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EXECUTIVE SUMMARY

The international Health Behavior in School-
aged Children (HBSC) study has coordinated
comparable, nationally representative school-
based surveys of teens every four years since
1985-86.  The overarching goal of the HBSC
study is to understand adolescent health and
health-related behavior in the context of family,
school, and peers, using international compar-
isons to demonstrate common factors and
highlight differences associated with cultural
influences.  These international comparisons
show health-related characteristics that are
common to adolescents at specific developmental
stages regardless of nationality.  Individual
differences between countries highlight the
health attributes and behaviors that suggest more
local cultural, environmental, or socio-
demographic influences.  The United States
participated in the HBSC study for the first time
in 1998 in order to improve adolescent health
through programs and research targeted to
provide appropriate health-related services.  An
international report includes comparisons of
student attributes and some limited analyses
across these attributes to describe consistent
health and behavioral patterns for teens in the 29
countries or regions performing the survey in
1997-98.1  By viewing our youth's health within
the context of family, school, peers, and culture,
we learn more about the larger community within
which U.S. programs must work to be effective.

This chartbook investigates areas where U.S.
adolescents' health or health-related behaviors
emerged as significantly different from those of
adolescents in other countries in positive,
negative, or suggestive directions.  Specifically,
we ask:

What important information did we learn 
about common adolescent health 

characteristics, and about U.S. adolescents
specifically, that we didn’t already know?

What relevant U.S. or international 
research addresses the factors underlying 
the highlighted health issues? 

Comparisons in this report are limited to age 15
due to space restrictions, although the study
addresses teens through developmental stages at
ages of 11, 13 and 15 years.  The international
report describes all ages, including developmen-
tal aspects.  This U.S. report discusses pertinent
age-related differences, particularly when trends
for U.S. students differ from patterns in other
countries.  Findings are organized within the
topics of general health and well-being, fitness,
family and peer relationships, school relation-
ships, smoking and alcohol use, and violence.

Relative country rankings of student attributes
show a number of commonalities across
countries, including consistent gender
differences.  The differences found for U.S.
students may direct us to areas requiring further
research and programmatic attention.  They also
point to areas where U.S. programs and policies
appear to show successful reductions in
unhealthy behaviors.  Some of the more
important differences are highlighted below:

U.S. youth are more likely to have  
stomachaches, backaches, headaches and 
difficulty sleeping at least once a week 
than students in almost all other HBSC 
countries.  U.S. students are also more 
likely to feel tired in the morning or feel 
low compared to students in other 
countries.  These symptoms may be 
associated with our students' general 
fitness levels related to diet and exercise, 
since we are also more likely to eat items 
such as french fries or to drink sodas with 
sugar, while generally exercising in the 
mid- to lower range.  Symptoms may 
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also stem from other activities and school 
schedules not measured or analyzed in the
HBSC.  

Research cited in each of the chapters 
shows that appropriate supportive
networks are critical for positive develop-
ment of health and healthy behaviors.  The
ability of parents to provide support in the
U.S. may be relatively limited by the high 
proportions of students living with either 
single parents or step-parents.
Communication with parents appears to be 
more difficult for our students, both with 
mothers and fathers, with far greater 
difficulty reported in communicating with 
fathers than mothers and particularly for
boys.

U.S. students find it easy to make new 
friends, while they are among the least 
likely to find students in their classrooms to
be kind and helpful.  U.S. students rank 
second in reports of feeling a lot of 
pressure from school; at the same time, 
their perceptions of their own performance 
is very high compared to other students in 
their classes.  Our students are no more 
likely than students in other countries to 
feel that either teachers or parents expect 
too much of them at school, and rank tenth 
highest in feeling that students are treated 
too severely or strictly at their school.  The 
proportion of U.S. students who are  
enthusiastic about school is among the best 
of countries, even though about four out of 
five U.S. students like school only a little, 
not very much, or not at all.  Across all 
countries girls like school and consider 
rules to be fair more often than boys.  
However, U.S. students are among the least
likely to feel that they participate in making
rules at school. 

Comparisons of U.S. student substance use 
(smoking and drinking) are generally 
positive, but with somewhat mixed results.
Our 15-year-old youth are less likely to 
smoke than students in almost all other 
countries and rank in about the middle 
range for drinking alcohol at least once a 
week.  The latter finding is consistent with 
our ranking for students who have been 
drunk at least twice.

U.S. students rank relatively high for never
or rarely feeling safe at school.  Fewer than
two out of five U.S. students always feel 
safe.  Our students rank in about the middle
among students who are bullied at school at
least sometimes.  However, we rank ninth 
at ages 11 and 15 and seventh at age 13 
among all countries for students who are 
bullied frequently (at least once a week or 
more often) at school.  Our students are 
also among the higher ranking countries for
students who report that they bully others 
frequently.  Among the few countries  
asking about fighting or weapon carrying 
(gun, knife or club) for self protection, U.S.
students are no more likely to fight or carry
weapons.  Like students in other countries, 
U.S. students are more likely to fight with 
friends, family members or acquaintances 
than with strangers.

Analyses based only on U.S. HBSC survey data
have already refocused our attention to issues
affecting U.S. students.  For example, studies on
the prevalence and psychosocial effects of bully-
ing behavior in U.S. teens, together with violence
related to bullying, support work to mitigate this
behavior.  Our data show about 30 percent of
U.S. students in grades six to ten report moderate
or frequent (weekly) involvement in bullying,
either at school or away.2 This study demon-
strates the differences in psychosocial attributes
of students who bully others, are bullies, or are
both bullies and victims of bullying.  U.S.
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students involved in bullying are more likely to
participate in violent behavior, including weapon
carrying and frequent fighting.3 Students
involved in frequent bullying (as either the bully
or the victim) are more likely than other students
to report carrying a weapon for protection either
at school or away.  The likelihood of weapon-
carrying is particularly high when students either
bullied others or were bullied away from school
grounds.  Bullies (including bullies who are also
bullied) were most likely to carry weapons for
self-defense.      

The international study does not address issues
related to race, ethnicity, or immigration.
Historical immigration patterns and the extent of
diversity is quite different in the U.S. compared
to most European countries.  Both published4

and preliminary analysis of the U.S. HBSC data
on youth living in homes where the primary
language spoken is other than English shows
they are more likely to have psychosocial
problems and feel a lack of connectedness
compared to non-Hispanic white English-
speakers.  Adolescents who speak other
languages at home, exclusively or in combination
with English, are particularly likely to report
feelings of vulnerability, exclusion, and lack of
confidence, such as alienation from classmates,
being bullied at school, and concerns about
school and parental support.  However,
preliminary analysis of the U.S. HBSC data on
Asian American students who spoke languages
other than English at home also shows them to
be less likely to use substances such as
cigarettes, chewing tobacco, marijuana, or to
have ever experimented with alcohol, indicating
that lower levels of acculturation may also be
protective for some high-risk behaviors. 

International and U.S. analyses from the HBSC
and the more in-depth longitudinal, multi-level
research of the U.S. Adolescent Health Study
show that feelings of support and connectedness

to family, school, and peers are highly associated
with positive health and behaviors.1,5,6 Whether
addressing health and depressive symptoms, fit-
ness, diet, attitudes toward school, smoking and
alcohol use, or violence, research demonstrates
that students' feeling of being connected to posi-
tive support systems-familes, schools, neighbor-
hoods and communities-makes a difference.7,8

The interactions among personal attributes,
health behaviors, family and peer networks, and
larger cultural influences are difficult to
measure.9  Adolescent health behaviors measured
between ages 11 and 15 years reflect not only
genetic, family, and early and middle childhood
exposures,10 but individual effects, such as
puberty and maturation, and direct interactions
with peers, neighborhoods, and communities.
The HBSC is attempting to measure the matura-
tional and neighborhood effects in subsequent
surveys to address the complex interactions of
biological, social, and physical environmental
factors through the various developmental stages
of children and youth.  The Strategic Plan of
National Institute of Child Health and Human
Development (NICHD) states that there is little
comprehensive research on adolescence, despite
the many important  neurobiological, hormonal,
and social behavior interactions to be addressed
during transitions into, from, and throughout this
developmental period.11 Recommendations syn-
thesizing lessons learned in a review of research
study findings were published in a report spon-
sored by the Health Resources and Services
Administration's Maternal and Child Health
Bureau (HRSA/MCHB).12 Cross-cutting themes
identified as priorities for directions of future
adolescent research include: 1) applying a devel-
opmental perspective; 2) emphasizing health; 3)
using multiple influence models for understand-
ing and improving health and development; and
4) recognizing the diversity of the adolescent
population.
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Differences pertinent to U.S. students, such as
those highlighted in this chartbook, direct
attention to U.S. programs and support their
attempts to address health-related factors based
on appropriately targeted research which has
been evaluated for effectiveness.  Prevention
strategies and interventions targeted to teens
become more complex when considering the
issues identified as priorities for research listed
above and the multiple venues within which
youth interact.  A national committee of experts
assessed programs that may serve as models to
promote positive outcomes in youth by identify-
ing community interventions with sufficiently
strong evidence of effectiveness.7 These
programs are located in communities in which
youth live, including both geographic communi-
ties and those based on family connections and
shared interests or values, including schools,
since many of the best-regarded programs craft
explicit links with both home and school.  For
example, two U.S. studies on bullying using
HBSC data show that the risk of weapon
carrying and fighting are higher for students
involved in bullying away from school grounds
than at school.2,3 International comparisons and
studies of violence or bullying occurring only at
school do not provide sufficient breadth to
understand bullying and  violence within the
context of a youth's activities away from school,
in the community, and at home.  Not only do we
need to address bullying behavior in school, but
the findings direct us to learn more about where,
how, and why these events occur in order to
address future preventive program efforts effec-
tively.  The school environment as either a
formal or informal venue for promoting healthy
behaviors is appropriate and necessary, but
probably not fully sufficient for successful inter-
ventions.7

HBSC comparisons of smoking behavior are a
good example of positive changes resulting from
effectively targeted research and programs.  At

age 15, U.S. students are ranked among those
least likely in all HBSC countries to smoke daily,
consistent with U.S. surveillance reports of
decreases in teen smoking during the last several
years.13,14 U.S. students' ranking for daily
smoking at age 15 is low, even though our
students are as likely to experiment with
smoking as students in other countries.  After 25
years of attempting to reduce smoking among
our youth, evaluation of interventions concludes
that no single strategy has been successful, and
multiple approaches at the population and
individual levels have the greatest chance of
success.7

A joint effort of HRSA/MCHB and the Centers
for Disease Control and Prevention supports
collaborative action at the community, State, and
national levels to elevate the national focus on
the health and well-being of adolescents and
young adults through the National Initiative to
Improve Adolescent Health.15 Together with
NICHD, they are addressing the underlying
supportive networks required to improve
adolescent health, as demonstrated through the
research and findings described in this chartbook.
The two sponsoring agencies of the HBSC study,
NICHD and HRSA/MCHB, are responsible,
respectively, for conduct of research on the 
causes and prevention of disease and health
behaviors leading to poor adolescent health11 and
for promoting and improving the health of
adolescents through effectively targeted
programs.16 The HBSC focus on adolescents
within the context of family, school, peers,
neighborhood, community and culture
contributes to the efforts to provide targeted
research to aid effective programs.
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INTRODUCTION

The international research study of Health
Behavior in School-aged Children (HBSC) has
conducted nationally representative surveys
every four years since the 1985-86 school year.
A growing number of countries in Europe, North
America, and the Middle East are participating.
In 1997-98, the U.S. performed their first nation-
al survey to obtain comparable measures.  Like
other international studies, such as those on math
and science achievement, the HBSC produces
comparative international data that allow partici-
pating nations to identify their strengths and
weaknesses and to develop strategies for improv-
ing their performance.1 Beyond comparisons of
individual health-related behaviors, the goal of
the HBSC is to gain new insight into, and
increase understanding of, adolescent health
behaviors, health, and lifestyles in their social
context for the purpose of providing scientific
evidence for program and policy efforts.

The purpose of this chartbook is to investigate
areas where U.S. adolescents' health or health-
related behaviors emerged as significantly differ-
ent from those of adolescents in other countries.
A much more comprehensive international report
includes comparisons of student attributes and
some limited analyses across these attributes to
describe consistent health and behavioral patterns
for adolescents in the 29 countries or regions
performing the survey in 1997-98.1 Differences
pertinent to U.S. students, such as those high-
lighted in this chartbook, raise critical questions
about the underlying factors resulting in health
and health behaviors that affect our students.  In
some cases, the health behavior of U.S. students
may be better than in most other countries and
we can assess the efforts successfully applied to
achieve our position.  In other cases, the health
and behaviors are much worse, and we may be
able to look at related characteristics of students
in other countries to understand more about the

effects of our own culture.  Specifically, we are
asking:

1)What important information did we learn 
about U.S. adolescents that we didn't 
already know; and

2)What relevant U.S. or international 
research addresses the factors underlying
the highlighted health issues?

By viewing the adolescent in a developmental
continuum nested within the context of family,
school, peers, and culture, the HBSC offers
opportunities to understand the larger community
within which U.S. research and programs must
work to be effective. Students in the study repre-
sent average ages of 11, 13, and 15 years, allow-
ing international comparisons beginning at early
pubertal development stages through mid-adoles-
cence, when choices and behaviors are more
entrenched.  By age 15, many health-related
attributes, such as nicotine addiction or being
overweight, have become precursors of adult
diseases, including respiratory afflictions, cancer,
and heart disease.  As a research consortium, the
HBSC investigators emphasize the need to
understand how the developmental stages of ado-
lescence interact with the cultural, social, and
physical community. 

HBSC goals are consistent with the developmen-
tal emphasis of the two agencies sponsoring the
HBSC in the U.S.:  the Health Resources and
Services Administration’s Maternal and Child
Health Bureau (HRSA/MCHB) and the National
Institute of Child Health and Human Develop-
ment (NICHD).  A recent report sponsored by
HRSA/MCHB on research priorities for adoles-
cent health stressed understanding interactions of
physical, psychological, and social development
within social and environmental contexts.2 The
Strategic Plan of NICHD states that there is little
comprehensive research on adolescence, despite
the many important neurobiological, hormonal,
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and social behavior interactions to be addressed
during transitions into, from, and throughout this
developmental period.3

A recent report on current knowledge of the
interplay of biological, behavioral, and societal
influences on links between health and behavior
emphasized the complexity of relating these mul-
tiple influences to specific interventions to
reduce unhealthy behavior.4 The HBSC research
study, which compares adolescent health and
behaviors within the social context of multiple
cultures and country structures, cannot address
this complexity either.  However, it does provide
new suggestions to help us understand how our
own U.S. culture and the structure of family and
schools may influence adolescent health and
behavior.  Programs to promote healthy youth
development are fielded and supported at many
levels, but their effectiveness is difficult to deter-
mine.  The National Research Council and
Institute of Medicine established a committee to
identify community programs with sufficiently
strong evidence of success to suggest that they
could serve as models for enhancing youth
development programs.5 They found that the
research base is just becoming comprehensive
enough to allow tentative conclusions about how
individual student assets lead to positive devel-
opment and the characteristics that support these
assets.  Again, the HBSC study, describing indi-
vidual health behaviors within the family, peer,
and school social context, will not provide suffi-
cient information to validate intervention pro-
grams.  However, much of the research
addressed in the HBSC is based on studies in
both North America and Europe that have indi-
cated how supportive social environments influ-
ence the individual adolescent health behaviors
described in this chartbook.

The U.S. sponsors several other continuous
surveys to monitor changes in adolescent health
indicators for the older age ranges, including the

Youth Risk Behavior Survey (YRBS) and Moni-
toring the Future.6,7 The indicators from these
and other surveys or vital records are used to
perform surveillance and measure progress
toward our goals for adolescent health, as
described in Healthy People 2010 and America's
Children.8,9,10 Research findings from the
nationally representative National Longitudinal
Study of Adolescent Health (AddHealth), a
school-based survey based on follow-up of stu-
dents and their parents initiated in 1994, are
adding both contextual and developmental
depth.11 HBSC data complement these surveil-
lance systems and provide family, peer, school,
and community context for research on attributes
influencing the currently available indicators by
which we measure progress in the U.S.  As a
cross-sectional study of students at ages 11, 13
and 15 years, the HBSC does not follow individ-
ual students through their developmental stages
for an in-depth understanding of the interface
between biological and social influences.
Although such longitudinal studies have been
conducted on the community level, national
studies are needed. 

The HBSC data presented in this chartbook are
based on nationally representative school-based
surveys performed in 29 countries or regions in
the 1997-98 school year.  An extensive compari-
son of health-related measures collected for the
three age groups is available for reference and
further detail in an international HBSC publica-
tion or from specific research based on fewer
countries who asked optional topic-specific
questions in a consistent manner.1 This chart-
book highlights and discusses only those health
measures that show important differences for
U.S. students.  Graphical presentation is limited
to age 15 to conserve space.  In instances where
cross-country comparisons varied across the ages
of 11, 13 and 15, the differences are noted, with
reference made to the larger international report.
Specifically, the measures are organized within
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the topics of general health and well-being,
fitness, family and peer relationships, school
relationships, smoking and alcohol use, and
violence.  A synthesis of current programs and
the research underlying the programs addresses
whether program and/or research objectives are
specific to documented underlying factors
affecting the measures.  

Our goal is to learn more about U.S. adolescent
health status as highlighted through comparisons
to other developed countries and describe current
U.S. research which addresses these health-relat-
ed  measures in order to improve adolescent
health.  The target audiences of this chartbook
include program and policy officials, researchers,
health professionals, school administrators,
school health educators and staff, parents, and
students.  As with most successful changes in the
health of our population, multifaceted efforts
incorporating education, support of the individual
to access means for change, and legislation
require that we all work together to improve
adolescent health.  Support for our children,
adolescents, and families in maintaining healthy
lives within the larger community should be
assisted by HBSC research, based on seeing
ourselves from the outside.

BACKGROUND

The HBSC study includes nationally representa-
tive surveys of students at ages 11, 13, and 15
years of age across countries.1 The HBSC has
been conducted every four years, starting in
1985-86, with a growing number of countries
involved.  Twenty-nine countries and regions
participated in the 1997-98 school-year survey.
NICHD sponsored the 1997-98 U.S. survey, in
collaboration with HRSA/MCHB, which has
responsibility for fielding the HBSC study for
future survey rounds.

The survey performed in the 1997-98 school year
included questions that were mandatory for all
29 participating countries and regions.  The
questions were pretested and translated into
country-specific language to measure the same
construct in each country, if possible.12 Any
deviances from the exact wording of the
questions are noted, if any.  Wording was
changed only if the definitions were different;
e.g., 'chips' is the name used in most European
countries for potatoes fried in a manner similar
to french fries in the U.S. while 'potato crisps' are
the equivalent of potato chips in the U.S.  These
deviances are described further in HBSC docu-
mentation, which is available elsewhere.1,5 In
addition to the mandatory questions, optional
questions on specific topics were fielded in some
countries yielding comparisons for fewer
countries, but allowing each country to address
issues considered to be of high importance.  The
U.S. included questions on violence and injury,
with comparisons to countries collecting the
same data presented here.13

Topics in the chartbook were selected based on
the general criterion that the U.S. measures fall
in the top or bottom third of the 29 countries,
with generally significant differences among
countries when ranked by proportions of 15-
year-old students with the particular attribute.  If
most of the countries, including the U.S., have
similar attributes of a general topic, they are not
included in the chartbook but may be found in
the complete international report.1

STATISTICAL METHODS

Significant differences between an attribute
measured across countries are based on the
sample design requirements for participation in
the HBSC.  Surveys are performed in a single
classroom within a school.  Student characteris-
tics within a single classroom tend to be similar
(clustered).  Given a clustered school-based rep-
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resentative sample design, countries are required
to include a minimum sample size for each of the
three age groups (about 1,500 per age group),
estimated to produce a 95 percent confidence
interval of +3 percent around a proportional
estimate of 50 percent and a design factor of 1.2.
The design factor is a ratio estimate of amount of
variance due to the clustered sample design
compared to the variance if the surveys were
based on simple random samples of individual
students.  The sample design criteria can be
found, with examples, in the international report
for 1997/98, referenced above.  Variance
estimates obviously vary for each variable and
within each country.  However, the following
guidelines may be used for very approximate 95
percent confidence intervals around proportions
shown in the chartbook:
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CHAPTER ONE

HEALTH AND 
WELL-BEING



OVERALL HEALTH AND 
WELL-BEING 

Adolescence is characterized by rapid physical
growth, significant physical and psychological
changes, and changing dynamics in family and
peer relationships.  The large, rapid changes
associated with adolescence may have major
effects on the health of individuals, and con-
versely, variations in health may significantly
affect the transitions of adolescence.  Optimal
health and well-being of adolescents in their
daily lives is basic to their successful develop-
ment into healthy adults in addition to their func-
tional capacity in performing normal daily activi-
ties.  

The teenage years are traditionally viewed as a
time of very good health with low levels of
illness and chronic disease, except for the effects
of traumatic injuries.1 Health-related behaviors,
such as smoking, may not have immediate health
effects for adolescents, although they have impli-
cations for chronic diseases later in life and they
may affect adolescents' future choices.  In
contrast, how a student feels on a daily basis,
both physically and psychologically, may signifi-
cantly affect the transitions of adolescence.
Thus, measures of factors that influence the
success and difficulties of this transition should
include indicators of both physical and psycho-
logical health.  Perceptions of health, self-confi-
dence and satisfaction with life reflect the level
of biological and psychosocial stress and anxiety
that young people experience.  

The ages included in the HBSC study (11, 13,
and 15 years) incorporate the significant changes
associated with puberty, with expected
differences by gender.2,3,4 By age 15, most of
the students described in the following charts
have entered puberty, with many already attain-
ing established characteristics that will predict
their health as adults.  The following charts

compare the overall health and well-being of
U.S. students to those in other countries at age
15.  Reference is made to any differences among
counties found in younger age groups and
changes between age groups associated with
developmental status that have been published in
the larger international report.2 International
comparisons of variations in health measures
during transitions through adolescence offer rich
opportunities to confirm the biological and
developmental characteristics that adolescents
around the world have in common, while exam-
ining the effects of cultural influences in each
country.

Adolescents have a greater awareness of their
physical status and well-being than do younger
children.  One way to measure adolescents'
health and well-being is their own self-report on
health status.  The concept of measuring both
adolescent and adult health using standardized
self-report is well established.5,6,7,8 In the U.S.
adolescents have reported on their own health
status in school-based surveys such as the
YRBS9 and AddHealth studies.10

Adolescents in the HBSC were asked to describe
their general health status and quality of life in a
manner comparable to questions in the YRBS
and AddHealth.  Questions also asked about
specific biological and psychological symptoms,
including headache, stomachache, backache, and
tiredness.  Though not always reflective of
serious illness, these symptoms may directly
measure functional status or indicate the
adolescent's sense of physical well-being.  In
addition, assessments of how students feel about
life in general and whether they feel low or
lonely are included because of their effect on
general health and because they may reflect
levels of mental health or psychosocial well-
being.  Medication use for specific symptoms
may indicate the severity of physical symptoms
or the availability and inclination to use
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medication.  Measuring medication use improves
our understanding of adolescents' use of health
care and their response to their symptoms.

Some symptoms describe depressive feelings,
such as feeling low.  Students were not given an
example of 'feeling low' although it has consis-
tently measured negative affects in earlier inter-
national studies from the HBSC.2 Together with
the U.S. AddHealth study,11 the HBSC provides
insight into the day-to-day mental health of
students, including assessment of negative
feelings.  Related questions are asked in the
YRBS, which found that 28 percent of U.S. high
school students felt so sad or hopeless every day
for at least two weeks in the previous year that
they stopped doing some usual activities.9 The
HBSC adds to surveillance information by
broadly assessing adolescent health and well-
being in a broader context beyond the traditional
indicators of physical health and disabilities.12

FEELING HEALTHY 

Boys tend to report somewhat better health than
girls in all countries, with 8 percent of U.S. boys
reporting not feeling healthy compared to 13
percent of the girls.  U.S. students rank among
the highest countries in reports of not feeling
healthy, ranking seventh highest for boys and
10th for girls.  Other countries with such high
levels are primarily Eastern European and the
Russian Federation.  Finland, Sweden,
Switzerland and Austria report the lowest levels
of students who do not feel healthy.  The propor-
tion of students who do not feel healthy tends to
increase slightly between ages 11 and 15 for both
genders in almost all countries, including in the
U.S.2

QUALITY OF LIFE

U.S. students rank among the highest for those
who are not feeling happy (seventh for boys and
11th for girls), along with students from Israel,
Eastern Europe, and the Russian Federation.
Girls are slightly less happy than boys (25
percent and 19 percent respectively), consistent
with gender differences among all countries.
Boys and girls report slight increases in the pro-
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portion who feel unhappy as they age from 11 to
15 years in the U.S. and in many other countries
(data not shown).2 However, the age trend is not
consistent for boys in every country - but is con-
sistent for girls.

In all countries, girls are more likely than boys to
often feel lonely.  In almost half of the countries,
fewer than 10 percent of boys often feel lonely

compared to 15 percent in the U.S.  About one of
five U.S. girls often feels lonely, significantly
more than girls in Denmark, Norway, England,
Switzerland, Sweden, and Germany, but in
comparable proportions to most other countries. 

In three countries, Portugal, Israel, and Greece,
40 percent or more of girls often feel lonely.  No
significant differences occur across the three age
groups in the U.S. (data not shown).2
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Differences by age for girls are not consistent
across other countries.  Large increases between
ages 11 and 15 in the proportion of girls who
report feeling lonely occur in Portugal, Greece,
Latvia, and Greenland, for example.2

SYMPTOMS

U.S. students, both boys and girls, rank first or
second among all countries in reporting of
backache, stomachache, and headache at least
weekly, significantly higher than the vast
majority of other countries.  In all countries, girls
report more biological symptoms than boys.
More than 40 percent of U.S. females report
backaches or stomachaches at least weekly; 57
percent report headaches.  Among U.S. boys,
about one-third reported headaches or backaches
occurring at least weekly; 28 percent reported
stomachaches.  U.S. ranking does not differ for
ages 11 and 13 years.1 Headache and backache
are somewhat less common in the youngest years
in other countries according to data shown in the
international report.2

International contrasts show stomachache is
reported by <25 percent of girls in 19 other
countries; 10 percent in the lowest ranked
country.  Less than 20 percent of boys elsewhere
report stomachache in all but three countries.
Similarly low proportions are shown for
backache in 20 other countries.  Headache is
reported by about one-third of girls in six
countries with lowest proportions, <20 percent of
boys.  Less than half of girls report these fre-
quent headaches in the majority of countries.  As
with headaches, at least 10 percent more girls
than boys report weekly stomachaches in all
countries.
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The U.S. ranks among the top four for both boys
and girls in feeling low, behind Greece, Israel,
and Hungary, and ranked first for students at age
11.2  Feeling low is higher for girls than boys for
all ages, and increases with age in the U.S.
About half of 15-year-old U.S. girls (49%) feel
low at least once a week and almost one-third of
boys (34 percent).  This is consistent for girls in
all countries, but not for boys.2

U.S. boys rank first in reporting of difficulty
sleeping at least once a week (41 percent); 46
percent of U.S. girls reported weekly difficulty,
ranking second after France.  Both U.S. boys and
girls had rates similar to Canada, Wales, and
Israel.  

U.S. students rank third among countries for
feeling tired in the morning four or more times a
week, led only by Norway and Finland.  (Rank-
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ings among countries are generally consistent at
ages 11 and 13 years also.)2 About 40 percent of
U.S. students report feeling tired compared to
<15 percent in the lowest ranked countries.  In
contrast to other symptoms, boys feel morning
tiredness slightly more often than girls in all
three age groups in most countries.2

MEDICATION USE

Medication use tends to reinforce the pattern of
reported symptoms for headache, stomachache
and difficulty sleeping.  U.S. students rank first 
in taking medication for headache (and first or
second at ages 11 and 13 years).2 They rank
eighth in taking medication for stomachache
(fourth at age 11 years; and 7th at 13 years).2

U.S. boys ranked fourth and girls ranked third in
taking medication for sleep difficulties with

24

0 10 20 30 40 50
Norway

Switzerland
Finland
Estonia

Denmark
Belgium (Flemish)

Czech Republic
Slovakia
Greece

Germany*
Portugal

Austria
Lithuania

Ireland

Poland
Latvia

Sweden
England
Canada

Russian Federation*
Scotland
France*

Northern Ireland
Wales

Israel
Greenland

Hungary

USA

U.S. Female
Females (Non-U.S. Countries) Males (Non-U.S. Countries)

U.S. Male

12
14

10

48
40

26
32

9

9
5

8

8

8

8
4
4
4
4

5

5

5
3

3
3

3
3
3
3
3
3

31

1
1
1

2
2
2

2

4
4

4
4
4
4
4
4
4

6
6

6

6
6
6

7
7

During The Past Month, Have You Taken Medication 
For Sleep Difficulties?
Percent taking medication once or more

15-year-olds

*France, Germany and Russia are represented only by regions

0 10 20 30 40 50

56
5739

38
45

42
40

35

30
31

29
34

32
30

30
29

28
27

27

24

26

27
25

23

22

22
17

16

16
19

11

10

10
12

7
6

60

10
13

13

15

8

17
21

23
20

22

23

31

31

30

32

36
35

32

34
38

Lithuania
Latvia

Estonia
Greenland

Poland
Portugal

Russian Federation*
Czech Republic 

Greece
Slovakia
France*

Switzerland
Belgium (Flemish)

England
Ireland

Hungary
Northern Ireland

Canada
Wales
Israel

Scotland
Denmark

Austria
Germany*

Sweden
USA

Finland
Norway

Male (Non-U.S. Countries)
U.S. MaleU.S. Female

Female (Non-U.S. Countries)

Percent feeling tired 4 times a week or more

How Often Do You Feel Tired When You Go 
To School In The Morning?

15-year-olds

*France, Germany and Russia are represented only by regions



similar rankings at younger ages.  However, U.S.
students are no more likely to take medications
for nervousness than students in the majority of
other countries nor were they more likely to
report being nervous (data not shown).2

What didn't we know?

Students in the U.S. rank highest or among the
top four countries in prevalence of stomachache,
backache,  headache, difficulty sleeping, feeling
tired, and  feeling low.  Report of medication use
for headache, stomachache, and difficulty sleep-
ing is equally high, supporting high estimates of
student reports for these symptoms.  U.S.
students are no more likely to feel lonely, but
they are more likely to report feeling low at least
once a week.  Girls report higher levels of all
these symptoms than boys, except for feeling
tired. 

The relatively high prevalence of headache,
stomachache, and backache symptoms in the
U.S. are consistent with the comparatively low
ranking in the U.S. for feeling healthy.  The
concurrent high reports of medication use for
these symptoms raises a number of questions
about both the reasons for higher reporting of the
symptoms and whether U.S. youth are more
likely to medicate for such symptoms.  Gender
differences in the U.S. are consistent with HBSC
reports from earlier surveys.13 Compared to
boys, adolescent girls across the countries are
more likely to report feeling less healthy or
happy, to feel more lonely or low, and to have
more biological symptoms.  

Household health surveys in the U.S. show that
parents and guardians report their children's
general health status to be good, very good or
excellent for 98 percent of both boys and girls at
ages 12-17 years; 81-82 percent are reported by
their parents to be in "very good" or "excellent"
health.14 How parental reports compare to

adolescent self-reports is unknown but would be
a useful study, particularly taking family relation-
ships and communication levels into considera-
tion.  Parental perceptions and adolescent percep-
tions with additional self-knowledge may differ
through the transitions to independence.

In the HBSC, feeling low is considered to be a
negative or depressive symptom.  Since students
were not given an example of what 'feeling low'
meant, it is possible that reports of 'feeling low'
may be measuring either biological and/or
psychological feelings.  However, findings for
U.S. students about feeling low at least once a
week are consistent with relatively high reports
of feeling sad among high school students in the
2001 YRBS.9 The YRBS also found that girls
are more likely to report feeling sad than boys.
A report from the U.S. Surgeon General finds
that approximately 20 percent of children and
adolescents experience a diagnosable mental dis-
order annually.15 An AddHealth study that
followed students for one year found changes in
depressive symptoms during that year, with
female gender the only sociodemographic
variable consistently associated with higher
prevalence of depressive symptoms at baseline
and one year later.  Factors significantly
associated with persistent moderate/severe
depressive symptoms were school suspension,
fair/poor general health, somatic symptoms,
suicidal ideation, receiving psychological
counseling, and difficulty in obtaining needed
medical care.16 

U.S. research on feeling tired shows that
adolescents are biologically challenged by early
school start times and shortened sleep schedules,
resulting in impaired daytime functioning.17

Data showing high U.S. ranking for difficulties
sleeping, including medication treatment,
indicate that other factors may be affecting
tiredness as well.  Reports of relatively low
quality of life (such as not feeling happy and
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feeling lonely) also raise questions about the
relationship between these problems with
physical health symptoms.  Feelings of health
and well-being may be correlated with factors
described in the following chapters on fitness,
family and peer relations, and school.
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CHAPTER TWO

FITNESS 



FITNESS

Fitness underlies much of the overall health and
well-being described in the previous chapter,
affecting both current and future physical and
psychological health.  Physical activity, nutrition,
and lifestyle all contribute to adolescents' daily
functioning.

Adolescence is a critical period for the onset of
obesity and for obesity-associated illnesses in
later life.1,2 During adolescence, overweight
youth may face discrimination, rejection, and
low self-esteem, affecting their social relation-
ships, school experiences, psychological well-
being, and future aspirations.3,4 The U.S. Sur-
geon General's Call to Action to Prevent and
Decrease Overweight and Obesity addresses the
epidemic of overweight and obesity among U.S.
youth.5 A number of factors contribute to this
epidemic, including increases in the number of
calories consumed, low levels of physical activi-
ty, and high levels of sedentary behavior.

Promoting healthful physical activity is an
important way to combat this epidemic while
establishing habits that can be sustained into
adulthood.  Scientific research over the last 50
years, primarily in adults, has shown that moder-
ate physical activity is associated with a number
of physical and mental health benefits, while a
lack of physical activity has negative conse-
quences.  In addition to reducing the risk for
being overweight or obese, regular, moderate
physical activity also reduces the risk of coro-
nary heart disease, cerebrovascular disease,
hypertension, type II diabetes, osteoporosis, and
deterioration of functional capacity.6 Among
mental health benefits, exercise reduces the risk
of anxiety and can improve self-esteem.7,8 In
addition to its preventive benefits, physical activ-
ity is also recommended as a treatment for clini-
cal depression and type II diabetes.6,7,9 In adults,
low levels of physical activity are associated

with high risk of diabetes as well as high rates of
cardiovascular deaths and deaths from all
causes.9

Like adults, adolescents achieve considerable
advantages from regular physical activity.  As
noted in Physical Activity and Health: A Report
of the Surgeon General,10 increased physical
activity levels in children and adolescents can
reduce their coronary heart disease risk factors,
such as lowered blood pressure, reducing obesity
and helping control type I diabetes.  Moreover,
physical activity provides physical benefits dur-
ing childhood and adolescence, such as increased
bone mass, and has positive effects on psycho-
logical well-being.10,11 Sedentary adolescents
have higher resting blood pressure than physical-
ly active students, while physically active adoles-
cents have a more favorable blood lipid profile,
in terms of their cholesterol and triglycerides,
than their sedentary peers.13 The Surgeon Gen-
eral's Call to Action5 stresses the need to reduce
sedentary behaviors, such as watching TV, which
are also associated with increased consumption
of snack foods and soft drinks among adoles-
cents.14  Besides these dietary associations, time
spent watching TV detracts from time available
for active behaviors.

The American Academy of Pediatrics recom-
mends limitation of television viewing to one to
two hours per day.15 Adolescents' eating habits
not only affect their risks for overweight but also
may hamper their ability to grow normally and to
conduct their daily activities.16 An increase in
the velocity of growth (“a growth spurt”) associ-
ated with hormonal, cognitive, and emotional
changes of adolescents, and proper nutrition is
necessary for this growth.  Adolescents' intake of
saturated fat, total fat, sodium, and soft drinks,
with their relatively low intake of fruits, vegeta-
bles, fiber, and calcium-containing foods, may be
increasing their future risk of cardiovascular dis-
ease, cancer, and osteoporosis.17 Among adoles-
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cents, low levels of fiber and high levels of satu-
rated fat, total fat, and sodium may be related to
low intake of fruits and vegetables.18 Of all the
food groups, the fruits and vegetables groups are
the ones that adolescents are least likely to eat in
sufficient quantities.19 

Even temporary eating habits during adolescence
can have a long-term impact on future risk for
osteoporosis, since skeletal maturity is achieved
during the late stage of pubertal development.20

Bone growth during adolescence accounts for
about 45 percent of total attained peak bone
mass.21 A decline in milk consumption during
adolescence appears to be related to the increase
in soft drink consumption by youth, with teens
drinking twice as much soft drinks as milk, a
reversal of patterns found during the early
1980s.22,23 Replacement of milk with soft drinks
may affect bone health through several mecha-
nisms, including reductions in calcium, bone
resorption (breakdown) from phosphoric acid in
soft drinks, and possible increased calcium
excretion from caffeinated drinks.24,25

Other nutritional issues include the relationship
of dietary intake and eating patterns on academic
achievement; in particular, breakfast consump-
tion and iron intake.  Iron deficiency anemia is a
nutritional concern for adolescent girls, which
can result in fatigue, reduced attention span, and
impaired intellectual performance.26

Dietary behavior is also a factor in other weight-
related disorders such as anorexia nervosa,
bulimia nervosa, anorexia/bulimic behaviors,
adverse dieting behaviors and binge eating disor-
ders.  These disorders tend to peak in prevalence
and severity during adolescence: 10 to 20 percent
of girls show anorexic and/or bulimic behaviors,
and the more severe forms of these disorders are
classified as mental illnesses.  Girls are more
likely than boys to report dieting behaviors, often
because of concern with self-image.  While some

diets may be healthful, some, such as fasting, are
very unhealthy.  The Surgeon General's Call to
Action stresses the importance of addressing
weight and physical activity from the perspective
of good health rather than from concern with
body image.

This chapter shows how U.S. students compared
to students from other countries on measures
related to fitness, including frequency and inten-
sity of physical activity, amount of television
viewing, and dietary habits.  The comparisons of
physical activity across countries should be inter-
preted cautiously, because the questionnaires
were not administered at the same time during
the school year in every country and seasonal
differences in opportunities for outdoor activity
vary greatly from one country to another.

PHYSICAL ACTIVITY

While most U.S. students exercise on two or
more occasions per week, comparatively they
rank in the lower half of countries for exercise
frequency.  And, as is the case with all other
countries measured, regular exercise is more
common among boys than girls, with 74 percent
of boys and 54 percent of girls exercising twice a
week or more.  For boys, exercise frequency of
two times or more per week ranges from 90 per-
cent in Northern Ireland to 60 percent in Green-
land.  For girls, the most frequent exercisers are
in Germany and the Czech Republic (66 percent)
and the least frequent are in Greenland (37 per-
cent).  For exercise frequency, perhaps the most
disturbing trend is the decline among girls as
they age.  While 65 percent of U.S. 11-year-olds
report exercising two times or more per week,
that figure declines to 62 percent for 13-year-old
girls, and 54 percent for the 15-year-olds, as
noted above.  Unfortunately, this same down-
ward trend exists among girls in all the countries
measured, while there is not a decline among
boys.
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U.S. students rank in the middle for exercise
length, with more than half reporting that they
exercise for two hours or more a week.  As with
exercise frequency, U.S. boys are more likely
than girls to exercise two hours or more a week:
67 percent compared to 51 percent.  There is also
wide variability among countries for exercise
length.  Eighty-six percent of Austrian boys exer-
cise at least two hours a week compared to 48
percent of boys in Portugal.  Among girls, 70
percent of students in Germany report exercising
two hours or more per week compared to 25 per-
cent in Portugal.

LEISURE-TIME ACTIVITIES 
(TELEVISION WATCHING)    

Interestingly, the percent of frequent television
watchers among U.S. students declines steeply
from age 11 to age 15.  U.S. students at age 11
are in the top third of countries for frequent tele-
vision watching, with 34 percent of girls and 36
percent of boys reporting that they watch four or
more hours of television per day.  At age 13,
U.S. students are in the middle range of coun-
tries, with 28 percent of girls and 33 percent of
boys reporting heavy television viewing.  By age
15, as the chart indicates, the U.S. students
ranked in the lowest third of countries, with 18

31

0 20 40 60 80 100

Greenland
Latvia

Hungary
Lithuania

France*
Israel

Greece
Poland

Belgium (Flemish)
Denmark

USA
Russian Federation*

Canada
England
Portugal
Sweden
Norway

Wales
Switzerland

Ireland
Finland
Estonia

Scotland
Czech Republic

Germany*
Austria

U.S. MaleU.S. Female
Female (Non-U.S. Countries)

Northern Ireland 63 90
65
66
66

61
62
64 79

59
57
56

65
55
54

50
54

50
54

77
74

56
50 72
49

45
48
46

45
43

37
60

67
71

42
72

77

76
80

71

69

71
71

80

79
75

81
81
82

84
85

83
80

87

*France, Germany and Russia are represented only by regions

How Often Do You Usually Exercise In Your Free Time
So Much That You Get Out Of Breath Or Sweat?

Percent exercising twice a week or more

15-year-olds

Male (Non-U.S. Countries)

0 10 20 30 40 50

France*
Switzerland

Finland
Ireland

Belgium (Flemish)
Denmark

Austria
Canada

USA
Hungary

Germany*
Sweden
Greece

Portugal
Norway

Northern Ireland
Scotland

Latvia
England

Czech Republic
Poland

Greenland
Russian Federation*

Estonia
Wales
Israel

Slovakia
Lithuania

U.S. MaleU.S. Female
Female (Non-U.S. countries) Male (Non-U.S. countries)

41
46

32
32

40
38
38

31
39

33
36

26
24
24

28
23

23
28

22
25
26

21 29
19
19

25
25

20
26

18
18

20
22

19
18

16
15
16

14
17
18

21
19
20

22

27
24

28

36
26
27

29

34

38

38

46

How Many Hours A Day Do You Usually Watch TV?

Percent watching for 4 hours or more

15-year-olds

*France, Germany and Russia are represented only by regions



percent of girls and 27 percent of boys watching
television for four hours or more per day.
Among boys, frequent television watching ranges
from 46 percent (Lithuania and Slovakia) to 17
percent (France).  Similar patterns hold true for
girls. 

NUTRITION

The U.S. ranked among the lowest third of coun-
tries, with 58 percent of girls and 53 percent of
boys reporting daily fruit consumption.

Proportions eating fruit in other countries ranged
from about one third of students in Greenland to
over 90 percent in Portugal.  Across countries
more girls than boys ate fruit, with the proportion
decreasing with age.  U.S. students followed this
gender and age pattern.

Students in the U.S. were among the top five
countries in the proportion eating fried potatoes
daily:  21 percent of U.S. girls and 31 percent of
boys.  Across countries, more boys than girls ate
french fries or fried potatoes every day, with the
proportion decreasing with age.  Levels were
highest in Northern Ireland, Scotland, Israel,
England, and the U.S.  About 5 percent or fewer
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students ate fried potatoes in the nine countries
with the lowest proportions.

U.S. students ranked about in the middle of all
countries (11th out of 28 countries) with 51 per-
cent of girls and 53 percent of boys eating sweets
or chocolate daily.  Across countries, candy con-
sumption decreased with age and gender differ-
ences were minimal.

U.S. students rank third for daily consumption of
soft drinks with sugar, following only Northern
Ireland and Israel, with 66 percent of girls and 72
percent of boys.  Across countries, more boys
than girls drank soft drinks every day and boys
showed a greater increase in this percentage with
age.  Most other countries have a wider gender
gap than in the U.S.  In nearly two-thirds of
countries, half of all 15-year-old boys drank soft
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drinks every day, compared to one-quarter of
girls.

U.S. students were most likely to be on a diet or
to feel that they should be across countries.  Girls
far outpaced boys, 62 percent to 29 percent.
Gender differences were strong in all countries.
In nearly all countries, younger students were
satisfied with their weight, but by age 15, nearly
half of the girls in 16 countries were dieting or
felt that they should be on a diet. 

What didn't we know?

Most U.S. students exercise twice a week or
more but still rank among the lowest among all
countries for frequency.  Of those who exercise,
U.S. students rank in about the middle for time
spent exercising.  In all countries, boys exercise
more than girls and the proportion of girls who
exercise decreases between ages 11 and 15.  The
HBSC doesn't include all possible activities
involving exercise that students may participate
in due to the complexity of establishing compa-
rability among country-specific activities and
changes in participation rates over the recall time
of the survey.

Time spent watching TV decreases with age for
U.S. students, a pattern that is not consistent
across all countries.  The HBSC asked about
time spent playing computer games, but not time
spent on other computer activities such as using
the Internet for other activities and chatting with
friends.  The proportion of U.S. students who
play computer games and time spent playing also
tended to decrease with age, again not a consis-
tent pattern across all countries (data not
shown).27 We don't know if time spent using the
Internet compensates for the decreasing time
spent with TV as U.S. students age.

An analysis across all countries in the HBSC
shows that the hours spent watching television or
playing computer games are correlated with
increased consumption of soft drinks, sweets,
and potato chips.  The correlation is particularly
strong between TV hours and soft drinks and
sweets for 11- and 13-year-old boys and 11-year-
old girls in all countries.27 U.S. research docu-
ments increases in portion sizes and use of soft
drinks; with students drinking twice as much soft
drinks as milk, a reversal of patterns of 20 years
ago.19,22 We didn't know that U.S. students are
more likely to consume soft drinks and french
fries than students in almost all other countries,

34

0 10 20 30 40 50 60 70 80

Estonia
Russian Federation*

Switzerland
Finland

Latvia
Poland

Portugal
Greenland

Canada
Denmark

Belgium (Flemish)
Lithuania
England
Sweden

Ireland
France*
Austria

Germany*

Wales
Scotland
Hungary
Norway

Northern Ireland
Slovakia

Israel
Greece

Czech Republic
USA 62

29

29

27

18

66

56

57

54

55
26

56
21

54
20

20
50

53
22

18
52

50

51

49

11
57

51

47
20

45

46

44

47

18

18

14
50

42

42

42

44
9

9

16

15

9

17

16

19

19

20

20

22
51

53

22

U.S. MaleU.S. Female
Female (Non-U.S. Countries) Male (Non-U.S. Countries)

Are You On A Diet To Lose Weight?
Percent dieting to lose weight or feeling 
that they should diet to lose weight

15-year-olds

*France, Germany and Russia are represented only by regions



but the relation between the diet of U.S. students,
their physical activity, and obesity is firmly
established.5 The HBSC study didn't ask how
often U.S. students eat out in comparison to
other countries, nor does the HBSC have infor-
mation on serving sizes.  Serving sizes in restau-
rants and fast-food or carry-out locations have
increased in the U.S., contributing to the epidem-
ic of obesity.23,28

The international comparisons of factors related
to fitness in this report are suggestive, raising
questions not only about exercise, diet, and obe-
sity, but about the relationship of fitness to U.S.
students' overall health and well-being as
described in the previous chapter.  We have been
concerned about increases in obesity among chil-
dren and adolescents since the 1970's.5 As noted
in the previous chapter, comparatively high pro-
portions of U.S. students report negative feelings
about themselves, feeling low and lonely, with
relatively high rankings on physical symptoms
such as headache, backache, stomachache, diffi-
culty sleeping, and feeling tired in the morning. 

The social and psychological concerns described
under health and well-being may be correlated
with the higher reports of negative feelings asso-
ciated with poorer fitness profiles.  As noted by
Faulkner, Gortmaker, and others, weight status is
associated with social relationships, school expe-
rience, psychological well-being, and future aspi-
rations with possible economic consequences.3,4

Faulkner notes that obese girls report more
adverse social, educational, and psychological
correlates; obese and underweight boys noted
more adverse social and educational correlates.
In the HBSC, U.S. students ranked first in feel-
ing they should be on a diet, with two-thirds of
girls feeling this way.  This is a higher proportion
than are actually overweight in the U.S., rein-
forcing recommendations by the Surgeon Gener-
al that weight concerns should focus on health
rather than body image.5

These findings suggest that the social and psy-
chological risks associated with not meeting
weight and body shape ideals may be embedded
in our larger culture, while the analysis by Gort-
maker, et al., documents that overweight during
adolescence has important social and economic
consequences in adulthood for outcomes such as
lower educational levels, income, and marriage
rates.  Of course, the family, neighborhoods,
communities and cultural norms also influence
these outcomes among students, along with pat-
terns of diet and physical activity.5 U.S. students
were not among the HBSC students who exercise
most frequently or spend higher proportions of
time exercising.  Time spent with TV and using
computers may be correlated with physical activ-
ity, obesity, and diet.  As noted by Robinson,
children who watch more TV are more likely to
eat high-fat food and drink soft drinks.14 

Preliminary data analysis from some HBSC
countries indicate that U.S. students ages 11, 13
and 15 are significantly more likely to be at risk
of overweight and obesity than students in any of
the 15 European countries collecting measures
on height and weight.  This is of particular con-
cern as we have recognized the emergence of
type II diabetes as prevalent in U.S. youth.5

The international report of the HBSC reported
that over all the countries, students on diets had a
higher daily consumption of fruits and vegetables
and low-fat milk, and lower consumption of less
nutritious foods.27 Along with the substitution of
soft drinks for milk among U.S. students, we are
concerned about the effects of soft drink con-
sumption on bone mineral density due to
increased odds of bone fractures in both physi-
cally active and inactive girls who drink carbon-
ated beverages and the longer term risks for
osteoporosis.21,24

There are strong implications of U.S. student pat-
terns of physical activity, obesity, and diet for
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their overall health and well-being as described
in the previous chapter.  It may be that the high
levels of overweight and poor body image are
contributing to the relatively higher levels of
negative feelings reported.  Our physical activity
and diet patterns may be contributing to high
reports of feeling low, difficulties sleeping and
tiredness in the mornings.  Carbohydrate loading
from both the types of foods and soft drinks may
affect efficient daylong functional status and
sleep.  In addition, the high levels of caffeine in
our soft drinks, along with coffee consumption
not measured in the HBSC, may also contribute
to both the physical and psychological symptoms
of headache and feeling low.  Physical activity,
diet, health and well-being are also integrally
affected by our family and peer relationships, as
described in the following chapter.
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FAMILY AND PEER 
RELATIONSHIPS

Adolescent health and behavior occur within the
social context of family and peer relationships.
These relationships and their effects are complex;
not only do family relationships influence an
adolescent's behavior, but they are influenced by
the adolescent's behavior as well.  A committee
of the U.S. National Academy of Sciences
stressed the problems of understanding these
influences and their effects on health and behav-
ior due to their complexity and their interaction
with the family's genetic contributions to the
adolescent's health and behavior.1 The complex
influence of family begins before birth2 and is
carried into the transition to adult independence
and pursuit of individual identity.  Over the
course of development from infancy to adoles-
cence, the family's impact on basic physiologic
systems, emotion processing, and social compe-
tence has relevance for health.3 As adolescents
begin to spend more time with peers, the relative
importance of peer group influence over family
influence may change.4

Parent-child relationships, family structure, and
peer group relationships all affect our ability to
modify adolescent health and health behavior.
Previous research links family and peer relation-
ships to adolescent health behaviors such as seat
belt use,5 smoking,6 sexual behavior,7 alcohol
use,8 and violence and aggressive behavior.9

Family support, parenting styles, and the influ-
ence of peer pressure have been linked to adoles-
cent health behavior.10 A thorough review of
research on effects of the family social environ-
ment found two generally 'risky' family charac-
teristics that have adverse physical and mental
effects on children and youth: 1) conflict and
aggression, and 2) a cold, unsupportive or neg-
lectful home.3 In addition to direct effects on
health, such as physical abuse, the impact of the
home may be mediated or sustained by disrup-

tions in the child's ability to mount a successful
physical and/or behavioral response to stress and
to acquire appropriate emotional and behavioral
self-regulatory skills.3

While the influence and educational role of the
family may decrease as students move toward
independence, the family's role throughout early
life in shaping the health behavior of adolescents
is critical and well documented.2 According to
findings from the National Longitudinal Study of
Adolescent Health (AddHealth),11 the physical
presence of a parent in the home at key times, as
well as parental connectedness (e.g. feelings of
warmth, love, and caring from parents), and
parental expectations are associated with adoles-
cent health behavior.  Specifically, high parental
expectations were an important predictor of ado-
lescents' not engaging in violence, while the
physical presence of a parent in the home
reduced the risk of substance use.  The study also
showed that the home environment shapes nega-
tive outcomes.  Findings indicate that adolescents
with easy access to guns, alcohol, tobacco, and
illicit substances have an increased risk of sui-
cide, involvement in interpersonal violence, and
substance use. 

Changes in family structure over the last three
decades, with dramatic increases in divorce rates
and parental remarriage, as well as single parent-
ing, have also been shown to affect adolescent
health and health behavior.12 Again, longitudinal
studies of family composition and stability across
the developmental stages of a child are needed to
understand causation and associations shown
with health and health behaviors at a single time
in an adolescent's life.  Instability and family dis-
ruption prior to divorce may be more influential
than eventual separations and divorce.  However,
family stability, marital disruption and family
composition are associated with cognitive, emo-
tional, and behavioral problems in
children.13 For example, a study by
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Moore et al.14 reported that disruption of parents'
marriage and living with a single parent are relat-
ed to early onset of sexual behavior.  Similarly,
research has also shown that adolescents from
one-parent families are more likely to demon-
strate increased substance and alcohol use as
well as more emotional problems, such as
depression and loneliness, compared to those in
intact families.15 An AddHealth study of family
structure on adolescent risk behaviors found
strong associations between single-parent fami-
lies and smoking or sexual intercourse in grades
7-12 and with alcohol use at grades 7-8.16 

Affiliation with friends who engage in risk
behaviors has been shown to be a strong predic-
tor of an adolescent's own behavior.10 For
instance, alcohol use by friends is substantially
associated with adolescents' own alcohol use.8

Likewise, friends' cigarette smoking and use of
hard drugs is related to an adolescent's own
smoking and drug use.17 The causal relationship
between friends' risk behavior and adolescents'
own behavior is important to consider in examin-
ing adolescent health behavior.  Adolescents may
choose friends who engage in similar types of
behavior, or they may be influenced by the
behavior of friends.19

Research from the longitudinal AddHealth study
addresses the multifaceted nature of friendship
networks as they impact on the relationship
between peer delinquency and an adolescent's
own delinquent involvement.20 The density of
the peer network and an adolescent's own cen-
trality and popularity in the network may modify
the effect of peer relations.  Some evidence also
suggests that friends' positive, healthy, "pro-
social" behaviors may reduce their likelihood of
engaging in risky behavior themselves.  For
example, adolescents' affiliation with "pro-
social" peers has been shown to be associated
with abstinence from alcohol use, delayed initia-
tion of sexual activity, and protection against vio-
lent behavior among youths.21,22,23

The HBSC study examined the association of
students' health-related behaviors among all
countries with the strength of their relationships
and the lines of communication with their par-
ents and their peers.24 HBSC researchers
focused on adolescent relationships with family
and peers because the quality of communication
and social skills are essential contributors to
hygiene, nutrition, and physical activity, all of
which are related to the risk of health impair-
ments later in life.  As noted above, both the
physical and mental health of an adolescent,
including communication factors, are probably a
function of both the family environment and
dynamics.3

The analysis measured the strength of parental
communication difficulties with the following
attributes: difficulty talking to elder siblings, dif-
ficulties talking to friends, difficulties making
friends, having a low number of close friends,
time spent with friends after school, and feeling

40

Factors Associated with Difficulties in Talking to Parents
Young people who report diffi-
culties in talking to their parents:

11-year-olds 13-year-olds 15-year-olds Statistical
methodBoys Girls Boys Girls Boys Girls

Have more difficulties talking to
elder siblings

Have more difficulties talking to 
friends

Pearson
Correlation

Pearson
Correlation

Have more difficulties making
friends

Pearson
Correlation

Have a low number of close
friends

χ2

Spend more time with friends
after school

χ2

Feel less happy Student’s t

Feel less healthy Student’s t

Feel lonely more often Pearson
Correlation

Feel helpless more often Pearson
Correlation

Smoke more often χ2

Drink alcohol more often χ2

Have more experience of drunk-
enness

Student’s t

Strength of association

None StrongMedium



less happy, less healthy, lonely more often, help-
less more often, smoking more often, drinking
alcohol more often, and having more experience
of drunkenness.  The analysis also examined
changes with age.

Compared to students with easy parental commu-
nications, young people who report difficulties in
talking to their parents are more likely to experi-
ence similar difficulties with elder siblings, pos-
sibly indicating poor family communication in
general.  Students who do not report difficulties
in talking to their parents find it easier to make
friends, particularly among 11- and 13-year-old
girls.  Those who report difficulties talking with
parents spend more time with friends after
school.  This association decreases with age and
is not present for 13- and 15-year-old girls.
Young people who spend more time with friends
find it easier to make new friends, have more
friends, and find it easier to talk to friends.
However, spending more time with friends after
school is also associated with smoking, drinking,
and more experience with drunkenness. 

For 11-year-old girls, difficulties talking with
parents is associated with feeling less healthy.
This association is not found for older girls or for
boys at any age.  Feeling lonely is associated
with poor family communication mainly for
girls.  Negative moods such as feeling helpless or
lonely were moderately associated with difficult
parental communication for girls of all ages and
13-year-old boys.  Interactions of poor family
communication, negative moods, and the influ-
ence of the peer group are strongly associated
with use of tobacco and alcohol.  Strong direct
associations are seen between smoking and diffi-
culties talking to parents for girls. 

The following charts show how U.S. students
compare to students from other countries in
measures related to family and peer relations
with data from the HBSC study.  These charts
measure current social resources and behavior, a

product of life experience and the students' own
choices, such as becoming more independent of
their parents.  Family structure (who lives in the
household) and previous instability in living
arrangements are also strong precursors to family
communication.12,13,14,15,16

Data for both genders are combined since there
were no significant differences.  The U.S. ranks
just after Greenland and Denmark in the low pro-
portion of students living with both parents (62
percent).  The U.S. had the highest proportion of
students living with single parents (23 percent),
and ranks fourth for living with step-parents (13
percent).  The proportion of students living with
both parents in the U.S. decreased slightly from
67 percent at age 11 and 65 percent at age 13
with most of the change accounted for by
increases in the proportion living in step-fami-
lies.
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About one-third of U.S. 15-year-old students had
difficulty talking to their mothers, an increase
from about one-fifth among 11 year olds.1

While ranking in the top three countries for
difficulties (at all ages),1 the U.S. was only
slightly higher than average.  Across countries,
28 percent of 15-year-olds on average reported
difficulties talking to their mothers, ranging from
16 to 36 percent.  Few countries showed a
marked gender difference and most showed that
older students reported more problems than
younger students. 

Fifty-three percent of U.S. girls and 42 percent
of boys reported difficulty communicating with
their fathers.  The U.S. ranking compared to
other countries deteriorated with age.1

In all countries, more students reported difficul-
ties talking to their fathers than their mothers at
each age.  Girls experienced these difficulties
with greater frequency than boys and difficulties
were more prevalent among older students.
The U.S. ranked fifth among all countries in pro-
portion of students saying it was easy for them to
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make new friends (85 percent), with no signifi-
cant differences between genders or strong dif-
ferences across ages.1 The U.S. ranking
improved with age relative to other countries.
However, differences among countries are small,
with approximately three-quarters of all students
finding making new friends easy.

About one-third of U.S. students report spending
time with friends after school 4-5 days per week.

The U.S. ranks within the lowest third of coun-
tries for percent of students reporting that much
time, with ranges from 30 percent of boys in
Denmark to 68 percent in Greenland; 18 percent
of girls in Denmark to 51 percent in Greenland.
In all countries, almost all students report spend-
ing time with friends after school at least once a
week, with boys generally reporting more time
spent with friends. 

What didn't we know?

As the National Academy of Sciences Report on
the interplay of biological, behavioral, and socie-
tal influences emphasized, family and peer rela-
tionships are complex.1 Without longitudinal and
genetic studies, the causal effects from family
and peer relations remain difficult to trace.  The
limited family and peer relations factors meas-
ured by the HBSC are only indicators of com-
plex societal, family, and individual interactions.
Part of the family context are the intergenera-
tional and genetic influences working within the
larger social and physical environment.  Each
student both influences and is influenced by the
social network in which he or she lives. 

The social factors of family structure, family
communication, ease in making friends, and time
spent with friends are highlighted in this report
because U.S. students differ from other countries
in these areas.  The larger international report did
not address other aspects either.24 They serve
only to raise questions about how they may be
part of the interplay between the biological and
societal influences on student health and health
behaviors.

Other research was reviewed for similarities to
what we learned from the HBSC study about the
association of difficulty with parental communi-
cation with other psychosocial risk factors and
risk behaviors.  The in-depth research review by
Repetti and others on effects of risky families on
the mental and physical health of children
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addresses vulnerabilities, including genetic fac-
tors, that could lead to such problems.3 Risky
families are characterized by conflict and aggres-
sion and by relationships that are cold, unsup-
portive, and neglectful.  Some of the research
addressed communication patterns, which cer-
tainly may be a factor in families' impact on chil-
dren's development of basic physiological sys-
tems, ability to handle emotions, and social com-
petence.  Another review of research on family
strengths emphasizes the need to define what
works for families managing multiple stresses in
daily life, again including good communication
in addition to positive parental mental health,
household routines, sufficient quality time
together, involvement, monitoring, and supervi-
sion.25 This article stresses that the role of cul-
ture, including ethnic differences, affects family
processes and relationships in ways that we don't
currently understand or assess well.   

Findings from the AddHealth study show that the
physical presence of a parent in the home at key
times reduces some risks, particularly for sub-
stance abuse,11 and another AddHealth study
indicates that no more than 10 percent of the
variance explaining student smoking, drinking,
suicide thoughts or attempts, involvement in vio-
lence, and sexual intercourse could be accounted
for by family structure, race/ethnicity, and
income together.16 Across these studies, parental
connectedness (feelings of warmth, love, and
caring from parents) remains the most important
factor.

Provisional analysis by KM Harris, et al, of
AddHealth data related to family structure and
context addresses variation in parenting behav-
iors and parent-child relationships and their
effect on substance use, delinquency, violence,
and sexual activity.  They find that family
processes mediate the effects of family structure
for all four outcomes, especially the effects of
living in single-father and surrogate-parent fami-
lies.  Accounting for family structure, family

context and other factors, family processes that
involve joint decision making, close and satisfy-
ing parent-child relations, and shared time in
activities and meals promote the health develop-
ment of youth and protect adolescents from
engaging in risky behavior.  They also find evi-
dence that parental control of youth behavior is
more effective when parents and youth share
close emotional bonds.  Other provisional work
suggests that the quantity of fathers' involvement
is linked to parents' socioeconomic status and
quality of father-child bond is related to the type
of father figure in the home. 

Since the U.S. has the highest proportion of stu-
dents living with single parents and is among the
highest ranked for students living with step-par-
ents, we need to understand more about the
effects of family structure on health, well-being,
fitness, and family and peer relationships.  The
social and ethnic diversity of U.S. students and
families adds complexity to the dynamics of
family structure given such issues as immigra-
tion, acculturation, language, and mobility.  One
important question raised by this study is
whether students in single or step-families are
more or less likely to have communication diffi-
culties than students living with both parents, and
whether other factors, such as the gender of the
student, his or her race and ethnicity, or the fami-
ly's economic status influence the effect of fami-
ly structure on adolescents' health and behavioral
outcomes. 

The population of children in immigrant families
has grown by almost 50 percent during the
1990's.26 Children in immigrant families are
more likely than the native-born to be poor, live
in crowded housing, to lack a usual source of
health care, and to be in fair or poor health.27

Yu, et al, used the HBSC data to assess the well-
being of U.S. adolescents whose primary lan-
guage spoken at home was other than English, a
measure of acculturation.28 This study found
that, compared to those who usually speak Eng-
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lish at home, adolescents who usually speak
another language at home face greater risks for
poor health factors, psychosocial and school risk
factors, and less parent support.  Regardless of
race or ethnicity.  In this analysis, students with a
primary language other than English at home are
more likely to have difficulty making new
friends, not feel accepted by other students, not
feel as though they belong at school, and have
difficulty talking to either parent about things
that bothered them.  They feel that their parents
are less supportive and less willing to help with
school problems or talk with teachers.

Family structure and the diversity of our popula-
tion adds to the complexity of our questions
about family communication, relationships, and
peer relations as they affect health, well-being,
and fitness.  These family and peer relations
obviously exert influence on the school environ-
ment as well.
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CHAPTER FOUR

SCHOOL
ENVIRONMENT 



SCHOOL ENVIRONMENT 

School is an important and pervasive influence
on children's education, health, well-being, and
development.1,2 During U.S. students' twelve
years of compulsory education, schools provide
structured learning activities, establish norms for
personal and social behavior, and offer opportu-
nities for civic, social, and co-curricular activities
and experiences.  Schools expose children to
adult role models in the form of teachers and
administrators, whose job it is to impart both
knowledge and understanding of subject matter
as well as motivation to achieve.  Also, many
other school programs, including school food
services, counseling services, and formal health
and physical education instruction, directly affect
health and well-being.3 School programs foster
the identification of health-related issues and
address developmental, learning, health, and
social problems.  Hence, there is increasing inter-
est in how schools are organized, the effective-
ness of school programs and policies, and how
students perceive their schools.4,5 

Recent research has emphasized the link between
students' perceptions of school and their motiva-
tion, achievement, and behavior.  Students who
like and feel connected with school may be more
motivated to achieve academically6,7 and less
motivated to engage in anti-social behavior  than
children who feel disconnected from it.  

Societal expectations for school are substantial.
Primarily, Americans want schools to produce
students who achieve academically and behave
respectfully.  However, an over-emphasis on aca-
demic achievement and discipline, without con-
cern for students' positive affiliation with school,
can undermine student morale and motivation.4

Social development9 and social 'bonding'
theories10 argue that commitment to social insti-
tutions, including family and school, provide
important protection against anti-social behavior

and encourage academic effort and self-control.
The typical school environment, characterized by
an emphasis on rules, control, and discipline,
may conflict with the adolescent's developmental
needs for increased autonomy, opportunities to
demonstrate competence, exposure to caring and
support from adults, developmentally appropriate
supervision, and acceptance by peers, and can
undermine positive affiliation with school and
academic engagement.6,7,11

An extensive review of research on adolescence
emphasized the importance of a positive school
environment in preventing problem behavior.12

The U.S. National Longitudinal Study of Adoles-
cent Health (AddHealth) found that students who
reported being more connected with school were
less likely to use cigarettes, alcohol, or illegal
drugs, engage in aggressive and violent behavior,
and get pregnant.13,14,15 An analysis of
AddHealth concluded that connectedness, the
feeling that one belongs and is cared for at
school, is a crucial requirement for student health
and well-being.14 However, according to Blum
et al.,15 the potential of schools to promote posi-
tive health behavior is largely untapped. 

School connectedness, it appears, is one good
way of characterizing the relationship between
children and their schools.  However, connected-
ness may be best understood within a broader
view of children's "developmental assets."  The
developmental assets approach provides a way of
thinking about the wide range of possible person-
al and socio-environmental assets that can help
young people grow up to be healthy, caring and
responsible.  Scales16 recently noted the potential
of schools to foster many of the forty develop-
mental assets identified by providing a caring
school climate, safe environment, high expecta-
tions for achievement and comportment, and
commitment to learning, including achievement
motivation, school engagement, and school con-
nectedness and bonding. 
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By adolescence, a student has acquired many
health-related attributes through assets gained
and exposure to risks from family, peers and
community, including their earlier school experi-
ences.16 Schools in the U.S. and Western Europe
also provide experience in programs specifically
tailored to improve health-related attitudes,
behaviors, and student well-being.16,17,18 Many
of these behaviors and attitudes have conse-
quences affecting not only the adolescent pro-
gression to adulthood and adult health but occur-
rence of health attributes during each develop-
mental stage. 

Results of an analysis of all countries participat-
ing in the HBSC study indicate that students
appear to be satisfied with their school setting if
they take part in establishing school rules, get
needed support from teachers or other students,
and perceive high expectations from teachers and
parents.1 This international analysis found
results similar to the AddHealth study for behav-
iors such as smoking13 and for physical activity,
but also found associations with student reports
of a lower quality of life if school satisfaction is
low.  Students report feeling healthier when they
are satisfied with their school and feel supported
by teachers and by other students. 

The HBSC study provides an excellent opportu-
nity to examine the teens' perceptions of school
and to explore their implications for school poli-
cies, programs, and practices.  This chapter pres-
ents selected findings from the HBSC survey on
students' school-related perceptions and attitudes
and compares these findings with those from
other HBSC study countries.

U.S. students rank among the top third of coun-
tries, with 19 percent of girls and 17 percent of
boys, liking school a lot.  The response choices
were: like it a lot, like it a little, don't like it very
much, or don't like it at all.  The proportion say-
ing that they don't like it a lot means that about
80 percent of U.S. students don't enjoy school
very much.  Students liking school a lot ranged
from 40 percent of girls in Latvia to 5 percent or
less in the Czech Republic and Finland.  Liking
school a lot tends to decrease with age across all
countries.  More girls than boys liked school in
most countries. 
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Factors Associated with Student’s Perception of School
11-year-olds 13-year-olds 15-year-olds

Boys Girls Boys Girls Boys Girls

Students are satisfied with their school when:
They take part in setting rules at school

Strength of association (Pearson correlation)
None (<0.15) Strong (>0.25)Medium (0.15-0.25)

They get support from teachers when needed

They feel supported by other students

Expectations by teachers and parents are high

Students feel healthier when:
They are satisfied with their school

They are involved in setting rules at school

They feel supported by teachers

They feel supported by other students

Expectations by parents and teachers are low

Students smoke more when:
They are not satisfied with their school

They are not involved in setting rules at school

They do not feel supported by teachers

They do not feel supported by other students

Expectations by parents and teachers are high

Students report a lower quality of life when:
They are not satisfied with their school

They are not involved in setting rules at school

They do not feel supported by teachers

They do not feel supported by other students

Expectations by parents and teachers are high



In their assessment of parental expectations, U.S.
students rank in the middle, with 36 percent of
girls and 41 percent of boys feeling that their
parents expect too much of them at school, com-
pared to nearly three-quarters of students in
Greece and one-fifth of students in Finland.
Overall, boys complain more of excessive pres-
sure than girls, indicating that boys may feel
more challenged or that some parents treat boys
and girls differently.

U.S. students are about equally likely to feel high
expectations on the part of parents and teachers,
with similar rankings among all countries.  How-
ever, the differences between boys and girls on
teacher expectations are not as pronounced as for
parental expectations in many countries.
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U.S. students rank second highest in the percent
of students who felt pressured by their school
work, with 31 percent of girls and 27 percent of
boys feeling pressured a lot.  Few countries have
rankings of school stress this high, with most
countries reporting between 10-13 percent.
Stress from school work increases with age in
most countries.

U.S. students rank among the bottom five coun-
tries for students who report that they take part in
making school rules, with only 18 percent of
girls and 21 percent of boys agreeing with this
statement, an improvement from the lowest in
rank at age 11 and third lowest at age 13 (data
not shown).1 However, the percentages for U.S.
students across age are not significantly different.
Countries vary widely in the percent of students
participating in the making of school rules, rang-
ing from 8 percent (Finnish girls) to 67 percent
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(boys in Switzerland).  Among other countries,
student reports show a general decrease in the
sense of participation, sometimes by as much as
half between ages 11 and 15. 

U.S. students rank near the top third (10th)
among all students who feel that rules are not 
fair, with 27 percent of girls and 35 percent of
boys.  The U.S. ranking at age 15 is an improve-
ment compared to ages 11 and 13 years, at sixth
and fourth place respectively (data not shown).   

Across countries, there is wide variation in the
percentage of students who feel this way (8 to 54 
percent), although boys outnumber girls in all
countries. 

U.S. students are among the least likely to agree
that their fellow students are kind and helpful
(only 39 percent of girls and 35 percent of boys),
followed only by Lithuania and the Czech
Republic.  Across countries there were no
marked differences by age or gender in percep-
tion of classmates' kindness and help to those in
need. 
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What didn't we know?

The HBSC revealed a number of perceptions and
attitudes about the school environment that are
common among all countries, particularly by
gender and age.  Across countries, girls tended to
like school and consider rules to be fair more
often than boys.  Boys are more likely to feel
that parents expect too much of students at
school, although this gender difference tends to
disappear for teacher expectations.  For both gen-
ders, enthusiasm and a sense of participation

tends to decrease as students age, just as pressure
from school work increases as they grow older.
Comparisons of U.S. student reports on their
school environment indicate that the proportion
of U.S. 15-year-old students who are enthusiastic
about school (like it a lot) is among the best of
countries - even though about four out of five
U.S. students like school only a little, not very
much, or not at all.  U.S. students are among the
least likely to feel that they participate in making
rules at school or that rules are fair.  This sense
of lack of participation in rule making and
unfairness gets worse as students grow older.
U.S. students of all ages also are among the least
likely to feel that their classmates are kind and
helpful.  The research citing a link between stu-
dent perceptions of school and motivation, aca-
demic achievement, and behaviors stresses the
importance of feeling connected to school.6,7,8,12  

The low proportion of U.S. students who feel
that they participate in rule-making or that rules
are fair, along with the lack of support they per-
ceive from other students, raises concern for the
prospect that students will see themselves as
future members of a participatory democratic
society.  Not only are students who feel uncon-
nected more likely to abuse substances, engage
in violence, and become pregnant,13,14,15 but they
may be less likely to acquire developmental
assets and to experience opportunities to demon-
strate competence through increasing autonomy
appropriate to their developmental stage.6,7,8,11,16

The HBSC did not measure actual student aca-
demic achievement, although students were
asked how they thought their class teacher(s)
would rate their school performance compared to
classmates.1 Comparisons in the HBSC interna-
tional report show that U.S. students ranked per-
ceptions of their own performance as very high
compared to other students in their class.  The
proportion in the U.S. who thought they were
very good at school ranks fourth highest among
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all countries at each age (data not shown).  No
HBSC analysis has been completed comparing
perceived academic achievement to environmen-
tal factors such as parent and teacher expecta-
tions, pressure from school work, assessment of
fairness of rules and involvement in rule-making,
and relationships with overall health, fitness,
quality of life or health behaviors.  

However, other studies have found associations
between academic performance and related fac-
tors in U.S. middle school students.6,7 Two other
international studies, the Third International
Mathematics and Science Study and Program for
International Student Assessment,19,20 include
U.S. students to compare academic performance,
although the other countries are not necessarily
the same as those in the HBSC.  However, these
studies do not include the contextual factors of
family, peers, and school environment, so the
influence of these factors cannot be assessed.

For school factors and other assessments, even
nationally representative school-based studies
may include a biased sample based on the char-
acteristics of those most likely to complete the
questionnaires, as discussed in the chapter on
“What’s left out.”  Therefore, students who are
struggling in the school environment may be rep-
resented in school-based surveys in lower pro-
portions than actually occur in the school's popu-
lation.  In addition, students who have dropped
out of school or cannot attend due to severe ill-
ness or disability are excluded.  Based on these
sources of sampling bias, the associations shown
from the HBSC and other school-based study
analyses may underestimate the significance of
the school environment, connectedness, and
school failure.

The AddHealth study analysis by McNeely et al.
emphasizes that feeling that one belongs and is
cared for at school is a crucial requirement for
student health and well-being.14 The HBSC

international analysis demonstrated that negative
health behaviors, feeling unhealthy, decreased
physical activity and low quality of life increase
when school satisfaction is low.  This finding
may have implications for U.S. student reports of
relatively high levels of health symptoms and
feeling low.1

Some of the associations of school environment
with overall health and well-being, fitness, fami-
ly and peer relations, substance use, and violence
found in the HBSC and other studies should be
examined further in special populations.  For
example, the U.S. is more racially and ethnically
diverse than most of the other countries included
in the HBSC.21 As noted in the chapter on fami-
ly and peer relations, acculturation also interacts
in the school setting.22  Adolescents who usually
speak a language other than English at home face
a greater risk for psychosocial and school risk
factors with less parental support in the school
setting regardless of race or ethnicity.  In these
analyses, students who primarily speak a lan-
guage other than English at home are more likely
to have difficulty making new friends, be
involved in bullying (as either a victim, a bully,
or both), not feel accepted by other students, not
feel as though they belong at school, and have
difficulty talking to either parent about things
that bothered them.  They feel that their parents
are less supportive and less willing to help with
school problems or talk with teachers.  The
HBSC international report did not compare stu-
dents' perceptions of their parents' willingness to
talk to teachers or whether they were ready to
help when the student had problems at school,
although the survey included these questions.
Lack of parental support at school may be asso-
ciated with the language and cultural barriers
faced by immigrant parents in other countries as
well as the U.S.

Another analysis of U.S. HBSC data shows dif-
ferences in psychosocial factors associated with
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being a victim of bullying, including those stu-
dents who are both a bully and a victim.23 These
factors include feelings of isolation in the school
environment, lack of parental support, loneliness,
and the lack of support from other students.  Vio-
lence among U.S. youth is a primary concern for
the public and officials in the school, public
health and law enforcement sectors.24 A recent
AddHealth study by Moody shows that teens are
more likely to choose friends within their own
racial group in moderately racially mixed
schools, with the likelihood greatest in schools
where diversity is moderately high.25 However,
the analysis also found that in schools with the
highest levels of diversity, the likelihood of
choosing friends from one's own racial group
decreases, and students are more likely to form
friendships with people in other groups.  Since
U.S. students in the HBSC study are among the
least likely to feel that other students are kind
and helpful, we should investigate both the social
and structural aspects of school and community
life in the U.S. that detract from a supportive
school environment.  

While schools are required to provide a solid
education while managing many of the social
and physical attributes that students bring from
their larger family and community environments,
the opportunity to build better school connected-
ness and support for health and well-being exists.
Formal and informal instruction exists to directly
address physical health and well-being through
programs such as school health guidelines on
areas related to healthy eating, injury and vio-
lence, physical activity, tobacco use, and
AIDS.26,27

A report based on the AddHealth study results
suggests that current efforts to improve school
connectedness are being applied in some
venues.15 The American Academy of Pediatrics
Committee on Psychosocial Aspects of Child and
Family Health has issued a policy statement

affirming their commitment to prevention, early
detection, and management of behavioral, devel-
opmental, and social problems as a focus in pedi-
atric practice.28 In addition, they address the
need to advocate for children's mental health
needs and become familiar with mental health
referral processes and community resources to
ensure access and continuity of services.  In par-
ticular, they emphasize the physician's need to
address psychosocial issues involved in diagnos-
ing and treating school-related disorders and
other problems that have been better identified
through recent research:  learning disabilities and
attention difficulties, child and adolescent mood
and anxiety disorders, adolescent suicide and
homicide, firearms in the home and school vio-
lence, drug and alcohol abuse, human immuno-
deficiency virus and acquired immunodeficiency
syndrome, and the effects of media on violence,
obesity, and sexual activity.  Recommendations
from research on findings that strong school and
family ties protect teens from violence, substance
use, suicide and early sex may also be found in a
briefing paper prepared by NICHD's Demo-
graphic and Behavioral Sciences Branch.29 The
following chapters describe findings related to
substance use and violence across countries.
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CHAPTER 5

SMOKING AND 
ALCOHOL USE
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SMOKING AND ALCOHOL USE

Although legal for adults, tobacco and alcohol
are illicit substances for adolescents in the Unit-
ed States.  In nearly all of the HBSC countries
included in the study, alcohol sales are prohibited
for children under at least age 15, with the legal
age ranging from 15 in Denmark to 21 in the
United States; only Greece and Portugal do not
restrict alcohol sales to minors.1 Laws restricting
the sale and distribution of tobacco to minors
vary as well, from a minimum age of 18 in sev-
eral countries, including Estonia, Hungary,
Lithuania, and Sweden, to no restriction at all in
Israel.2

Whether legal or not, the use of alcohol and
tobacco has well-documented and far-ranging
health consequences in both the short and long
terms.  Both tobacco and alcohol use are consid-
ered top contributors to mortality and morbidity
in the United States.3 Long-term risks associated
with tobacco include emphysema, cancer, and
cardiovascular disease, which begins as early as
two years following the onset of regular smok-
ing.2 Short-term health effects of smoking
include shortness of breath on exertion, abnormal
lung function, and periodontal disease.  In addi-
tion, tobacco smoke is a potent trigger of asthma
attacks, and maternal smoking is associated with
complications of pregnancy and low birth
weight.

Research shows that significant adverse effects
can occur both in youth and in adults from use of
alcohol, which impairs decision-making and
heightens the risk of engaging in health- and life-
threatening behavior.  Important problematic
issues include driving under the influence, fight-
ing, unplanned sex, and binge drinking, including
drinking to the point of alcohol poisoning.
Long-term abusers of alcohol are at risk for seri-
ous debilitating effects during adulthood, includ-
ing liver and neurological diseases, cardiac

impairment, and stroke.4 Even during adoles-
cence, abnormal physiological effects of regular
alcohol use have been documented.  Adolescents
who have diagnosed alcohol problems are likely
to have evidence of subclinical liver damage.5

In addition, adolescent females who consume
alcohol on a regular basis may alter the normal
timing and progression of their puberty because
of interference with the production of regulatory
hormone systems.6

Problem use of alcohol is also associated with
unintentional injury.  About one third of deaths
due to unintentional injury in the United States
are related to alcohol.  Individuals who start
drinking before the age of 21, especially those
who start drinking as adolescents, are at least
twice as likely to experience alcohol-related
injuries as those who start drinking alcohol after
age 21.7 In particular, individuals who start
drinking before age 21 are more likely to report
driving after drinking as well as being involved
in alcohol-related motor vehicle crashes.8 A
similar relationship has been found between the
age of drinking onset and involvement in physi-
cal fighting.9

Most lifelong users of tobacco and alcohol begin
in their adolescence.10,11 Thus, monitoring and
prevention of smoking and alcohol use among
youth is essential for improving the health and
longevity of the population as a whole.  Trajecto-
ries for tobacco and problem use of alcohol have
some similarities and some differences.  Adoles-
cence is the time when individuals are most like-
ly to start smoking, and nicotine addiction starts
during adolescence among youth who smoke on
a regular basis.  In contrast, although drinking
alcohol during adolescence is normative behavior
and some adolescents certainly become addicted
to alcohol, rates of alcohol dependence peak dur-
ing the third and fourth decades of life (about
ages 20 to 40).  However, those who start drink-
ing alcohol before the age of 15 are more likely
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to become dependent on alcohol than those who
start drinking alcohol at age 21 or older.12 Both
nicotine and alcohol addiction carry a significant
delay between their onset and the full develop-
ment of adverse health consequences. 

An analysis performed across all HBSC coun-
tries and published in the HBSC international
report analyzes family, peer, and school contex-
tual associations with smoking and drinking.  It
shows that students who simply experimented
with smoking are more likely to have had experi-
ences with drinking alcohol, including being
drunk, as well as disliking school and being tru-
ant from school, regardless of age or gender.
Younger adolescents who smoked experimental-
ly, including all 11-year-olds and 13-year-old
boys, feel pressured by school, but this effect dis-
sipates for 13-year-old girls and all 15-year-olds.
Students who smoked experimentally report
spending more time with friends after school and
in the evening.  Both boys and girls who ever
experimented with smoking tobacco report hav-
ing difficulty talking to their fathers, and girls
report difficulty talking to their mothers.  13-
year-olds who smoked experimentally also report
feeling less happy, and 15-year-olds report feel-
ing less healthy.

In the HBSC cross-country analysis, students at
ages 13 and 15 who currently smoke frequently
feel less healthy and also spend more time with
friends after school and in the evenings than non-
smokers.  Although they were truant more often
and dislike school, established smokers do not
feel pressured by school.  In addition, among all
ages surveyed, daily smokers are more likely to
have had an alcoholic drink, to drink beer more
frequently and to be drunk more frequently.  

Findings are similar for students who drink alco-
hol more frequently or who had been drunk more
than twice.  They are also more likely to spend
time with friends after school and in the evening
(13- and 15-year-olds), and are more likely to be

truant from school and to dislike school (all stu-
dents except 11-year-old girls).  In addition, 13-
and 15-year-old girls who had been drunk at
least twice report feeling less healthy.  There are
also strong associations between being drunk at
least twice and smoking. 

Although the contextual analysis shows a strong
relationship between use of tobacco and drinking
alcohol, this relationship does not hold for all
countries.  For example, students in a few coun-
tries, such as Greenland, Finland, and Norway,
report relatively high proportions who smoke but
relatively low proportions who drink.  Converse-
ly, Greece and, to a lesser extent, Denmark,
reported lower rates of tobacco use but higher
proportions of students who drink.

Based on data from the HBSC Study, the follow-
ing charts show how U.S. students compare to
students from other countries in measures of
smoking and alcohol use.  These charts measure
experimentation with smoking (smoking at least
one time); daily smoking, which demonstrates
habituation and addiction to nicotine; regular use
of alcohol based on weekly drinking of beer,
wine or spirits; and a history of being drunk at
least twice, which connotes excessive use of
alcohol episodically.

Across countries, the lowest proportions who
ever experimented with tobacco are among 11-
year-olds, as would be expected.  In most coun-
tries, less than 20 percent of 11-year-olds had
ever tried smoking (data not shown for age
groups less than 15 years).  However, smoking at
least once increased significantly with age: 40-50
percent of 13-year-olds and 60-70 percent of 15-
year-olds reported smoking at least once.
Although wide variation existed across countries,
students from countries with lower proportions
of experimental smoking at age 11 also tend to
have lower proportions of experimental smoking
among 13- and 15-year-olds.  Boys are more
likely to smoke experimentally than girls, again 
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varying across countries among age groups by
gender.  U.S. students are in the middle ranking
at age 11 for experimental smoking, dropping to
eighth lowest ranking at age 13 and fifth lowest
at age 15.

Across all countries, daily smoking increases
substantially with age: proportions of students 
who smoke daily increases from less than 2 per-

cent for 11-year-olds to less than 10 percent for
13-year-olds and generally to less than 30 per-
cent for 15-year-olds (data not shown for age
groups less than 15 years.)  Wide variation exists
across countries.  For 15-year-old females, pro-
portions smoking daily ranges from 56 percent in
Greenland to 6 percent in Lithuania.
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Among 15-year-old males, 45 percent smoke on
a daily basis in Greenland, compared to only 13
percent in Portugal and the U.S.  U.S. students
rank among the lowest four countries for daily
smoking among 15-year-olds.  Although a slight-
ly lower percentage of 15-year-old girls than
boys report smoking daily in the U.S., about half

of participating countries report more females
smoking than males.

As with smoking, the percent of students report-
ing beer, wine or spirit consumption on at least a
weekly basis increases with age (data not shown
for all age groups).  15-year-old boys in all coun-
tries are more likely to drink than girls.  The U.S.
is within the middle range of countries, with 15
percent of girls and 23 percent of boys drinking
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these beverages at least weekly.  In addition,
some countries vary their relative positions by
adolescent age group, including the U.S., which
is in the top quartile of countries for 11-year-old
drinking behavior, but falls to the 40 percent
mark for 13-year-olds and to almost the lowest
third for 15-year-olds.  The international report
also shows the proportion of students who drink
beer at least weekly (not included here).  U.S.
students are less likely than the majority of other
countries to drink beer, indicating that our rela-
tively comparable ranking for all types of alco-
holic beverages is based on drinking higher lev-
els of alcohol in forms other than beer.
The proportions reporting drunkenness on two or
more occasions increase steeply across age
groups but varies across countries (data not
shown for all ages).  For example, in the coun-
tries in which the highest percentages of adoles-
cents report drunkenness, rates climbed from
about 6 to 16 percent of 11-year-old boys, to 23
to 38 percent of 13-year-olds, to 49 to 71 percent
of 15-year-old boys.  In contrast, in countries
reporting relatively low proportions of drunken-
ness among boys, proportions climb from about
1 percent of 11-year-olds to about 6 to 9 percent
of 13-year-olds to about 18 to 35 percent of 15-
year-olds.  In nearly all countries, boys are more
likely than girls to report drunkenness at all ages,
and these differences increase with age.  The
U.S. is among the lowest third of countries for
15-year-olds, with 28 percent of girls and 34 per-
cent of boys having been drunk at least twice. 

What didn’t we know?

While 11-year-old U.S. students experiment with
smoking and alcohol in about the middle range
among all countries, by age 15 our students are
among the least likely to have ever experimented
with smoking or to have ever had a drink of
alcohol.  At age 15 years, our students are among
the least likely to smoke either weekly or daily -
but are in the middle range for students who
drink some type of alcohol at least weekly.  At

the same time, our students are less likely to
drink beer than the students in most other coun-
tries - indicating that our students may be com-
parably more likely to drink other types of alco-
holic beverages.  Even though the total percent-
age of adolescents who report drinking alcohol at
least once increases by age for all countries,
about 80 percent of countries have higher per-
centages of youth who have drunk alcohol by
ages 13 and 15 years than does the United States.
The findings on trends in smoking and drinking
by age are consistent with U.S. surveillance
reports and underscore the fact that an increasing
number of young people experiment with these
illegal substances as they progress through ado-
lescence. 

The United States has three national data sets
that provide surveillance and examine adolescent
use of tobacco and alcohol.13 Each is a cross-
sectional study that takes place on a regular
schedule for monitoring the frequency of health
behaviors in the adolescent population.  The Sub-
stance Abuse and Mental Health Services
Administration’s annual National Household Sur-
vey on Drug Abuse monitors the use of tobacco
and alcohol among adolescents (aged 12 to 17)
and adults.  The University of Michigan’s annual
Monitoring the Future survey (funded by NIH)
also tracks the prevalence of tobacco and alcohol
use, as well as the use of illicit drugs, by 8th,
10th, and 12th graders.14 The Centers for Dis-
ease Control’s Youth Risk Behavior Surveillance
System monitors tobacco and alcohol use among
students in grades 9 through 12 every other
year.15

Comparison of findings on smoking between the
HBSC study and the YRBS show similarities,
especially when the overall older ages of stu-
dents participating in the YRBS are considered.
The 2001 Youth Risk Behavior Surveillance Sys-
tem (YRBS) reports that 64 percent of high
school students in grades 9 - 12 had ever tried
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cigarettes.  Higher grade levels were associated
with increased risk for ever trying smoking:  71
percent of students in grade 12, 66 percent of
students in grade 11, and 58 percent of students
in grade 9.15

Parental disapproval helps adolescents to resist
smoking.16 However, it is not clear the extent to
which parents’ own smoking behavior modifies
this protective effect.17 Like smoking among
adolescents, adult smoking is generally more
prevalent in Europe than in the U.S.:  smoking
rates in 1999-2001 ranged from 19 percent in
Sweden to 42 percent in Hungary,18 compared to
21 percent in the U.S.19  Adolescent susceptibili-
ty to smoking has been found to be correlated
with exposure to others’smoking (in the home or
by friends), owning or willingness to own tobac-
co promotional items, having a favorite cigarette
advertisement, skipping school and poor school
performance, and lack of attendance in religious
activities.  Overall, 32 percent of non-smoking
adolescents appear to be susceptibile, or
amenable, to smoking.  Of non-smoking adoles-
cents, younger teens and females are more sus-
ceptible to smoking initiation.20 

The 2001 National Household Survey on Drug
Abuse and the 2002 Monitoring the Future report
find that rates of youth smoking among 12- to
17-year-olds have declined over the past three
years.21 This decline can also be measured by
the number of new youth who begin smoking on
a daily basis, which has decreased from 3000 per
day in 1997 to 2000 per day in the year 2000.13

These three major U.S. sources of information on
tobacco and alcohol use among U.S. adolescents
also provide important information about dispari-
ties between racial and ethnic subgroups in the
use of tobacco and alcohol.  White adolescent
use of tobacco generally exceeds that of either
blacks or Hispanics, and past-month use of ciga-
rettes is far more prevalent among American
Indian/Alaska Native youth than among blacks,

whites, or Hispanics.22 The YRBS also found
that 8 percent of students had recently used
smokeless tobacco and 15 percent of students
had recently smoked a cigar.15 In addition, there
appears to be significant geographic variation in
adolescent smoking rates across the United
States, similar to variation of smoking rates
across countries.  Alcohol use is generally found
to be more prevalent among white and Hispanic
youth than among blacks.

While HBSC students do not report higher asso-
ciations of unhappiness or loneliness with fre-
quent smoking, longitudinal studies do show
emotional distress related to the onset of adoles-
cent cigarette smoking.  In addition, the longitu-
dinal studies show that adolescents who smoke
in the twelfth grade are more likely to experience
emotional distress in young adulthood, even after
controlling for family problems, rebelliousness
and deviant behavior.  These findings help to
show that the relationship between tobacco use
and emotional distress is dynamic.23 It is possi-
ble that the younger adolescents sampled in the
HBSC study had not yet experienced emotional
turmoil, were not sensitive to it, or HBSC meas-
ures and analysis were not specific to this issue.
Because of the strong relationships among
cigarette smoking, drinking alcohol, use of illicit
substances and conduct disorder among older
adolescents, it is expected that these students
may continue to experience emotional distress
through adulthood as the multiple negative con-
sequences from smoking and alcohol evolve.

The 2001 National Household Survey on Drug
Abuse and the 2001 Youth Risk Behavior Survey
of high school students show use of alcohol,
heavy drinking and binge drinking increases with
age.  Although episodic heavy drinking, or binge
drinking, varied across states, students in higher
grades were more likely to report this behavior
(37 percent of 12th graders) than were 9th
graders (24.5 percent).13 These findings demon-
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strate a likely extrapolation of the percentages of
students reporting getting drunk as part of the
HBSC study as they grow older. 

Programs to prevent tobacco use and alcohol use
by adolescents operate at the national, State,
community, and school levels.  National and
State programs generally attempt to deter use
through legislation and regulation.  Important
examples include increasing the price of tobacco
and alcohol products through excise taxes, mini-
mum age of purchase laws, and prohibiting man-
ufacturers from marketing these products to
youth.  In 1998, a settlement agreement was
signed between the Attorneys General of 46
states and five territories and the nation’s leading
cigarette manufacturers.24 A major emphasis of
the agreement is its provisions regarding the
marketing of cigarettes and other tobacco prod-
ucts to youth and the prevention of tobacco use
among youth. 

By 1987, all 50 States and the District of Colum-
bia had raised the legal age for purchasing alco-
hol to 21.  This policy change has been shown to
have been effective in reducing both youth drink-
ing and traffic crashes,26 and lowering the legal
blood alcohol concentration for youth effectively
decreases the proportion of fatal single-vehicle
nighttime crashes.27 Individual States and com-
munities, as well as the Federal government, are
supporting efforts both to enforce these laws as
well as to educate youth about the risks associat-
ed with alcohol.  One such effort is the Combat-
ing Underage Drinking program overseen by the
Office of Juvenile Justice and Delinquency Pre-
vention of the Department of Justice; this pro-
gram provides funding to the States for projects
aimed at prohibiting the use of alcohol by
minors.28 In addition to public-sector programs,
private foundations are supporting this effort as
well; for example, the Robert Wood Johnson
Foundation recently funded coalitions in 10
states and two territories to seek policy solutions

to reduce underage drinking in their communi-
ties.29

A synthesis of the evaluations of approaches to
reduction of smoking and drinking has concluded
that no single strategy is successful on its own,
and multiple approaches have the greatest chance
of success.30 Programs designed to delay and
prevent the onset of substance use, including the
use of tobacco and alcohol, at the individual
level are usually classroom-based.  Acquiring
new knowledge and skills is a normal function of
school, and this setting permits consistent contact
with children over the course of their develop-
ment.31 Two general approaches have been used:
1) the social influence model, which addresses
drug-related expectancies (knowledge, attitudes
and norms) and drug-related resistance skills;
and 2) a model based on enhancing personal and
social competence. 

Although many individual studies based on the
social influence model have demonstrated suc-
cess, especially in the short term, more recent
studies have shown that their effectiveness may
have been overstated, especially over the long-
term.  Most recently, the Hutchinson Smoking
Prevention Project, which is considered an
extremely well-designed and - conducted study
of the social influences approach to smoking pre-
vention, found no evidence that this approach is
effective in the long term deterrence of adoles-
cent tobacco use, as measured among twelfth
graders.32

The model based on enhancing personal and
social competence includes elements of the
social influences approach but also emphasizes
information and skills designed to promote per-
sonal self-management and competence in social
skills.  Effective programs based on this model,
such as Life Skills Training, specifically target
tobacco, alcohol and marijuana use.33 Multiple
evaluation studies demonstrate that it cuts use of
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tobacco, alcohol and marijuana by 50 to 75 per-
cent.  In addition, long-term evaluation has
shown that this program reduces pack-a-day
smoking by 25 percent.

Another example of a program that uses this
model is the Midwestern Prevention Project, a
comprehensive, community-based, multi-faceted
program for adolescent drug abuse prevention.34

It focuses on students in middle schools and fol-
lows them through high school.  The overall pro-
gram is a coordinated system that includes a
school program, a parent education and organiza-
tion program, community organization and train-
ing, and local policies directed toward tobacco,
alcohol and other drugs.  The program helps ado-
lescents to recognize the social pressures to use
substances and provides training skills on avoid-
ing both high-risk situations and substance use.
Parent education, community organization and
training, a mass media campaign, and local poli-
cy changes aimed at limiting minors’ access to
substances all bolster and support the student-
centered curriculum.  Evaluation of this program
found reductions of up to 40 percent in daily
smoking.  By age 18, a 5 percent reduction in
daily cigarette and a 7 percent reduction in
monthly drunkenness remained, and by age 23,
young adulthood, a 2 percent reduction in ciga-
rette smoking persisted.

Promotion of youth development is a national
movement that encourages programs to be based
on a developmental framework that supports
young people’s acquisition of personal and social
skills.  Acquisition of personal and social skills
help youth to mature into healthy, economically
self-sufficient, and happy adults who practice
good citizenship and to thrive during adoles-
cence.  Both the Life Skills Training Program
and the Midwest Prevention Project are examples
of programs that promote youth development.
This strategy, as evaluation results continue to

grow across multiple programs, is poised to
become the cornerstone of youth programming.33

Multiple approaches are necessary to control
tobacco and alcohol use; no single step appears
effective by itself.31 Community-based interven-
tions directed at preventing tobacco and alcohol
use by youth have had variable success.  Policy-
level interventions aimed at restricting substance
use by youth, such as clean air laws, price
increases through taxation, counter-advertising,
and enforcement of existing laws restricting
minors’ purchase of tobacco and alcohol prod-
ucts, need to be combined for maximum effec-
tiveness.
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CHAPTER SIX

VIOLENCE
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VIOLENCE

International studies comparing death rates show
that violence among U.S. youth is a much more
severe problem than in other countries.  A multi-
year analysis limited to 26 industralized pub-
lished in 1997 showed the U.S. child homicide
rate (children and youth <15 years old) to be
five times higher than the rate of all other coun-
tries combined.1 The suicide rate was twice as
high as the other countries combined.  U.S. chil-
dren and youth accounted for 86 percent of all
firearm deaths occurring in all the countries.  Of
all firearm-related deaths of children under age
15, 55 percent were reported as homicides, 20
percent as suicides, 22 percent as unintentional,
and 3 percent as of undetermined intent.  In
1999, homicide and suicide were ranked second
and third among causes of death of U.S. youth at
ages comparable to those in the HBSC study, fol-
lowing only death rates for unintentional injury.2

Although the homicide rates among U.S. youth
have decreased since the 1997 international
study,1 a more recent WHO report of all counties
still finds higher rates of death from violence in
the U.S. than in other industrialized countries.3

The WHO comparisons for 2000 show that, apart
from the U.S., where the youth and young adult
homicide rate was 11 per 100,000, most coun-
tries with homicide rates above 10 per 100,000
are either developing countries or those experi-
encing rapid social and economic changes.3

Countries with low rates tend to be in Western
Europe; several have fewer than 20 homicides a
year. 

Suicide fatalities and associated morbidity are
more difficult to quantify in existing data sys-
tems in the U.S. and other countries.3 The WHO
report comparison of youth suicides found the
U.S. to have 241 suicides among 5- to 14-year-
old males in 1998, for a death rate exceeded only
by the Russian Federation, the Ukraine, Roma-

nia, Poland and the United Kingdom.  The rate
was lower for females at ages 5-14, as it is in
most countries, but the U.S. rate is still among
the highest.  Data on injury from non-fatal vio-
lence are also difficult to obtain, either nationally
or at an international level, although it is estimat-
ed that for every youth homicide there are
approximately 20-40 victims of youth violence
receiving hospital treatment.3

The high mortality rates from homicide and sui-
cide among U.S. youth compared to other coun-
tries, including a number of shooting deaths in
U.S. schools, raise serious concerns about related
behaviors among our youth.4,5 While encourag-
ing declines in homicide and other violent crimes
have been observed over the last decade, rates of
aggravated assault and self-reports of non-lethal
violence remain high.  Aggressive violence by
youth toward others in the U.S. is described in
depth in the Surgeon General's Report on Youth
Violence.  For U.S. adolescent suicide behavior,
the known etiology (associated primarily with
depressive symptoms or anxiety), risk factors,
and behavioral attributes are described in the
Surgeon General's Report on Mental Health.5 To
understand youth violence within the context of
health-related behavior, a useful definition of
violence is: the threatened or actual use of physi-
cal force toward another person or group, or on
oneself, encompassing acts that may be reactive
or proactive, criminal or noncriminal, acts that
can occur within the context of other problem
behaviors, and acts that can result in lethal and
nonlethal outcomes.3,6

The Surgeon General's Report on Youth Violence
emphasized that there may be two general onset
trajectories, or developmental pathways, for
aggressive youth violence-an early one, in which
violence begins before puberty, and a late one, in
which violence begins in adolescence.4 Most
aggressive youth violence begins in adolescence
and ends with the transition into adulthood.3,4,7
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Youths who become violent very early generally
commit more crimes, and more serious crimes,
for a longer time.  Risk and protective factors
vary in predictive power depending on when dur-
ing the course of development they occur.  As
children develop, some risk factors will become
more important and others less important.  

Risk factors associated with the potential for
youth violence at the individual level include
biological, psychological, and behavioral charac-
teristics.3 To varying degrees they may be influ-
enced by family, peers and other social or cultur-
al factors.  During adolescence, violent behavior
among youth may be one component of a syn-
drome that may include drugs, alcohol, preco-
cious sex, and other problems.7,8 Violence in the
media is among cultural factors influencing
youth, and there is evidence linking watching
violence in television and movies as an adoles-
cent and violent behavior as an adult.3,9,10 While
serious and lethal violence are extreme behav-
iors, other forms of aggression are recognized as
part of the spectrum requiring intervention to
prevent physical and psychological injury.4,11

Aggressive behavior may take many forms, rang-
ing from that most likely to be lethal- shootings-
to physical fights and bullying, which may be
associated with both injury and serious psycho-
logical effects.12 The 2001 CDC Youth Risk
Behavior Survey (YRBS) of students in grades
nine to twelve found that 29 percent of boys and
6 percent of girls reported carrying a weapon in
the past 30 days; 43 percent of boys and 24 per-
cent of girls were in at least one physical fight on
school property in the past year; and 5 percent of
males and 3 percent of females were injured in a
physical fight.1 Seven percent of high school
students felt too unsafe to go to school on more
than one of 30 days preceding the survey.

As the most common form of interpersonal vio-
lence in adolescence, physical fighting often pre-
cedes substance use and other problem behav-

iors.2,3 The YRBS estimates that 50 percent of
ninth grade males and 30 percent of females had
one or more physical fights during the preceding
year and rates decreased in each succeeding year
as students grew older.14 Little national preva-
lence information is available for fighting behav-
ior in the younger years, but Nansel et al. find
that according to U.S. HBSC data at grades six
to ten, fighting behavior is strongly associated
with bullying involvement, but less prevalent.12

The U.S. HBSC survey data were used to
describe the prevalence and psychosocial adjust-
ment of students who are bullies, bullied, or both
a bully and a target of bullying.12 Bullying
behavior, as distinct from fighting, is defined by
an implicit imbalance of power.4 About 30 per-
cent of  U.S. students in grades six to ten report
moderate or frequent (weekly) involvement in
bullying, either at school or away.  Thirteen per-
cent report bullying others, 11 percent report
being bullied, and 6 percent report both bullying
and being bullied.  Prevalence of bullying
involvement is higher among sixth to eigth grade
students than among ninth and 10th graders.
Boys are more likely than girls to be both perpe-
trators and targets of bullying.  Bullying may
take both physical and psychological forms.
Boys are more likely to be bullied physically
while girls are more like to be recipients of
rumors and sexual comments. 

Other HBSC study countries asked only about
bullying behavior at school, in contrast to the
U.S., which asked multiple questions about bul-
lying either at school or away.  International
HBSC data on bullying at school are shown at
age 15 in this chartbook to be consistent; interna-
tional comparisons at age 13, when bullying is
more prevalent, are available elsewhere.3,5

Attributes of 15-year-old students approaching
physical maturity who bully may be different
than in younger students for whom early pubertal
influences and feelings of vulnerability are high-
er.6
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Only a few HBSC countries asked about
weapon-carrying or fighting.  The question on
weapon-carrying defines weapons to include
guns, knives, or clubs for self-defense because
investigators in other countries determined that
prevalence of carrying guns would be too low to
provide statistically reliable estimates.  The 2001
YRBS high school survey found that about one-
third of U.S. high school students who report
carrying a weapon were carrying a gun.14

Recent school shooting incidents in the U.S.
have heightened anxiety and concern about
school safety among students, parents, schools,
and communities.6 Neither of the HBSC ques-
tions on weapons or fighting were limited to
behavior only at school.   

U.S. students rank eighth among countries for
students who never or rarely feel safe.  Only 38

percent of U.S. students always feel safe at
school; 30 percent rarely or never feel safe, and a
third sometimes or often feel safe.  However, in
only five countries did 50 percent or more of the
students always feel safe at school.  The majority
of students across countries said they sometimes,
rarely or never feel safe at school and an alarm-
ing two-thirds of students in Greenland and the
Czech Republic report that they only sometimes,
rarely, or never feel safe at school.  

U.S. students rank about in the middle among
students who are bullied sometimes, once a
week, or more often combined.  However, U.S.
students rank in the top third (ninth) among
countries for students who are bullied at least
once a week or more often at 4.5 percent, follow-
ing Lithuania, Germany, Greenland, Latvia, Esto-
nia, and Switzerland.  U.S. students are in the
middle range for students who report being bul-
lied only sometimes (22 percent).  About three-
fourths of U.S. 15-year-olds say they are not bul-
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lied or were bullied only once or twice in the
current school term.  Students reported a wide
variation in the proportion having been bullied
sometimes (54 percent in Lithuania compared to
11 percent in the Slovak Republic) or at least
once a week or more (11 percent in Lithuania
compared to 2 percent in the Slovak Republic
and Sweden).   

The proportion of U.S. students who report bul-
lying others once a week or more (5.5 percent) is
similar to those who report being bullied, ranking
among the top third of countries.  However, 31
percent bully others sometimes, significantly
more than U.S. students who report being bul-
lied, but in the middle ranking of students from
other countries.  Half or more of the students in
Austria, Germany, Lithuania and Switzerland
report bullying others sometimes during the pre-
vious school term. 

As described for U.S. students above, the preva-
lence of bullying behavior in all countries is
higher  among younger students than in 15-year-
olds.12 At age thirteen, when bullying behavior
is more common, U.S. students ranked seventh
among all countries for bullying others at least
once a week (data not shown).3

Only six countries queried students about fight-
ing behavior:  U.S., Sweden, Republic of Ireland,
Portugal, Israel, and Estonia.  U.S. students rank
in the middle of these countries, with 27.9 per-
cent having been in one to three fights and 7.0
percent in four or more fights.  While the majori-
ty of students in six countries had not been in a
physical fight during the past 12 months, approx-
imately 40 percent had been in one or more
fights.  Students in the Republic of Ireland were
most likely to have fought, with 38.4 percent
having been in 1-3 fights and 9.3 percent in 4 or
more fights. 

Across countries, students who had been in a
physical fight report they most often fought with
someone known to the student, such as a friend,
family member, or boyfriend/girlfriend, rather
than a stranger.  The highest proportions of fights
are with a friend, followed by family members.
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Fighting with acquaintances or someone else
they knew is also common, as is fighting with
people across these relationship categories.

Only Flemish Belgium, Estonia, Hungary, Israel,
Portugal, Republic of Ireland, and the U.S. asked
about weapon-carrying.  Three percent of U.S.
students report carrying a weapon for self-
defense once during the past month, while 8 per-
cent had carried a weapon on two or more days.
Though approximately 85 percent of students in
seven countries had not carried a weapon in the
past 30 days, a small proportion had carried a
gun, knife, or club for self-defense, in most cases

on more than one occasion.  Students in Flemish
Belgium and Israel appeared particularly con-
cerned with personal safety:  15 percent and 13
percent, respectively, had carried a weapon on
two or more days. 

What didn't we know?

Overall, U.S. youth are no more likely to be
involved in bullying others at school than stu-
dents in many other European countries and
Canada.  However, U.S. students are among the
higher ranking countries for frequent bullying (at
least once a week) and, similarly, U.S. youth
rank among the top third of all countries for
being bullied frequently.  In 1997-98, before the
more recent deadly school shootings, U.S. youth
were also among the top third of countries for
rarely or never feeling safe at school.  Among
the few countries asking about fighting or
weapon-carrying (gun, knife or club) for self-
protection, U.S. students are no more likely to
fight or carry weapons,  but they are just as like-
ly to fight with friends, family members or
acquaintances, rather than with strangers.  

The 2001 YRBS provides national prevalence
estimates of fighting, bullying, weapon-carrying
and feeling safe at school for grades nine to
twelve, but it doesn't include data on younger
students, among whom bullying and fighting are
more common, nor does it place this behavior in
the context of student relations with family,
peers, and school.14 Violent behavior is moni-
tored by the YRBS in the U.S. partly because of
our concern about our high homicide and suicide
rates when compared to other industrialized
countries.1  These results from the international
HBSC study show that our students are not the
most violent nor most likely to be bullied, but we
lead the world in rates of homicide and youth
suicide, due to the greater lethality of the
weapons used by students in the U.S. compared
to other countries.
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An analysis of homicides perpetrated by U.S.
juveniles between 1981 and 1997 found that the
rate of nongun-related homicides remained con-
stant and that all of the increase was from gun-
related incidents, indicating that the nature of
youth violence had changed over this 25-year
period.7 The relatively high U.S. ranking of fre-
quent (> once a week) bullying or being bullied,
but not in infrequent involvement in bullying,
suggests differences in associated patterns of
weapon-carrying.  Analysis of the U.S. HBSC
data on students involved in bullying shows
strong associations with violent behavior, includ-
ing weapon-carrying and frequent fighting (>4
physical fights in the previous year).8 Students
involved in frequent bullying (as either the bully
or the victim) were more likely than other stu-
dents to report carrying a weapon for protection
either at school or away.  The likelihood of
weapon-carrying was particularly high when stu-
dents either bullied others or were bullied away
from school grounds.  Bullies (including bullies
who are also bullying victims) were most likely
to carry weapons for self-defense.   

The HBSC survey was performed before the
heightened alarm from the 1999 Columbine9

and later school shootings, but U.S. students at
ages 11-15 years in the HBSC still ranked among
the highest third of countries in feeling unsafe at
school.  According to two studies of school
shootings after the 1999 Columbine incident,
perpetrators were likely to have felt bullied, per-
secuted or injured by others prior to the attack,
with some of the abuse being long-standing and
severe; many of them were likely to have
expressed suicidal thoughts, plans or actual
attempts before the event.10,11 

As noted in the study on psychosocial correlates
of bullying by Nansel et al., using U.S. HBSC
data, bullies are more likely to find it easy to
make friends while those who are bullied report
more difficulty making friends, have poorer rela-

tionships with classmates, and feel more lonely.12

Individuals who are both a bully and a victim of
bullying report poorer relationships with class-
mates and increased loneliness although they do
not report difficulty in making friends.  Compar-
isons showing that U.S. students are among the
least likely to feel that other students are support-
ive is suggestive of alienation in the school envi-
ronment related to friendship networks and
groups who form for a sense of identity and pro-
tection.

Students may select friends who share their val-
ues and attributes, including delinquency or a
perceived need for protection.  Students may also
loosely refer to others' friendship networks as
gangs, attributing to them behaviors different
from their own.  'Street' gangs may be more like-
ly to be identified with violence, but a 1998
report from the U.S. Departments of Education
and Justice on student perceptions of gangs they
see at their schools found that about one-third of
U.S. students at ages 12 to 19 identified either
members of their own school or outsiders 'com-
ing around' their school as 'street' gangs.12

Street gang presence as either students or 'out-
siders' was estimated to occur in 37 percent of
middle and high schools.  Surveyed students
identified 'street' gangs by various attributes such
as having a name, spending time together, or
wearing identifying clothing.  Hispanic students
were more likely to report the presence of gangs
in their schools (61 percent), compared with 44
percent of black students and 33 percent of white
students.  Only 50 percent of students included
commission of violent acts as one way of identi-
fying 'street' gangs.  This indicates that students
often, but not always, associate the groups they
call 'gangs' with violent acts and the study finds
that street gangs may be involved in relatively
small amounts of violence compared to overall
criminal activity. 
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The HBSC data do not allow in-depth assess-
ment of friendship networks as does the
AddHealth study.  Research from the longitudi-
nal AddHealth study addresses the multifaceted
nature of friendship networks, including their
association with peer delinquency, an adoles-
cent's own delinquent involvement, and feelings
of isolation or exclusion.13 The density of the
peer network and an adolescent's own centrality
and popularity in the network may indicate the
degree of identity and belonging that the group
provides.  Group membership may be fluid,
changing over the school year.  The AddHealth
study also finds that while a student might claim
to be part of a friendship network, other students
in that network may not identify the student as a
member.  Findings from the HBSC and other
studies indicate that many students, particularly
females, feel bullied through exclusionary tac-
tics, belittling, or being subjects of rumors, sexu-
al or other teasing.12 Males are bullied more
often and more likely to be hit, slapped or
pushed.

As with aggressive violence and homicide, sui-
cide rates tend to be higher for males than
females and are associated with cultural and
racial/ethnic factors both in the U.S. and in other
countries.3,5  Not only may adolescents who are
recipients of bullying or anti-social behavior be
more likely to be vulnerable to depression and
isolation associated with suicidal behavior, but
they may be more likely to exhibit 'acting-out' -
such as truancy from school, declining school
grades, substance abuse, or violence.3,5 

The higher proportion of males involved in phys-
ical bullying is consistent with the higher preva-
lence of physical fighting among males than
females.  This is demonstrated in an analysis of
U.S. HBSC data by Nansel et al. correlating fre-
quent bullying, fighting and weapon-carrying.21

Students report the highest proportion of fights
as occurring among friends and family, followed

by fights with other acquaintances.  This fighting
behavior is consistent with the relative lack of
supportive peer and family relationships
addressed in earlier chapters and with follow-up
community studies reported for U.S. youth and
in other countries.3 The international WHO
report on youth violence suggests that the basic
need to belong to a group and create a self-iden-
tity is also an underlying feature of 'gangs'
worldwide, whose composition range from main-
ly social groupings to organized criminal net-
works.3

Distinguishing between troublesome groups of
youths and gangs involved in criminal behavior
is critical to understanding youth violence.
Gangs involved in criminal activity defined by
distribution of illicit drugs, violence and/or rob-
bery and weapon-carrying may be a contributing
factor in the higher homicide rates in the U.S.
than in other countries.  An overview of youth
gangs by the U.S. Office of Juvenile Justice and
Delinquency Prevention notes 'street' gangs are
more likely to recruit adolescents who own
firearms, and gang members are more than twice
as likely as non-members to own a gun for pro-
tection, more likely to have peers who own guns
for protection, and more likely to carry their guns
outside the home.14 However, the overview
notes that violence is a rare occurrence in pro-
portion to all gang activities and most gang vio-
lence occurs between gangs, rather than against
outsiders.  The overview and the 2002 WHO
report cite follow-up studies related to gang
activity and summarizes risk factors during early
adolescence that may predict later gang member-
ship:  “youth who grow up in more disorganized
neighborhoods; who come from impoverished,
distressed families; who do poorly in school and
have low attachment to school and teachers; who
associate with delinquent peers; and engage in
various forms of problem behaviors.”3,27
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The studies cited above measured risk factors
based on community, family, school, peer group
and individual attributes.  Chapters 3 and  4 of
this report discussed HBSC findings that show
comparatively high proportions of U.S. students
struggling with family and peer relations and
feeling that they are not in a supportive school
environment.  These findings are related to the
development of networks and resources that can
lead to or prevent violence.  For example, the
finding that a high proportion of U.S. students
find other students not kind or helpful is perti-
nent to the establishment of positive, pro-social
friendship networks and anti-social and gang
behavior both at school and away.  The early role
of the family has also been stressed before,
including the influence of the home environment
on outcomes associated with violence.  Adoles-
cents with easy access to guns, alcohol, tobacco,
and illicit substances have an increased risk of
suicide, involvement in interpersonal violence
and substance use.26 One nationally representa-
tive study of girls at grades 5 through 12 who
were physically or sexually abused in early
childhood finds this abuse predicts such adoles-
cent outcomes as severe depressive symptoms,
increased reporting of life stress symptoms, sub-
stance abuse, and fair to poor health status.15

These health symptoms and behaviors are also
reported in relative high proportions among U.S.
youth compared to other HBSC countries, sug-
gesting that the effects of violence on youth
health and behavior should be investigated more
thoroughly.

Other studies on youth violence stress the impor-
tance of early family influences, particularly as
they shape developmental pathways and violence
trajectories.5,7 This research shows that children
learn from the kind of environment that adults or
other caretakers unconsciously create in the fam-
ily.  Family environments that include harsh dis-
cipline, child maltreatment, spousal/partner vio-
lence, and a climate of conflict and hostility

place children at increased risk for later violence.
Children who have been physically abused at
home are more likely to exhibit aggression in
school and in the community and to engage in
serious violent behavior as adolescents.  Studies
tracking the developmental pathways of violent
behavior and the context in which the behavior
occurs demonstrate the complex nature of bio-
logical, psychosocial and environmental factors
through transitions from early childhood to ado-
lescence.7

Previous sections of this report suggest that U.S.
cultural, social, and structural trends increase the
difficulty of providing families and students with
supportive environments that reduce violence.
Family structure in the U.S., with higher propor-
tions of single-parent and step-families, may pro-
vide more stressors and make it more difficult for
families to access school and community
resources.  Schools and communities may be par-
ticularly challenged with more racial and ethnic
diversity than most of the other countries includ-
ed in the HBSC study and by the challenges
inherent in the 50 percent increase in the popula-
tion of children of immigrants during the
1990's.16 Yu, et al’s analysis indicates that U.S.
adolescents raised in non-English speaking
homes are particularly vulnerable to behaviors
associated with violence.17 In these analyses,
these students are more likely to have difficulty
making new friends, be involved in bullying
(either as a victim, a bully, or both), not feel
accepted by other students, not feel as though
they belong at school, and have difficulty talking
to either parent about things that bothered them.
They feel  that their parents ae less supportive
and less willing to help with school problems or
talk with teachers.  Some of the associations of
school environment with overall health and well-
being, fitness, family and peer relations, sub-
stance use and violence demonstrated from the
HBSC and other studies should be examined fur-
ther in special populations.

77



The school environment, particularly lack of con-
nectedness, and feelings of non-support from
other students, teachers, and parents is highly
associated with alienation and participation in
violence towards the self or others.18,19 The
HBSC's measures of student perceptions of the
school environment have been studied extensive-
ly by researchers in other countries, partly due to
concerns with effects of bullying and alienation
of students both at school and in the communi-
ty.20 Since relatively high proportions of U.S.
students appear to struggle with real and per-
ceived violence, these data suggest the need to
investigate both the social and structural aspects
of school and community life in the U.S. that
detract from the creation of supportive school
and family environments.
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WHAT WAS LEFT OUT?  

This chartbook highlights and discusses only
those health measures that show important differ-
ences for U.S. students in comparison to other
students in the HBSC countries as described in
an international report for the 1997/98 survey.
The full international report includes many meas-
ures where U.S. students were not different, but
which revealed attributes of adolescent health
that are common to all countries. 

The HBSC international report includes topics
selected primarily from the mandatory questions
required for all participating HBSC countries or
regions.  Due to space limitations and complexi-
ty, U.S. chartbook comparisons are shown only
for 15-year-old students even though the larger
international report and additional HBSC study
data also include 11- and 13-year-olds.  When
comparative rankings or analyses of HBSC data
indicate that the international comparisons for
younger students are different from those for 15-
year-olds, the age-related issues are discussed
here.  However, it is important to note that a
cross-sectional school-based study, such as the
HBSC, reflects student status at only one point in
time.  Many researchers have shown that student
health and related behaviors must be considered
within a developmental context, consistent with
the goal of the HBSC study.  While the HBSC
study includes young teens from ages 11 to 15 to
incorporate these developmental stages, it cannot
take the place of analysis based on longitudinal
follow-up of individual students to document
determinants of health and related behaviors over
time.  Where nationally representative research
from longitudinal studies or from validated stud-
ies of U.S. youth are available, those findings
have been addressed in discussing the back-
ground issues on each topic.

Not all mandatory questions were included in the
international report or this U.S. comparison.

Other optional standardized questions were asked
by fewer countries for topics they considered
important enough to include for the limited class
time available to complete a survey.  If space is
available, a country might include questions
asked by no other countries, but these questions
do not allow comparisons to be made.  The fol-
lowing include some important health-related
areas that are covered by fewer countries or left
out entirely:

Injuries:  Injuries represent the leading 
cause of death for U.S. adolescents, 
including causes such as motor vehicle 
crashes, homicide, and suicide.1 The latter 
are covered in the section on violence. 
Other U.S. studies have shown an 
association between alcohol use in 
adolescence with non-fatal injuries or  
traumatic fatalities.1,2 In addition, injuries 
to youth while involved in sports or 
recreation represent about half of all 
medically attended nonfatal injuries among 
U.S. youth.3,4 A separate analysis 
completed for the 12 HBSC countries 
which asked about medically-attended 
injuries found that students reporting 
multiple high-risk behaviors are also more 
likely to be injured.5 In each country, a 
strong increasing gradient in predicted risk 
for injury is observed as the number of 
reported health risk behaviors increases.  
Risk behaviors included nonuse of seat 
belts, bullying, excess time spent with 
friends after school, alienation at school 
and from parents, truancy, smoking, 
drinking, and an unusually poor diet. 

Use of illegal drugs:  The sale of alcohol 
and cigarettes to youth is illegal in the U.S. 
and most other HBSC countries and have 
been addressed in this report.  Use and sale 
of other substances such as marijuana, 
cocaine, amphetamines, steroids, etc., are 
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also of major concern due to their direct 
health effects and their association with 
other health-related behaviors.  While some
HBSC countries asked questions about use 
of these illegal drugs, the question format 
were not standardized across countries to 
allow international comparisons. 

Sexual activity:  A few countries also 
included questions about sexual behavior 
due to its importance for teenage pregnancy
and sexually transmitted diseases (STDs), 
which may have both short- and long-term 
adverse effects.  The U.S. survey did not 
include these questions.  A chapter of the 
international report included analysis of the
HBSC country reports of sexual activity at 
age 15 years, including comparison with 
the results of similar questions asked in the 
1997 U.S. Youth Risk Behavior Study 
(YRBS) of high school students.6 Males 
are generally more likely than females to 
report having had sexual intercourse.  In 
five of the nine counties included, the 
proportions range from 30 percent to 47 
percent of males and 11 percent to 34 
percent of females. 

However, almost no gender differences are
found in the U.S., Scotland, and Northern
Ireland (at about 38 percent, 35 percent,
and 28 percent respectively).  The propor-
tions of sexually active youth who use
condoms ranged from 63 percent to 87
percent for males and 55 percent to 86
percent for females.  Comparative U.S.
values reported in the YRBS are 66
percent and 67 percent respectively.

Family affluence:  One chapter of the 
international report described results for 
11 countries from a series to questions 
to teens on their families' relative affluence 
as associated with health, well-being, 
symptoms and behaviors.  Since teenagers 

generally do not know the income of their 
parents, a number of other questions have 
been tested in the study to assess such 
relationships with health disparities 
previously demonstrated in a number of 
country-specific studies using adult respon
dents.  A family affluence scale (measuring
material wealth)  included items such as car
ownership, having one's own bedroom, and
traveling for vacations with family.  In 
addition, students were asked to rate how 
well off they considered their families to 
be.  Students in Hungary, Latvia, and 
Russia are far less likely than students in 
the other countries to report high family 
affluence based on cars, bedrooms, and 
vacation trips.  Students in Germany and 
the U.S. have the largest proportions of 
students perceiving their families to be very
well off.  At the same time, the highest 
proportion of students believing their 
families not to be well off is also greatest 
in the U.S.

Analysis of the eleven countries combined shows
that increased perception of family affluence is
consistently and positively associated with such
positive health behaviors as exercising and eating
more fruit.  At the same time, health-compromis-
ing behaviors, such as smoking and being drunk,
either display no relationship or have a height-
ened association with affluence.  Since the analy-
sis combines the 11 countries, including the U.S.,
this counter trend to usual U.S. findings on
socioeconomic status and smoking behavior
among both U.S. youth and adults may be
because heavy smoking rates among the other
ten countries probably carried the heaviest
weight in the findings.  As noted in the chapter
on smoking, U.S. youth are among the least like-
ly to smoke among all HBSC countries.  

Among indicators of well-being in the 11 country
analysis, perceived health, happiness with life,
and self-confidence are related to increased fami-
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ly affluence in seven to eight of the countries,
while a greater incidence of daily symptoms and
feelings of helplessness are associated with lower
family affluence in about half of the countries.
Perceived family wealth shows a pattern similar
to that for the affluence scale but with a far more
consistent association with both the positive and
negative health behaviors and feelings of health
and well-being.

One HBSC question asked about parental occu-
pations, a question often used in European adult
studies to reflect social class or affluence.  It was
not used in the chartbook because many students
don't know what their parents do at work.  Also,
social class in the U.S. may be less likely to
reflect affluence or a sense of social position than
does income when compared to more traditional
social class measures in many European coun-
tries.  Besides the mandatory questions on afflu-
ence, the U.S. included questions on the highest
educational level attained by parents.  Compar-
isons could not be made to other countries on
this variable, however.  Regardless of how
socioeconomic status is measured in the HBSC,
these limited results indicate that health behavior
and well-being indicators vary with affluence in
the expected directions among all the countries
analyzed - except for smoking in Europe and
drinking in all countries.  Clearly, smoking and
drinking are influenced more strongly by other
factors such as peer group, culture, media, or
parental modeling.  Still, this limited HBSC
analysis appears to indicate that greater wealth is
generally associated with positive health attrib-
utes in all of the countries. 

U.S. specific items: 

Race/ethnicity, immigration, and acculturation:
Only the U.S. questionnaire addressed racial and
ethnic status, immigration, and acculturation (as
measured by primary language spoken in the
home and place of birth).  The U.S. questionnaire
includes the same questions as used in the 2000

Census to allow national estimates for African-
American and Hispanic students oversampled in
the HBSC with large enough numbers to perform
analyses for these and other groups, such as
Asian-Americans.  Other U.S. surveys of adoles-
cents of other ages and vital records show differ-
ences in health-related attributes, behaviors, and
outcomes by race and ethnicity.7 However, one
contextual analysis from the Add Health study
which controls for race/ethnicity, family struc-
ture, gender, and income indicates that these fac-
tors explain no more than 10 percent of the vari-
ance in predictions of smoking, alcohol use,
involvement with violence, suicidal thoughts or
attempts, and sexual intercourse.9 Another
AddHealth study finds that parental supportive-
ness and expectations are more positively associ-
ated with adolescent health behavior.10 Future
studies of interactions of race/ethnicity with sup-
portive networks in the U.S. HBSC may provide
further evidence for understanding disparities in
health in order to provide effective services.

Similar supportive network concerns are critical
for providing appropriate health services to our
large immigrant populations.  As noted in topical
chapters, historical immigration patterns in the
U.S. are quite different from those in most Euro-
pean countries.  There is little research on health
effects of acculturation among immigrant
youth,11 although one AddHealth study shows
immigrant children born in other countries gener-
ally have significantly fewer physical health
problems and risky behaviors than either native
born children of immigrants or non-Hispanic
white youth.12 A contextual analysis of accultur-
ation in the U.S. HBSC data offers new insights
on health-related influences13 for adolescents
who usually speak another language at home.
They face a greater risk for poor health factors,
psychosocial and school risk factors, and less
parent support, regardless of race or ethnicity.
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Adolescents in the workforce: Only the U.S.
survey included a question about work, allowing
no international comparisons.  Work-related
injuries and deaths are not uncommon for youth
working both legally and illegally.14,15 The
injuries and deaths often occur in jobs declared
to be hazardous, or typically prohibited for 14-
and 15-year-olds, under Federal child labor laws.
Research on job safety among youth has been
reviewed by the National Academy of Sciences
Committee on the Health and Safety Implications
of Child Labor.16 Long work hours during the
school year are associated with problem behav-
iors, including substance abuse and minor
deviance, and with insufficient sleep and exer-
cise.  The intensity of work during the school
year may affect academic performance and social
development, together with the possibility that
young students who work 'off the books', avoid-
ing labor regulations or payment of required
taxes, may be exposed to more dangerous or
inappropriate working conditions.  At the same
time, working may provide many young people
with valuable lessons about responsibility, punc-
tuality, dealing with people and money manage-
ment, while increasing their self-esteem and
helping them become independent and skilled.  

The U.S. Labor Department estimates that 57
percent of 14-year-olds and 64 percent of 15-
year-olds worked for pay in 1994-97 at some
time during the year, either during the school
year, in the summer or both.17 These estimates
are based on self-reports in the National Longitu-
dinal Survey of Youth 1997 (NLSY97) and are
higher than time worked by young teens as
reported by parents in the Current Population
Survey.  Youth younger than 16 may work legal-
ly under special regulations to guard their health
or safety but many work in casual employment
arrangements (freelance).  Legally, children of
any age may work in family-owned businesses
and on family farms.  Casual (freelance) arrange-
ments are more likely for those age 14, while at

age 15, the youth are more likely to have ongo-
ing formal employment arrangements.  Work is
very common during the school year and the
majority of youths with employee jobs work dur-
ing both the school year and summer.  At ages 14
and 15, youths are most frequently employed in
the retail trade and services industries.

Using somewhat different definitions of work, an
AddHealth analysis finds that 40 percent of 7th
and 8th graders were employed during the school
year.10 This analysis found that young adoles-
cents who work may be more likely to be injured
and are more likely to use tobacco and alcohol
than students who don't.  The report by the
National Academy of Sciences Committee on the
Health and Safety Implications of Child Labor
recommends review of what circumstances cause
working to be detrimental, what can be done to
avoid those circumstances, and how working can
be made more beneficial.

Other items: The HBSC study asked about time
spent watching TV or playing computer games.
The survey didn't include questions about time
spent on the Internet at home that may include
school-related activities or recreational pursuits.
U.S. students may have different levels of access
to the Internet than do students in Europe due to
the cost of non-mobile phone time, indicating
possibly different influences among U.S. and
European students.  There may be a trade-off
between using the Internet at home and time
spent on after-school activities or other pursuits.

U.S. students are also more likely to require
extensive time in transportation to and from
school than students in Europe.  The current
HBSC study does not include a complete
overview of time spent with TV, Internet, after
school activities, athletic or recreational activi-
ties, or  with friends.  The study asked about
time spent exercising but didn't ask about time
spent walking or biking as part of daily activities,
such as going to school or working around the
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home and elsewhere.  In many European coun-
tries, cars are much less likely to be used as part
of daily transportation than in the U.S.  Increas-
ing trends toward overweight and preliminary
analysis of comparable overweight patterns
among 15 of the HBSC countries indicate that
daily activities of U.S. youth may not encourage
expenditure of physical energy.18

Bias

Several limitations to the HBSC survey data
should be noted.  First, because the survey was
conducted in schools, the study population
excludes such high-risk populations as teens who
have dropped out of school or who are in the
juvenile justice system.  Students in special edu-
cation classes were also less likely to be inter-
viewed.  Students with language difficulties or
learning disabilities may have been less likely to
complete the questionnaires.  Students who were
absent on the day of the survey may be more
likely to have chronic illnesses or have higher
risks associated with truancy and related factors
assessed here.  Students in alternative schools are
not included in the sample and have been shown
to have higher levels of health-related risk
behaviors than high school students surveyed in
the YRBS.19 Thus, the levels of risk reported
here may be lower than those of the adolescent
population as a whole.  Assessment of effects of
absenteeism on adolescent reports of health-
behaviors in the U.S. have not shown it to be a
problem.20 The costs of follow-up on students
absent during the survey are extensive.  School
administrators were not asked for demographic
profiles or reasons for absences of students in the
HBSC sample, similar to practices in most other
school-based surveys, so that analysis of differ-
ences among students present to complete the
survey and those absent cannot be performed.

U.S. prevalence estimates based on adolescent
reports in school-based anonymous settings com-

pared to parent reports in household surveys
show higher risk levels on most health-related
behaviors when teens report for themselves.21

On similar health measures and risk behaviors
such as unintentional injuries, violence, tobacco
use, alcohol and other drug use, sexual behav-
iors, dietary behaviors and physical activity,
almost all of those reported by students in the
school-based study produce estimates indicating
higher risk than in the parental reports.  Parents
may be less aware of some teen health symptoms
such as headaches, feeling low, and feeling tired,
resulting in lower estimates from parental reports
than from direct reports from teens.  However,
we know very little about the way that adoles-
cents conceptualize their health and whether their
conceptualization parallels that of adults.  Ado-
lescent assessment of whether or not they feel
healthy may also change over time in a develop-
ment sequence.  We do not know whether those
who rate themselves as healthy tend to maintain
that self-image, or whether the self-image varies
over time, in a manner similar to adults, as they
begin to experience a greater number of symp-
toms.  This may be an important research ques-
tion for assessing the functional health status of
our teens.

In addition to potential bias issues, research is
needed on how well teens report on health symp-
toms and behaviors.  Besides the AddHealth
study, the YRBS and Monitoring the Future,
most U.S. national measures on teen health and
related behaviors are based on parental reports.22

As youth move through natural developmental
processes with increasing age, they usually
become more independent of their families with
the potential for less parental knowledge of
youth symptoms and behaviors.  Yet, little testing
has been done to contrast measures reported by
parents compared to reporting by the teens them-
selves.  Analysis of student reporting taken on
two time points for the YRBS indicates that stu-
dents tend to report health risk behaviors reliably
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over time.23 The prevalence estimates differed
most when the behaviors are either socially stig-
matized or illegal, suggesting that students' per-
ception of privacy may be a critical determinant
for adolescent reporting, and possibly, parental
knowledge of the activities.   

Differences in proportions and rankings may
exist among countries based on access to health
care for treatment of health symptoms and
injuries, referral patterns related to use of sub-
stances, or management and expectations related
to the school or home environment.  For exam-
ple, students may view bullying differently
depending on the social norms either at school or
home.  A preliminary analysis comparing U.S.
and Canadian data on medically attended sports
and recreational injuries finds that U.S. students
are less likely to be hospitalized overnight for
similar injuries, even those resulting in compara-
ble activity limitation or time lost from usual
activities.  HBSC researchers only asked about
injuries for which attention was received from a
doctor or nurse because most HBSC countries
have some form of national health care systems.
HBSC researchers generally didn't feel that any
other measure was needed to obtain the preva-
lence measures for injuries.  U.S. studies have
shown that students without health insurance are
less likely to report a medically attended severe
injury compared to students with health insur-
ance.24 A survey of U.S. adolescents ages 13-17
who participated through invitations via the
Internet and weighted to be as nationally repre-
sentative as possible, given the sampling source,
found that teens report sub-optimal experiences
with health care providers.25 The implications
for seeking treatment, communication with
health care providers, and consultation for risky
behaviors were considered problematic, particu-
larly for teens with the greatest needs for health
care services.  

The HBSC data can support a number of analy-
ses not yet completed that address the relation-
ships across both items left out of the interna-
tional report and relationships among the many
variables included in the report.  The topics cov-
ered so far are just highlights based on research
findings that U.S. students differ from their Euro-
pean and Canadian counterparts.  Many com-
monalities among students throughout the HBSC
countries can be found in the larger international
report, available at the HBSC website:
http://www.hbsc.org.  In addition, the differences
may tend to emphasize the negative aspects of
student lives, while the positive health-related
factors do not receive the attention warranted to
help us understand what we are doing well to
improve the lives of our youth.  One example of
this is our relative position on smoking behavior.
Overall, the health-related factors included in this
report or studied in separate analyses of the
HBSC data do direct our attention to what we
know from other research in order to improve
programs directed to U.S. youth.
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SUMMARY

The U.S. participates in the HBSC study in order
to improve adolescent health through programs
and research targeted to provide appropriate
health-related services.  By viewing our youth's
health within the context of family, school, peers
and culture, we learn more about the larger com-
munity within which U.S. programs must work
to be effective.  International comparisons show
underlying characteristics that are common to
adolescents within developmental stages that are
common to all nationalities.  Individual country
differences highlight health measures and related
behaviors that suggest more local cultural, envi-
ronmental, socio-demographic influences.  This
report responds to two questions: 

What important information did we learn 
about common adolescent health 
characteristics, and about U.S. adolescents
specifically, that we didn't already know?

What relevant U.S. or international 
research addresses the factors underlying 
the highlighted health issues?

Previous chapters summarize some of the rele-
vant research for each topic, using primarily U.S.
studies performed at the national level or studies
based on HBSC research.  The following sum-
mary presents highlights of HBSC findings
addressing the question about what we learned.

What did we learn? 

Overall health and well-being:

Adolescence is generally considered a time of
good health; levels of illness and chronic disease
are generally low, and injuries present the great-
est threat to adolescents' health.  However, how
students feel on a daily basis, both physically and
psychologically, may directly affect the success

of their transition through adolescence.  Their
perceptions of health, self-confidence and satis-
faction with life reflect the level of biological
and psychosocial stress and anxiety that they
experience. 

Boys tend to report somewhat better health 
than girls in all countries, with the 
proportions not feeling healthy increasing 
between ages 11 and 15 years for both 
genders.  The U.S. ranks among the 
leading countries in reports of not feeling 
healthy, ranking seventh highest for boys 
and thirteenth for girls (at 8 percent and 13 
percent, respectively).  Other countries (or 
regions) with such high levels are primari-
ly Eastern European and in the Russian 
Federation.  

Similar comparison levels are shown in 
reports of not feeling happy, with the girls 
less likely to feel happy in all countries as 
students age. U.S. boys rank seventh 
among countries for not feeling happy (at 
19 percent), and girls rank eleventh (at 25 
percent) with proportions ranging across 
countries from 5 percent to 42 percent of 
boys and 9 percent to 47 percent of girls. 
At the same time, U.S. students are no 
more likely to feel lonely than students in 
other countries.

Students in the U.S. rank highest or among 
the top four countries in prevalence of 
stomachache, backache, headache, 
difficulty sleeping, feeling tired in the 
morning and feeling low at least once a 
week.  More than 40 percent of U.S. 
females report backaches or stomachaches 
at least weekly; 57 percent report equally 
frequent headaches.  Almost half of U.S. 
girls and one-third of boys report feeling 
low once a week or more.  More than one-
fourth of both girls and boys report having 
sleep difficulties at least once a week.  
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Relatively high reporting of medication 
use by U.S. students for headache, 
stomachache, and difficulty sleeping 
support the reports of elevated U.S. levels 
of physical symptoms.  

Fitness

Fitness contributes to overall health and well-
being through exercise, diet, lifestyle factors, and
maintaining a healthy body and body image.  

Most U.S. students exercise twice a week 
or more but still rank in the bottom among 
all countries for frequency of exercise.  Of 
those who exercise, U.S. students rank in 
the middle for time spent exercising.

U.S. students are more likely to consume 
french fries and soft drinks with sugar than 
students in almost all other countries.  U.S. 
students are also among the lowest-ranking 
in the proportion who eat fruit daily, but 
are in about the middle range for daily 
consumption of candy or chocolate.  
Throughout HBSC countries, students who 
spend more hours watching TV or playing 
computer games are more likely to 
consume soft drinks, sweets and potato 
chips, particularly among younger students 
and boys.

Across all countries girls are more likely 
than boys to diet or feel that they should, 
and those who diet are more likely to eat 
fruit.  U.S. students were more likely to be 
on a diet, or to feel that they should, than 
students in all other countries:  62 percent 
of U.S. girls and 29 percent of boys.   
Dieting may be based on a positive desire 
to change behavior and to reduce risk of 
being overweight, or it may reflect unreal
istic self-images.  The latter may result in 
unhealthy behaviors, such as anorexia and 
bulimia, that deprive girls of necessary

nutrients, leading to long-term risk of 
osteoporosis and other serious conditions.

Family and Peer Relationships

Parent-child relationships, family structure, and
peer group relations are associated with adoles-
cent health and health behaviors.  Family and
peer relationship measures are indicators of cur-
rent social resources, support, and communica-
tion.  Family structure and stability in living
arrangements are also strong predictors of sup-
portive resources and family communication.
Positive, supportive family and peer relationships
are needed to maintain health and healthy behav-
iors.  Time spent with friends after school may
reflect a number of different activities within the
peer environment, depending on how the time is
used.  It may also reflect time available to stu-
dents for after-school gatherings, including the
effects of transportation systems.  

The proportions of 15-year-old students 
living with both parents ranged from 89 
percent in Israel and Greece to 53 percent 
in Greenland.  U.S. students rank third 
from last in the proportion of students who
live with both parents at age 15 (at 62 
percent), with slight decreases from age 11
(at 67 percent).  The U.S. has the highest 
proportion of students at age 15 years who
live with single parents (23 percent) and 
ranks fourth for the proportion living with 
step-parents (13 percent). 

About one-third of U.S. students have 
difficulty talking to their mothers about 
things that really bother them, with 
increasing difficulties as they grow older.  
While ranking among the top three 
countries for difficulty with maternal 
communication at all ages, U.S. 
proportions are only slightly higher than 
average among all countries.  Across 
countries, 28 percent of 15-year-olds on 
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average reported difficulties talking to their
mothers, ranging from 16 to 36 percent.  
Few countries show marked gender differ
ences for difficulty talking with mothers.

Across all countries, girls have more 
difficulties talking to fathers about things 
that really bother them than boys, and 
more students of both genders report 
difficulties talking to fathers than to 
mothers.  The difficulties increase with age
in all countries.  The U.S. ranking 
compared to other countries deteriorates 
with age, with 53 percent of U.S. girls and 
42 percent of boys at age 15 reporting dif-
ficulty communicating with their fathers, 
proportions much higher than reported for 
maternal communication. 

U.S. students rank comparatively high in 
finding it easy to make new friends (at 
about 85 percent of students).  At the same 
time, they are among the least likely to find
the students in their classes to be kind and 
helpful.  Slightly more than one-third of 
U.S. students report that other students in 
their classes are always or often kind and 
helpful, compared to about 90 percent in 
Portugal and an average of about 50 
percent among all countries.  These 
findings raise questions about the social 
context in which students make friends and 
other school-related factors that may inhibit
a supportive peer environment.

Across all countries, boys are somewhat 
more likely than girls to spend time with 
friends after school at least 4-5 days a 
week.  About one-third of U.S. students 
spend this much time with friends after 
school, ranking in the lowest third of 
countries.  Across countries, the ranges are 
from 30 percent of boys and 18 percent of 
girls in Denmark to 68 percent of boys and 
51 percent of girls in Greenland.

School Environment

Research emphasizes the link between students'
perceptions of school and their motivation,
achievement, and behavior.1,2,3 Students who
like and feel connected with school may be more
motivated to achieve academically and less moti-
vated to engage in anti-social behavior than stu-
dents who feel disconnected from it.  Schools
also provide a health-promoting environment,
both directly through health education and indi-
rectly by providing opportunities for healthy
nutrition and physical activity.4 

A cross-country HBSC analysis of 
students' perception of school shows that 
they are satisfied with school when they 
take part in setting school rules, get needed
support from teachers or other students, 
and perceive high expectations from 
teachers and parents.5 Across countries, 
students report a lower quality of life when
they are not satisfied with school and do 
not feel supported by other students.

Across countries, girls like school more 
and consider rules to be fair more often 
than boys.  Liking school a lot tends to 
decrease with age.  Among all countries, 
less than half of students report that they 
like school a lot, ranging from 40 percent 
of girls and 34 percent of boys in Latvia to 
5 percent or less for either gender in the 
Czech Republic and Finland.  The propor-
tion of U.S. students who are enthusiastic 
about school is among the best of 
countries, at 18 percent, even though about
four out of five U.S. students like school 
only a little, not very much, or not at all. 

Pressure from school work increases with 
age across all countries.  U.S. students rank
second in reports of feeling a lot of 
pressure from school. U.S. students report 
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perceptions of their own performance as 
very high compared to other students in 
their class (ranking fourth among 
countries).  However, U.S. students are no 
more likely than students in other countries
to feel that either teachers or parents 
expect too much of them at school; and 
rank tenth in feeling that students are 
treated too severely or strictly at their 
school.

U.S. students at all ages are among the 
least likely to feel that their classmates are 
kind and helpful, ranking third from last.  
Only 39 percent of U.S. girls and 35 
percent of boys find students in their 
classes to often or always be helpful.  The 
range across countries is from about 30 
percent to 90 percent with a median of 
more than 50 percent.

U.S. students are among the least likely to 
feel that they participate in making rules at 
school, ranking fifth from last.  Only one-
fifth of U.S. students agree or strongly 
agree that students in their school take part 
in making rules.  This compares to a cross-
country range of about two-thirds of Swiss 
students who feel they take part in rule-
making to less than one in five in Finland, 
the Russian Federation, Czech Republic 
and Flemish Belgium.  In addition to its 
probable effects on students' sense of 
school connectedness, educating students to
be part of the rule-making process is 
necessary preparation for civic responsibili-
ties, including voting.6,7 Research also 
indicates that students who feel unconnect-
ed to school are more likely to abuse 
substances, engage in violence, and become
pregnant.8,9

Alcohol and Smoking Behavior

Alcohol and tobacco are among the top contribu-
tors to mortality and morbidity in the U.S.10

Associations of smoking and drinking with both
behavioral and health-related conditions are
shown in the HBSC international report, as well
as other studies considering multi-risk taking
behaviors and effects such as injuries.11

A cross-country analysis described in the 
international report among all HBSC youth
shows a  number of associations between 
use of the two substances:

-Students who ever experimented with 
smoking are more likely to have experi-
encewith drinking alcohol, including 
being drunk, as well as to dislike school 
and be truant from school, regardless of 
age or gender.  Students who ever 
smoked experimentally report feeling less
healthy, spend more time with friends 
after school and in the evening, and have 
more difficulties talking to their fathers, 
and for girls only, with their mothers. 

-Overall, daily smokers are also more like
ly to drink or get drunk more frequently. 
However, the strong association between 
smoking and drinking did not hold in 
each country.  Even though daily smokers
are more likely to drink, drinkers are not 
necessarily more likely to smoke in all 
countries.  Still, there are strong 
associations between being really drunk 
at least twice and daily smoking.

-Daily smokers are more likely to be tru-
ant more often and to dislike school.  
Older students who drink frequently are 
more likely to spend time with friends 
after school 4-5 days a week and in the 
evening and are more like to be truant 
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from school and dislike school.  Besides 
the associations with time spent with 
friends and school problems, older girls 
who smoke also report feeling less 
healthy.

Across countries, experimental smoking
increases with age, so that 60-70 percent of
all 15-year-olds report having smoked at 
least once.  Countries with fewer students 
experimenting at age 11 have fewer 
students experimenting at age 15 as well.  
Boys are generally more likely to smoke 
experimentally than girls, although there 
are variations in the gender patterns among
countries. 

Daily smoking increases substantially with 
age, with prevalence varying widely 
among countries.  About half of the 
countries show more females smoking 
daily than males.  By age 15, proportions 
of girls smoking daily ranged from a high 
of 56 percent in Greenland to 6-8 percent 
in Lithuania, Israel, and Estonia, with 12 
percent for U.S. girls.  For boys, 45 
percent smoked daily in Greenland 
compared to only 13 percent in 
Portugal and the U.S.  By age 15, U.S. 
students are among the lowest ranking 
countries for daily smoking, at fifth lowest 
for both genders combined. 

At age 15 years, boys in all countries are 
more likely to drink alcoholic beverages 
than girls.  Some countries varied their 
relative rankings as students became 
older, with smaller gender differences
among younger students, including 
students in the U.S.  U.S. students rank 
seventh highest among all countries in the 
percentage of 11-year-olds who drink at 
least weekly, and U.S. 13-year-olds rank 
11th for weekly drinking.  By age 15, the 

U.S. ranking falls to the lowest third of 
countries.

In nearly all countries, 15-year-old boys 
are more likely than girls to have been 
drunk on two or more occasions.  
Generally, countries with high proportions 
of students who drink at least weekly are 
also more likely to have students who have
been drunk on two or more occasions.  The
age trends for drunkenness within 
countries are consistent with the proportion 
of students who report have been drunk by 
age 15.  Those with high proportions of 
young students having been drunk at age 
11 had high proportions at age 15; and 
conversely, those with fewer students at 
age 11 had lower proportions at age 15.   
U.S. students were among the lowest third 
of countries for drunkenness, with 28 
percent of girls and 34 percent of boys 
having been drunk at least twice by age 15. 

Violence

Since U.S. youth homicide rates are the highest
among industrialized countries and suicide rates
are among the highest, our concern for violent
behavior is strong.12 U.S. homicides and sui-
cides are most likely to involve firearms,
accounting for more than 80 percent of all
firearm fatalities to children and youth under age
15 in a study combining manner of death in 26
industrialized countries.13 Shootings at school
have heightened our awareness of school safe-
ty.14

U.S. students rank eighth from highest 
among HBSC countries for students who 
never or rarely feel safe at school (30 
percent).  Fewer than two out of five U.S. 
students always feel safe.  However, in 
only five countries did 50 percent or more 
students always feel safe at school.  
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In questions about weapon-carrying, other 
HBSC countries felt that the prevalence of 
carrying guns was so small that estimates 
would not be reliable.  Therefore, weapon 
carrying questions did not ask specifically 
about firearms.  Other countries also did 
not expect that asking about carrying 
weapons at school would yield reliable 
estimates due to low prevalence, so the 
question is not specific to school safety 
concerns.  Among the few countries asking 
about fighting or weapon-carrying (gun, 
knife or club) for self protection, U.S. 
students are no more likely to fight or 
carry weapons.  As in other countries, U.S. 
students are more likely to fight with 
friends, family members or acquaintances 
than with strangers.

Analysis of the U.S. HBSC data on student 
in grades 6-10 shows strong associations  
between involvement in frequent bullying 
with violent behavior, including weapon-
carrying and having four or more fights a 
year.15 Those who report bullying or being 
bullied at least once a week are more likely 
than other U.S. students to report carrying a 
weapon for protection either at school or 
away.  The likelihood of weapon-carrying 
was particularly high when students either 
bullied others or were bullied away from 
school grounds.  Bullies (including bullies 
who are also victims of bullying by others) 
are most likely to carry weapons for self-
defense.

Another study using only the U.S. HBSC 
data shows the significantly poorer 
psychosocial adjustment of students who are 
bullies, bullied, or both a bully and a target 
of bullying at least once a week or more.16

The U.S. study asked about bullying both at 
school and away from school, with almost 
30 percent of students reporting moderate or 

frequent involvement as either bullies or
victims.  

The international HBSC study asked only 
about bullying that occurred at school but 
not other locations.  Overall, U.S. youth at 
all ages (11, 13 and 15 years) are no more 
likely to be involved in bullying others at 
school than in other countries.  Our 
students rank in about the middle among 
students who are bullied at school at least 
sometimes.  However we rank ninth at all 
ages and seventh at age 13 among all 
countries for students who are bullied 
frequently (at least once a week or more 
often) at school.  Our students are also 
among the higher ranking countries for 
students who report that they bully others 
at school frequently.  More than one out of 
twenty U.S. students at all ages report 
bullying others or being bullied at least 
once a week or more often at school. 
Proportions are higher at ages 11 and 13 
than at age 15.

The many comparisons in this and the interna-
tional report show a number of commonalities
across countries, including consistent gender dif-
ferences.  The differences summarized above for
U.S. students may direct us to areas requiring
further research and programmatic attention.
They also point to areas where U.S. programs
and policies appear to show successful reduc-
tions in unhealthy behaviors.  Some of the most
important differences are highlighted below:

U.S. youth are more likely to have very 
frequent episodes (at least once a week) of 
stomachache, backaches, headaches and 
difficulty sleeping than students in almost 
all other HBSC countries.  U.S. students 
are also more likely to feel tired in the 
morning or feel low compared to students 
in other countries.  These health-related 
symptoms may be partially associated with
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our students' general fitness levels related 
to diet and exercise since we are also more 
likely to eat items such as french fries or to
drink sodas with sugar, while generally 
exercising less frequently.  They may also 
stem from other activities and school 
schedules not measured or analyzed in the 
HBSC.

Research cited in each of the chapters 
shows that appropriate supportive networks
are critical for positive development of 
health and healthy behaviors.  The ability 
of U.S parents to provide support may be 
relatively limited by the high proportions of
students living with single and step-parents.
Communication with parents, both mothers 
and fathers, appears to be more difficult for 
our students, with far greater difficulty 
reported in communicating with fathers 
than mothers and particularly for boys.  
U.S. students find it easy to make new 
friends, while they are among the least 
likely to find students in their classrooms to
be kind and helpful.  U.S. students rank 
second in reports of feeling a lot of pressure
from school at the same time that their 
perceptions of their own performance is 
very high compared to other students in 
their classes.  Our students are no more 
likely than students in other countries to 
feel that either teachers or parents expect 
too much of them at school; and rank tenth 
in feeling that students are treated too 
severely or strictly at their school.  The 
proportion of U.S. students who are 
enthusiastic about school (like it a lot) is 
among the best of countries, even though 
about four out of five U.S. students like 
school only a little, not very much, or not at
all.  Across all countries girls like school 
and consider rules to be fair more often 
than boys.  However, U.S. students are 
among the least likely to feel that they 
participate in making rules at school.

Findings on student substance use (smok-
ing and drinking) are generally positive, 
but with somewhat mixed results.  Our 15-
year-old youth are generally less likely 
to smoke than students in almost all other 
countries and rank in about the middle 
range for drinking alcohol at least once a 
week.  The latter is consistent with our 
ranking for students who have been drunk 
at least twice.

U.S. students rank relatively high for never
or rarely feeling safe at school.  Fewer than
two out of five U.S. students always feel 
safe.  Our students rank in about the mid-
dle among students who are bullied at 
school at least sometimes.  However, we 
rank ninth at all ages and seventh at age 13
among all countries for students who are 
bullied frequently (at least once a week or 
more often) at school.  The U.S. is also 
among the higher-ranking countries for 
students who report that they bully others 
frequently.  Among the few countries ask
ing about fighting or weapon-carrying 
(gun, knife or club) for self protection, 
U.S. students are no more likely to fight or
carry weapons.  As in other countries, U.S.
students are more likely to fight with 
friends, family members or acquaintances 
than with strangers.

What was left out?

The international study did not address issues
related to race, ethnicity or immigration.  Histori-
cal immigration patterns and the extent of diver-
sity are quite different  in the U.S. compared to
most European countries.  Nearly 14 million
children under 18 years of age in the U.S. are
immigrants or have immigrant parents in 2000,
with almost one in six children living with a for-
eign-born householder.17 Other U.S. studies
among adolescents and other ages have shown
differences in health-related attributes and behav-

97



iors by race and ethnicity but little research has
been completed on effects of acculturation
among immigrant youth within the context of
family, peer, and school relations.18 One Add
Health study shows that immigrant children born
in other countries generally have significantly
fewer physical health problems and risky behav-
iors than either native born children of immi-
grants or non-Hispanic white youth.19 Both pub-
lished20 and preliminary analysis of the U.S.
HBSC data on youth living in homes where the
primary language spoken is other than English
shows that they are at an elevated risk for psy-
chosocial and parental risk factors compared to
non-Hispanic white English-speakers.  Adoles-
cents who speak other languages at home, exclu-
sively or in combination with English, are partic-
ularly likely to report feelings of vulnerability,
exclusion, and lack of confidence, such as alien-
ation from classmates, being bullied at school,
and concerns about school and parental support.
However, preliminary analysis of the U.S. HBSC
data on Asian American students who spoke lan-
guages other than English at home also shows
them to be less likely to use substances such as
cigarettes, chewing tobacco, marijuana, or to
have ever experimented with alcohol - indicating
that lower levels of acculturation may also be
protective for some high-risk health-related
behaviors.

The potential exclusion of higher-risk teens from
school-based surveys, as discussed in the previ-
ous chapter, indicates that generalization of
results from these nationally representative sam-
ples can be made only for the more normative
populations of teens.21,22 Comparisons across
countries of the highest risk youth with chronic
illnesses, disabilities, or instability in living
arrangements, including homelessness, etc., can't
be made in this study.  Thus, the levels of risk
and associations with family, school, and peer
relationships reported here may be lower than
those of the adolescent populations as a whole.

Regional and language differences within coun-
tries cannot be compared either.  This chartbook
is only a snapshot of the majority of teens attend-
ing schools in the 27 European and North Ameri-
can countries represented by the HBSC.

Even though questions were tested across coun-
tries and language adjusted to measure the same
concepts constructs, local culture may still affect
teens' interpretations of the questions asked.
Beyond the issues of higher prevalence of health-
related behaviors reported by teens compared to
parental reports in household surveys discussed
in the previous chapter,23 some new questions
have been raised.  We know very little about the
way that adolescents think about their health and
whether their perceptions parallel that of adults.
Particularly pertinent are the somatic symptoms
of stomachache, backache, headache, and feeling
tired or the depressive affect questions such as
feeling low, lonely, or unhappy.  Adolescent
assessment of whether or not they feel healthy
may also change with their development.  We do
not know whether those who rate themselves as
healthy tend to maintain that self-image, or
whether the self-image varies over time, in a
manner similar to adults, as they begin to experi-
ence a greater number of symptoms and health
problems.  This may be an important research
question for assessing the functional health status
of our teens.

What the research shows:

The overarching goal of the HBSC study is to
understand adolescent health and health-related
behavior in the context of family, school, and
peers, using cross-national comparisons to
demonstrate common factors and highlight dif-
ferences associated with cultural influences.  As
with all cross-sectional studies—or studies based
on questions asked at one point in time—associa-
tions found among the many factors included in
this report cannot be used to infer cause and
effect.  Comparisons of multiple dimensions
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across health and health-related behaviors pro-
vide highlights of the individual and social
dimensions of our adolescents' lives.  In-depth
studies that follow students and their families
from the prenatal stage are needed to understand
interactions at each developmental phase and the
progression of influences on current health-relat-
ed behaviors.  Research specific to limited
behaviors has demonstrated that risk and protec-
tive factors vary in predictive power depending
on when in the course of development they
occur.  As children move from infancy to early
adulthood, some risk factors will become more
important.  For example, substance use as a risk
factor or predictor of violence is much stronger
at age 9 than it is at age 14.24,25 These develop-
mental pathways present a challenge not only to
understanding cause and effect but also to devel-
oping strategies for prevention.

Only two nationally representative U.S. studies
currently follow the same adolescents over time:
1) the National Longitudinal Survey of Youth
1997 (NLSY97), which focuses on transitions
into the labor market and adulthood, and 2) the
National Adolescent Study of Health (Add
Health), which focuses on forces that influence
adolescents' behavior, particularly in the context
of families, peers, schools, neighborhoods and
communities.26 The Add Health study is begin-
ning to inform us about the family, peer and
school relationships which both influence and are
influenced by individual student health-related
behaviors over time.

Both the cross-national analyses from the HBSC,
based on extensive work in Europe, and the more
in-depth longitudinal, multi-level research of the
U.S. Add Health study cited in previous chapters
show that feelings of support and connectedness
to family, school, and peers are highly associated
with positive health and behaviors.  Whether
addressing health and depressive symptoms, fit-
ness, diet, attitudes toward school, smoking and

alcohol use, or violence, research demonstrates
that students' feeling of being connected to posi-
tive support systems makes a difference.4,8,9,26

While the influence and educational role of the
family may decrease as students move toward
independence, the family's role throughout early
life in shaping the health behavior of adolescents
is critical and well-documented.26 Similar thor-
ough review and documentation of research
demonstrating what we know about influences
on health and health behavior in children during
middle childhood or adolescents has not been
completed, although a synthesis of research rec-
ommendations for adolescents was completed in
1999.27

The HBSC study examined the association of
students' health-related behaviors among all
countries with the strength of their relationships
and the lines of communication with their par-
ents and their peers.28 The Add Health study
shows that the physical presence of a parent in
the home at key times, as well as parental con-
nectedness (e.g. feelings of warmth, love, and
caring from parents), and parental expectations
are associated with adolescent health behavior.8

Pro-social peer networks have been shown to
have positive associations with health-related
behaviors.  Adolescents' affiliation with "pro-
social" peers has been shown to be associated
with abstinence from alcohol use, delayed initia-
tion of sexual activity, and protective against vio-
lent behavior among youths.29,30,31 The causal
relationship between friends' risk behavior and
adolescents' own behavior is important to consid-
er in examining adolescent health behavior.
Adolescents may choose friends who engage in
similar types of behavior,32 or they may be influ-
enced by the behavior of friends.33 Research
from the longitudinal Add Health study address-
es the multifaceted nature of friendship networks
as they affect the relationship between peer
delinquency and an adolescent's own delinquen-
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cy.34 The same need for supportive school envi-
ronments is demonstrated through the HBSC,
Add Health and other research.  Add Health
studies emphasize that feeling that one belongs
and is cared for at school is a crucial requirement
for student health and well-being.9 The issues of
supportive families, peer networks, and schools
need to be addressed in areas of bullying, exclu-
sionary social cliques, and gangs since students
may be turning to more anti-social peer networks
for the connectedness that the HBSC and other
research studies show that they need.  Findings
that strong school and family ties protect teens
from violence, substance use, suicide and early
sex may also be found in a briefing paper pre-
pared by NICHD.35

Research shows us that it is even more difficult
to measure effects of neighborhoods, communi-
ties and the larger cultural influences.  These
influences represent complex interactions of bio-
logical, social and physical environmental factors
though the various developmental stages of chil-
dren and youth, including prenatal influences and
family genetics.  The National Research Council
and Institute of Medicine report (NRC/IOM),
From Neurons to Neighborhoods, emphasizes the
complexity of relating these multiple influences
during early childhood development to specific
interventions to reduce unhealthy behavior.36

Adolescent health behaviors measured between
ages 11 and 15 years reflect not only genetic,
family and early and middle childhood expo-
sures, but effects of puberty, maturation as well
as direct interactions with peers, neighborhoods,
and communities. 

Over the past few decades, the amount of
research on adolescent health has grown consid-
erably.  A review of recent research findings pro-
vides a synthesis of lessons learned and recom-
mendations from research reports.27 The review
identifies broad-based trends in research priori-
ties, describes gaps in the existing knowledge

base, and suggests approaches for developing
and implementing a national adolescent health
research agenda.  Research priorities are exam-
ined in four major content areas: adolescent
physical, psychological and social development;
social and environmental contexts; health-
enhancing and health-risk behaviors; and physi-
cal and mental disorders.  Cross-cutting themes
identified as priorities for directions of future
research include: 

Applying a developmental perspective to 
adolescent health research.

Emphasizing "health" in adolescent health 
research.

Using multiple influence models for
understanding and improving adolescent 
health and development.

Recognizing the diversity of the adolescent 
population.

Supportive Programs and Prevention

Prevention strategies and interventions targeted
to teens become more complex when considering
the issues identified as priorities for research list-
ed above and the multiple venues within which
youth interact.  The Committee on Community-
Level Programs for Youth of the NRC/IOM
assessed programs that may serve as models to
promote positive outcomes in youth by identify-
ing community interventions with sufficiently
strong evidence of effectiveness.37 These pro-
grams are located in communities in which youth
live:  neighborhoods, block groups, towns and
cities, as well as nongeographically defined com-
munities based on family connections and shared
interests or values.  The Committee was not able
to separate programs performed within schools
since many of the best-regarded programs craft
explicit links with both home and school, with
some even taking place during normal school
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hours in the school building itself.  Two of the
focus areas of the HBSC, bullying behavior and
substance use (smoking and alcohol), demon-
strate how measuring individual health-related
behaviors in only one venue, such as school, may
lead our research and programs away from some
of integrally linked venues where the behaviors
and related psychosocial factors need to be
addressed through community, family and pro-
fessional partnerships to promote positive behav-
iors.  An illustration is demonstrated by the two
U.S. HBSC studies on bullying.15,16 Part of the
concern about bullying behavior is the involve-
ment with physical violence.  U.S. HBSC data
analysis results show that weapon-carrying and
fighting risks are higher for students involved in
bullying away from school grounds than at
school.15 The U.S. survey asked about bullying
behavior both at school and away.  Comparisons
to the remaining HBSC countries which asked
only about bullying at school do not provide suf-
ficient breadth to understand bullying and vio-
lence within the context of a youth's activities
away from school in the community and at
home.  Not only do we need to address bullying
behavior in school, but the findings should direct
us to learn more about where, how, and why
these events occur in order to address future pre-
ventive program efforts effectively.  

The school environment as either a formal or
informal venue for promoting healthy behaviors
is appropriate and necessary,4 but probably not
fully sufficient for fully successful
interventions.37 This may be demonstrated by
U.S. efforts to reduce smoking.  The HBSC data
on smoking among U.S. youth are a good exam-
ple of positive changes resulting from effectively
targeted research and programs.  At age 15, U.S.
students are ranked among those least likely in
all HBSC countries to smoke daily, consistent
with U.S. surveillance reports of decreases in
teen smoking during the last several years.38

U.S. ranking at age 15 years is low even though

our students are equally as likely to experiment
with smoking as students in other countries.  The
U.S. has devoted more than twenty-five years to
applying basic public health principles to reduce
smoking behavior among our youth.  Evaluation
of higher level interventions targeted to the gen-
eral population (clean air ordinances, media mes-
sages) concludes that no single strategy has been
successful on its own, and multiple approaches
have the greatest chance of success.39 

The National Initiative to Improve Adolescent
Health by the Year 2010 (NAIIC 2010) was cre-
ated to support collaborative action at the com-
munity, State and national levels.  It was created
to elevate the national focus on the health and
well-being of adolescents and young adults.
The goal is to comprehensively address the 21
Critical Health Objectives identified in Healthy
People 2010.40 Targeted objectives are based on
measurable health behaviors and symptoms that
are currently collected through national data
sources enabling monitoring of change across
time.  NAIIC 2010 is facilitated by joint efforts
of the Health Resources and Services Adminis-
tration's Maternal and Child Health
Bureau/Office of Adolescent Health
(HRSA/MCHB) and the Centers for Disease
Control and Prevention's Division of Adolescent
and School Health.  Supporting partners include
university-based research organizations, State
maternal and child health programs and adoles-
cent health coordinators, and many health profes-
sional associations.

Beyond the measurable objectives that are the
focus of NAIIC 2010, programs need to address
the underlying supportive network required to
improve adolescent health demonstrated through
the research and findings described in this chart-
book.  The two sponsoring agencies of the HBSC
study are responsible for conduct of research on
the causes and prevention of disease and health
behaviors leading to poor adolescent (NICHD)41
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and for promoting and improving the health of
adoelscents through effectively  targeted pro-
grams (HRSA/MCHB/OAH).42 Obviously, the
HBSC focus on adolescents within the context of
family, school, peer, neighborhood, community
and larger cultural influences contributes to the
efforts of those concerned about the future of our
children and teens.
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