community-based intervention should be conducted in
partnership with AI/AN people to ensure that it is cultur-
ally relevant and includes development of the community
capacity necessary to ensure the sustainability of the
intervention (17,28).

In addition to the importance of culturally relevant inter-
ventions, for some behaviors, differences in the prevalence
among boys and girls should be considered. For example,
ATI/AN girls drank less milk than AI/AN boys, and under-
standing this difference is important for ensuring adequate
calcium intake among girls. Likewise, more AI/AN girls
than boys had insufficient vigorous physical activity and
did not play on a sports team. In contrast, the prevalence
of binge drinking, computer use, and obesity was higher
among AI/AN boys than girls.

The public health goals for the nation set in Healthy People
2010 address, in part, health risk behaviors among youth
(26). The findings of this analysis of YRBS data show that
AT/AN high school students (and students in other racial/
ethnic groups) have not yet met all of the target rates set in
the Healthy People 2010 goals (Table 4). For example, the
2010 goal for current cigarette use is 16%, but 33.7% of Al/
AN students were current cigarette users. The prevalence
among black students was 12.6%, lower than the Healthy
People 2010 goal. The goal for binge drinking is 2.0%, but
the prevalence of binge drinking among AI/AN students
was 30.9% (nearly equivalent to the prevalence among
white and Hispanic students). Similarly, the targets for
vigorous physical activity (85% goal) and moderate physi-
cal activity (35% goal) have not been met, and rates among
AT/AN students are 62.4% and 28.1%, respectively (ie, the
inverses of insufficient vigorous and moderate physical
activity reported in this study). A similar pattern is seen
with other Healthy People 2010 goals for comparable risk
behaviors measured in this study.

The findings of this study should be considered in the
context of some limitations. First, because of the small

number of students who identified their race as AI/AN,
multiple years of YRBS data were combined to produce
meaningful estimates of the prevalence of health risk
behaviors. As a result, these prevalence estimates do not
reflect any changes in the prevalence of these factors that
may have occurred during the study period. In addition,
because of the small number of AI/AN students in this
study (even after combining 5 survey years of data), the
95% confidence intervals around the prevalence estimates
for AI/AN students are wide. Second, because the YRBS
combines American Indian and Alaska Native into a single
race category, it was not possible to produce separate
prevalence estimates for each group, and the results of at
least 1 study showed notable differences in the prevalence
of some risk behaviors among Alaska Native youth com-
pared with American Indian youth not living in Alaska
(17). Third, these data apply only to adolescents who
attend high school and do not capture students who have
dropped out of school. Nationwide, in 2007, of people aged
16 to 17 years, approximately 4% were not enrolled in a
high school program and had not completed high school
(30); the dropout rate among AI/AN youth is higher than
among white and black youth, though lower than among
Hispanic youth (4). Fourth, because the sampling frame
did not include schools funded by the Bureau of Indian
Education, the findings from this study are not generaliz-
able to students served by those schools.

Assessment of the effectiveness of efforts to reduce or
eliminate health disparities in the United States, a focus
of Healthy People 2010 (26), requires ongoing analyses of
high-quality surveillance data from minority populations.
This analyses of YRBS data found that the prevalence
of some health risk behaviors was significantly higher
among AI/AN high school students than among high
school students in other racial/ethnic groups, indicating
that they are at higher risk for illness and premature
death than students in other racial/ethnic groups. Public
health efforts targeted to this population are essential to
addressing these disparities.

Author Information

Corresponding Author: Sherry Everett Jones, PhD, MPH,
JD, Health Scientist, Division of Adolescent and School
Health, Centers for Disease Control and Prevention, 4770
Buford Hwy, NE, MS K33, Atlanta, GA 30041. Telephone:
770-488-6185. E-mail: sce2@cdc.gov.

The findings and conclusions in this report are those of the authors and do not necessarily represent the official position
of the Centers for Disease Control and Prevention.

4 Centers for Disease Control and Prevention ¢ www.cdc.gov/pcd/issues/2011/jul/10_0193.htm



PREVENTING CHRONIC DISEASE,

PUBLIC HEALTH RESEARCH, PRACTICE, AND POLICY

VOLUME 8: NO. 4
JULY 2011

Author Affiliations: Khadija Anderson, Care Resource, Inc,
Miami, Florida; Richard Lowry, Holly Conner, Centers for
Disease Control and Prevention, Atlanta, Georgia.

References

10.

Directive no. 15, race and ethnic standards for federal
statistics and administrative reporting. Centers for
Disease Control and Prevention; US Census Bureau.
http://wonder.cdc.gov/WONDER/help/populations/
bridged-race/Directivel5.html. Accessed March 18,
2011.

Ogunwole SU. The American Indian and Alaska
Native population: 2000. Washington (DC): US Census
Bureau, US Department of Commerce; 2002.
Ogunwole SU. We the people: American Indians and
Alaska Natives in the United States. Washington (DC):
US Census Bureau, US Department of Commerce;
2006.

DeVoe JF, Darling-Churchill KE, Snyder TD. Status
and trends in the education of American Indians
and Alaska Natives: 2008. Washington (DC): US
Department of Education, Institute of Education
Sciences, National Center for Education Statistics;
2008 (NCES 2008-084).

Barnes PM, Adams PF, Powell-Griner E. Health
characteristics of the American Indian and Alaska
Native adult population: United States, 1999-2003.
Advance data from vital and health statistics; no.
356. Hyattsville (MD): National Center for Health
Statistics; 2005.

Flores G, Tomany-Korman SC. Racial and ethnic
disparities in medical and dental health, access to
care, and use of services in US children. Pediatrics
2008;121(2):e286-98.

Mathews TdJ, MacDorman MF. Infant mortality sta-
tistics from the 2005 period linked birth/infant death
data set. Natl Vital Stat Rep 2008;57(2):1-32.

10 Leading causes of death, United States, 2006, all
races, both sexes. http://webapp.cdc.gov/sasweb/ncipc/
leadcaus10.html. Accessed October 26, 2009.

Denny CH, Holtzman D, Cobb N. Surveillance for
health behaviors of American Indians and Alaska
Natives: findings from the Behavioral Risk Factor
Surveillance System, 1997-2000. MMWR Surveill
Summ 2003;52(7):1-13.

Steele CB, Cardinez CJ, Richardson LC, Tom-Orme
L, Shaw KM. Surveillance for health behaviors of
American Indians and Alaska Natives — findings

11.

12.

13.

14.

15.

16.

17.

18.

19.

20.

21.

from the Behavioral Risk Factor Surveillance System,
2000-2006. Cancer 2008;113(5 Suppl):1131-41.
Centers for Disease Control and Prevention. Quick-
Stats: Percentage of children aged <18 years who had
excellent or very good health, by race — National
Health Interview Survey — United States, 2008.
MMWR Morb Mortal Wkly Rep 2009;58(43):1211.
Harris KM, Gordon-Larsen P, Chantala K, Udry JR.
Longitudinal trends in race/ethnic disparities in lead-
ing health indicators from adolescence to young adult-
hood. Arch Pediatr Adolesc Med 2006;160(1):74-81.
Rutman S, Park A, Castor M, Taualii M, Forquera
R. Urban American Indian and Alaska Native youth:
Youth Risk Behavior Survey, 1997-2003. Matern
Child Health J 2008;12 Suppl 1:76-81.

Pavkov TW, Travis L, Fox KA, King CB, Cross TL.
Tribal youth victimization and delinquency: analysis
of Youth Risk Behavior Surveillance Survey data.
Cultur Divers Ethnic Minor Psychol 2010;16(2):123-
34.

Wallace JM Jr, Bachman JG, O’'Malley PM, Johnston
LD, Schulenberg JE, Cooper SM. Tobacco, alcohol, and
illicit drug use: racial and ethnic differences among
U.S. high school seniors, 1976-2000. Public Health
Rep 2002;117 Suppl 1:S67-75.

Rudatsikira E, Muula AS, Siziya S. Current cigarette
smoking among in-school American youth: results
from the 2004 National Youth Tobacco Survey. Int J
Equity Health 2009;8:10. http://www.equityhealth;.
com/content/pdf/1475-9276-8-10.pdf. Accessed October
5, 2009.

Blum RW, Harmon B, Harris L, Bergeisen L, Resnick
MD. American Indian—Alaska Native youth health.
JAMA 1992;267(12):1637-44.

Friese B, Grube J. Differences in drinking behavior
and access to alcohol between Native American and
white adolescents. J Drug Educ 2008;38(3):273-84.
DeLong AJ, Larson NI, Story M, Neumark-Sztainer
D, Weber-Main AM, Ireland M. Factors associat-
ed with overweight among urban American Indian
adolescents: findings from Project Eat. Ethn Dis
2008;18(3):317-23.

LaVeist TA. American Indian and Alaska Native
health issues. In: LaVeist TA. Minority populations
and health: an introduction to health disparities in the
United States. San Francisco (CA): Jossey-Bass; 2005.
p. 223-41.

Sarche M, Spicer P. Poverty and health disparities for
American Indian and Alaska Native children: current
knowledge and future prospects. Ann N Y Acad Sci

The findings and conclusions in this report are those of the authors and do not necessarily represent the official position
of the Centers for Disease Control and Prevention.

www.cdc.gov/pcd/issues/2011/jul/10_0193.htm ¢ Centers for Disease Control and Prevention 5



PREVENTING CHRONIC DISEASE, VOLUME 8 NO. 4

PUBLIC HEALTH RESEARCH, PRACTICE, AND POLICY JULY 2011

2008;1136:126-36. http://www.ncbi.nlm.nih.gov/pmc/
articles/PMC2567901. Accessed October 5, 2009.

22. World Health Organization. Global health risks: mor-
tality and burden of disease attributable to selected
major risks. Geneva (CH): World Health Organization;
2009. http://www.who.int/healthinfo/global_burden_
disease/GlobalHealthRisks_report_full.pdf. Accessed
March 18, 2011.

23. Brener ND, Kann L, McManus T, Kinchen SA,
Sundberg EC, Ross JG. Reliability of the 1999 Youth
Risk Behavior Survey questionnaire. J Adolesc Health
2002;31(4):336-42.

24. Brener ND, Kann L, Kinchen SA, Grunbaum JA,
Whalen L, Eaton D, et al. Methodology of the Youth
Risk Behavior Surveillance System. MMWR Recomm
Rep 2004;53(RR-12):1-13.

25. Kuczmarski RJ, Ogden CL, Grummer-Strawn LM,
Flegal KM, Guo SS, Wei R, et al. CDC growth charts:
United States. Adv Data 2000;(314):1-27.

26. Healthy people 2010. 2nd edition. Washington (DC):
US Department of Health and Human Services;
2000.

27. Duncan GE, Goldberg J, Buchwald D, Wen Y,
Henderson JA. Epidemiology of physical activity in
American Indians in the Education and Research
Toward Health cohort. Am J Prev Med 2009;37(6):488-
94,

28. Castor ML, Smyser MS, Taualii MM, Park AN,
Lawson SA, Forquera RA. A nationwide population-
based study identifying health disparities between
American Indian/Alaska Natives and the general
population living in select urban counties. Am J Public
Health 2006;96(8):1478-84.

29. Story M, Evans M, Fabsitz RR, Clay TE, Holy Rock
B, Broussard B. The epidemic of obesity in American
Indian communities and the need for childhood obe-
sity-prevention programs. Am J Clin Nutr 1999;69(4
Suppl):747S-548S.

30. Cataldi EF, Laird J, KewalRamani A. High school
dropout and completion rates in the United States:
2007. Washington (DC): US Department of Education,
Institute of Education Sciences, National Center for
Education Statistics; 2009 (NCES 2009-064).

The findings and conclusions in this report are those of the authors and do not necessarily represent the official position
of the Centers for Disease Control and Prevention.

6 Centers for Disease Control and Prevention ¢ www.cdc.gov/pcd/issues/2011/jul/10_0193.htm



PREVENTING CHRONIC DISEASE, VOLUME 8 NO. 4

PUBLIC HEALTH RESEARCH, PRACTICE, AND POLICY JULY 2011

Tables

Table 1. Percentage of High School Students Who Smoked Cigarettes and Drank Alcohol, by Race/Ethnicity — United States, Youth
Risk Behavior Survey, 2001-2009

Behavior Al/AN,2b % (95% CI)

White,? % (95% Cl) Black,? % (95% Cl) Hispanic, % (95% CI)

Ever smoked cigarettes®

Total 71.2 (66.9-75.1)W.BH 54.6 (52.8-56.4) 52.6 (50.7-54.4) 57.5 (55.5-59.5)
Girls 70.5 (64.5-75.9)V:BH 54.1 (52.3-55.9) 51.4 (49.1-53.7) 54.9 (52.8-56.9)
Boys 71.6 (65.7-76.9)W:BH 55.1 (52.8-57.4) 53.7 (51.6-55.8) 60.2 (57.7-62.6)

Current cigarette use?

Total 33.7 (29.3-38.3)WEH 25.7 (24.5-26.9) 12.6 (11.7-13.6) 19.8 (18.3-21.3)
Girls 33.5 (28.4-38.9)WBH 26.1 (24.7-27.5) 10.4 (9.4-11.5) 18.3 (16.9-19.7)
Boys 33.5 (27.4-40.2)WBH 25.3 (23.9-26.7) 14.8 (13.5-16.3) 21.3 (19.3-23.4)

Current frequent cigarette use®

Total 14.0 (10.5-18.5)BH 12.0 (11.3-12.8) 3.9 (3.34.5) 5.3 (4.7-6.0)
Girls 12.5 (8.3-18.6)BH 12.2 (11.2-13.2) 2.4 (1.9-2.9) 4.1 (3.5-4.8)
Boys 15.4 (11.0-21.1)BH 11.9(11.1-12.8) 5.5 (4.6-6.5) 6.5 (5.6-7.5)

Ever drank alcoholf

Total 78.8 (73.9-83.0)8 76.1(74.6-77.5) 69.2 (67.6-70.7) 78.5 (77.2-79.8)
Girls 78.8 (73.2-83.5)8 76.8 (75.2-78.3) 71.0 (69.1-72.9) 79.6 (78.1-81.0)
Boys 78.6 (72.0-84.0)8 75.4 (73.8-77.0) 67.2 (65.4-69.0) 77.6 (76.0-79.1)

Current alcohol use®

Total 48.2 (42.8-53.7)8 47.2 (45.9-48.5) 33.9 (32.5-35.3) 46.1 (44.7-47.4)
Girls 42.6 (36.8-48.7)8 47.2 (45.7-48.6) 34.2 (32.5-36.0) 46.4 (44.8-48.0)
Boys 53.1 (44.8-61.3)%8 47.2 (45.6-48.8) 33.4 (31.6-35.2) 45.7 (43.9-47.5)

Binge drinking"

Total 30.9 (26.0-36.3)8 30.7 (29.7-31.7) 12.9 (12.0-13.8) 26.7 (25.5-28.1)
Girls 26.3 (20.7-32.8)8 29.1 (28.1-30.2) 10.8 (9.8-11.8) 25.6 (24.3-27.0)
Boys 34.8 (28.0-42.2)%8 32.1(30.7-33.6) 15.0 (13.7-16.4) 27.9 (26.1-29.7)

Abbreviations: Al/AN, American Indian/Alaska Native; Cl, confidence interval.

@ Non-Hispanic.

b The letter W (white), B (black), or H (Hispanic) indicates a significant difference in prevalence estimates between Al/AN students and students of that race/
ethnicity. The letter G indicates a significant difference in prevalence estimates between Al/AN girls and boys (P < .05, t test).
¢ Ever tried cigarette smoking, even 1 or 2 puffs.

4 Smoked cigarettes on at least 1 day during the 30 days before the survey.

€ Smoked cigarettes on 20 or more days during the 30 days before the survey.

fHad at least 1 drink of alcohol on at least 1 day during their life.

€ Had at least 1 drink of alcohol on at least 1 day during the 30 days before the survey.
" Had 5 or more drinks of alcohol in a row, within a couple of hours, on at least 1 day during the 30 days before the survey.

The findings and conclusions in this report are those of the authors and do not necessarily represent the official position
of the Centers for Disease Control and Prevention.
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Table 2. Percentage of High School Students Who Engaged in Certain Dietary Behaviors, Were Overweight, or Were Obese, by Race/
Ethnicity — United States, Youth Risk Behavior Survey, 2001-2009

Behavior or Characteristic Al/AN,>* % (95% Cl)

White,? % (95% Cl) Black,? % (95% Cl) Hispanic, % (95% CI)

Ate fruits and vegetables <5 times/d®

Total 73.5 (68.3-78.1)W 80.2 (79.4-81.0) 75.6 (74.5-76.7) 76.7 (75.6-77.8)
Girls 76.7 (68.7-83.2) 81.4 (80.3-82.4) 77.9 (76.6-79.2) 79.0 (77.6-80.3)
Boys 70.3 (65.0-75.2)" 79.2 (78.3-80.1) 73.3 (71.7-74.8) 74.5 (72.8-76.0)

Drank <3 glasses/d of milk?

Total 83.3 (79.4-86.6)B" 82.0 (80.7-83.2) 89.9 (89.1-90.6) 87.1 (86.2-88.0)
Girls 90.0 (85.5-93.2)8 88.3 (87.0-89.4) 93.8 (93.0-94.5) 91.5 (90.7-92.3)
Boys 77.2 (71.5-82.0)%BH 76.0 (74.4-77.5) 85.8 (84.5-87.0) 82.8 (81.4-84.1)

Overweight®

Total 20.0 (17.0-23.4)W 13.6 (13.0-14.2) 19.2 (18.3-20.2) 17.8 (17.0-18.7)
Girls 21.3 (15.9-28.0)W 12.4 (11.7-13.2) 21.3(19.8-22.8) 17.4 (16.3-18.6)
Boys 18.9 (15.2-23.1)W 14.7 (14.0-15.5) 17.2 (15.9-18.6) 18.2 (17.2-19.3)
Obesef

Total 15.5 (12.7-18.9)W 10.4 (9.8-11.0) 16.3 (15.5-17.2) 16.0 (15.0-17.0)
Girls 10.1 (7.0-14.3) 6.6 (6.0-7.3) 15.0 (13.8-16.3) 11.4 (10.4-12.4)
Boys 20.4 (16.5-24.9)6W 14.0 (13.1-14.9) 17.6 (16.5-18.9) 20.5 (19.1-21.9)

Abbreviations: Al/AN, American Indian/Alaska Native; Cl, confidence interval.

@ Non-Hispanic.

b The letter W (white), B (black), or H (Hispanic) indicates a significant difference in prevalence estimates between Al/AN students and students of that race/
ethnicity. The letter G indicates a significant difference in prevalence estimates between Al/AN girls and boys (P < .05, t test).

¢ 100% fruit juice, fruit, green salad, potatoes (excluding French fries, fried potatoes, or potato chips), carrots, or other vegetables during the 7 days before the
survey.

d During the 7 days before the survey (includes milk drunk in a glass or cup, from a carton, or with cereal).

¢ Students who were >85th percentile but <95th percentile for body mass index, by age and sex, based on reference data from Centers for Disease Control
and Prevention growth charts (25).

f Students who were >95th percentile for body mass index, by age and sex, based on reference data from Centers for Disease Control and Prevention growth
charts (25).

The findings and conclusions in this report are those of the authors and do not necessarily represent the official position
of the Centers for Disease Control and Prevention.
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Table 3. Percentage of High School Students Who Engaged in Physical Activity-Related Behaviors, by Race/Ethnicity — United States,
Youth Risk Behavior Survey, 2001-2009

Activity

Al/AN,2b % (95% CI)

White,? % (95% Cl)

Black,? % (95% Cl)

Hispanic, % (95% Cl)

Insufficient vigorous physical activity®

Total 37.6 (34.0-41.4)VB 33.1(31.9-34.4) 41.9 (40.5-43.3) 37.2 (35.8-38.5)
Girls 44.8 (39.3-50.4)8 40.2 (38.6-41.8) 52.7 (50.8-54.5) 45.9 (44.0-47.8)
Boys 31.1(25.9-36.8)¢ 26.3 (25.0-27.8) 30.7 (29.2-32.4) 28.4 (26.8-30.1)

Insufficient moderate physical activity®

Total 71.9 (68.2-75.2)BH 71.9 (71.0-72.7) 78.4 (77.3-79.4) 76.5 (75.4-77.6)
Girls 72.5 (66.1-78.1)BH 74.8 (73.7-75.8) 82.3 (80.8-83.6) 79.0 (77.7-80.3)
Boys 71.0 (65.7-75.8) 69.1 (68.2-70.0) 74.4 (72.9-75.7) 74.1(72.6-75.6)

Watched television >3 hours/d®

Total 38.6 (33.2-44.3)WBH 28.3 (27.3-29.3) 63.3 (61.9-64.6) 44.5 (42.8-46.2)
Girls 35.2 (27.7-43.6)VBH 25.6 (24.4-26.8) 63.9 (62.1-65.7) 44.1 (42.5-45.7)
Boys 41.9 (36.3-47.7)VB 30.8 (29.5-32.2) 62.6 (60.8-64.3) 45.0 (42.6-47.3)

Used computers >3 hours/d®f

Total 25.5 (21.0-30.6) 21.3 (20.0-22.6) 28.5 (27.2-29.7) 23.7 (22.3-25.2)
Girls 18.6 (11.8-28.0) 16.5 (15.4-17.8) 23.1(21.5-24.7) 19.3 (17.5-21.2)
Boys 31.9 (26.8-37.6)%W 25.7 (24.0-27.6) 33.8 (32.0-35.6) 28.0 (26.2-29.8)

Did not attend physical education classes®

Total 46.7 (40.2-53.3)" 47.7 (44.2-51.3) 43.7 (40.4-47.0) 39.9 (37.0-42.8)
Girls 49.3 (39.2-59.4) 50.7 (46.9-54.6) 49.3 (45.3-53.3) 43.1 (39.8-46.5)
Boys 44.3 (37.8-51.0)" 44.8 (41.1-48.6) 37.9 (34.9-40.9) 36.6 (33.7-39.6)

Did not play on 21 sports team"

Total 49.0 (44.4-53.7)V 40.8 (39.3-42.3) 45.5 (44.0-47.0) 48.9 (47.6-50.3)
Girls 53.3 (46.8-59.7) 44.9 (43.3-46.5) 56.6 (54.7-58.5) 57.2 (55.5-58.8)
Boys 45.1 (39.1-51.2)GW8 36.8 (34.9-38.8) 34.0 (32.4-35.8) 40.6 (39.1-42.3)

Abbreviations: Al/AN, American Indian/Alaska Native; Cl, confidence interval.

@ Non-Hispanic.

b The letter W (white), B (black), or H (Hispanic) indicates a significant difference in prevalence estimates between Al/AN students and students of that race/

ethnicity. The letter G indicates a significant difference in prevalence estimates between Al/AN girls and boys (P < .05, t test).

¢ Exercised or participated in physical activities that made students sweat and breathe hard for at least 20 minutes on less than 3 of the 7 days before the
survey (eg, basketball, soccer, running, swimming laps, fast bicycling, fast dancing, similar aerobic activities).

d Physical activities that did not make students sweat and breathe hard for at least 30 minutes on less than 5 of the 7 days before the survey (eg, fast walking,
slow bicycling, skating, pushing a lawn mower, mopping floors).

€ On an average school day.

f Played video or computer games or used a computer for something that was not school work.

€0n 1 or more days in an average week when they were in school.

" Run by their school or community groups during the 12 months before the survey.

The findings and conclusions in this report are those of the authors and do not necessarily represent the official position
of the Centers for Disease Control and Prevention.
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Table 4. Selected Healthy People 2010 Objectives and Targets for Adolescents

VOLUME 8: NO. 4

Objective Number ‘ Objective

19-3b Reduce the proportion of children and adolescents who are overweight or obese (adolescents aged 5%
12-19y)

19-5 Increase the proportion of persons aged 2 years and older who consume at least 2 daily servings of 75%
fruit

19-6 Increase the proportion of persons aged 2 years and older who consume at least 3 daily servings of 50%
vegetables, with at least one-third being dark green or orange vegetables

19-11 Increase the proportion of persons aged 2 years and older who meet dietary recommendations for 75%
calcium

22-6 Increase the proportion of adolescents who engage in moderate physical activity for at least 30 min- 35%
utes on 5 or more of the previous 7 days

22-7 Increase the proportion of adolescents who engage in vigorous physical activity that promotes cardiore- | 85%
spiratory fitness 3 or more days per week for 20 or more minutes per occasion

229 Increase the proportion of adolescents who participate in daily school physical education 50%

22-11 Increase the proportion of adolescents who view television 2 or fewer hours on a school day 75%

26-11d Reduce the proportion of persons engaging in binge drinking of alcoholic beverages (adolescents aged 2%
12-17'y)

27-2b Reduce tobacco use by adolescents (cigarettes in the past month by students in grades 9 through 12) 16%

The findings and conclusions in this report are those of the authors and do not necessarily represent the official position
of the Centers for Disease Control and Prevention.
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