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Basic Information 

What is the Youth Risk Behavior Survey?  

The 2021 Arkansas Youth Risk Behavior Survey (YRBS) was conducted as a part 

of a national effort by the U.S. Centers for Disease Control and Prevention to 

monitor the health risk behaviors of the nation ’s high public school students.  

The YRBS is a self-administered, anonymous, school-based survey that monitor’s 

the prevalence of risk behaviors among public high school students in grades 9 

through 12. The data will help Arkansas identify public school students ’ current 

health and safety habits. It will also help address current issues and develop pro-

grams and policies to support the health and safety, of Arkansas ’ student popula-

tion.  

Why did Arkansas Conduct the Youth Risk Behavior Survey?  

The Youth Risk Behavior Survey will help Arkansas identify public school stu-

dents’ current health and safety habits so that improvements can be made, where 

needed. Healthy lifestyles for Arkansas students means longer, more productive 

lives for the state’s young people, as well as improved learning in the classroom. 

People develop behavior patterns in their teen years, which can eventually 

strengthen or threaten their quality and length of life. Currently, many adoles-

cents in the United States use tobacco, consume too much sugar, too few fruits 

and vegetables, and fail to exercise regularly. Programs such as regular physical 

education classes, comprehensive health education classes, that include nutrition 

courses, substance abuse education, and safety training can be used to equip stu-

dents with disease-prevention skills and injury-prevention information.  

Arkansas’ state results can be compared with national findings, as well as with 

other participating states.  
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The 2021 YRBS also provides Arkansas with measures for evaluating future trends 

in health habits of youth. Survey results can serve as a valuable tool, particularly 

for legislators, policy makers, grant writers, school administrators and teachers as 

they make decisions about disease-prevention and health-promotion policies, ser-

vices, programs and educational activities. Parents and students can use these re-

sults to evaluate potential changes toward better health. Specifically, the YRBS 

findings form a valuable base upon which Arkansas can strengthen its ability to:  

➢ establish disease prevention and health promotion policies;  

➢ plan and implement programs and services;  

➢  secure funding for programs;  

➢ allocate resources toward targeted needs and priorities;  

➢  conduct future research and note progress or deficiencies; and  

➢ enact laws to prevent injuries and unnecessary deaths.  

 

How was the Youth Risk Behavior Survey Conducted?  

During the spring, 2021, ninth through twelfth grade students enrolled in 35 scien-

tifically sampled public high schools completed the YRBS. The classes that partici-

pated were randomly selected from master schedules submitted by these sampled 

schools. Although schools for incarcerated youth were not included in this initial 

survey, all the other public high schools in the Division of Elementary and Second-

ary Education’s system were eligible to be selected.  

Who Participated in the Youth Risk Behavior Survey?  

Virtually every Arkansas public school student enrolled in grades nine through 

twelve – and every class at those grade levels – had an equal chance of being se-

lected to complete a YRBS questionnaire. Research guidelines and modern comput-

er technology administered by the U.S. Centers for Disease Control (CDC) and Pre-

vention were followed to make all selections of sample schools. Following strict 

research procedures also ensure that:  

➢ selected schools, their administrator, parents, and students were informed 

and voluntarily agreed to participate and  

➢ student identity remained anonymous in all reports.  
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During the spring of 2021, 2,762 students in 35 public high schools in Arkansas 

were selected to complete the Youth Risk Behavior Survey. The school response 

rate was 83%, the student response rate was 73%, with an overall response rate 

of 61%. The results are representative of all students in grades nine through 

twelve. Researchers call such results or data “weighted,” which simply means 

each participant’s answer represented that individual plus some others who were 

similar to that individual. Overall, Arkansas’ 2021 YRBS results are representa-

tive of what Arkansas’ ninth through twelfth public high school student popula-

tion would have reported.  
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About This Report 

This report entitled “Arkansas Youth Risk Behavior Survey 2021” aggregates Ar-

kansas’ public high school student reports about alcohol, tobacco, and other health 

risk behaviors. Arkansas’ survey of public schools provides a “snapshot” of Arkan-

sas high school students’ behaviors. The survey contains questions related to:  

➢ behaviors that result in unintentional injuries and violence;  

➢ tobacco use; 

➢ alcohol and other drug use;  

➢ sexual behaviors that result in HIV infection, other sexually transmitted 

diseases (STDs), and unintended adolescent pregnancies;  

➢ dietary behaviors; and  

➢ physical activity.  

This report summarizes Arkansas’ findings on the priority health risks that result in 

the most significant causes of death and disability of youth in Arkansas. Written 

for concerned educators, policy makers, parents and youth, this YRBS report pro-

vides a brief overview of:  

➢ the survey’s process and procedures;  

➢ survey questions;  

➢ aggregated student responses;  

➢ demographic breakdown of student responders; and  

➢ major summary findings and conclusions.  

Additional information about the national, state and local YRBS is available at:  

https://bit.ly/YRBSS_CDC 

https://bit.ly/YRBSS_CDC
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How Results Can Be Interpreted 

Arkansas’ 2021 Youth Risk Behavior Survey is a “snapshot in time” showing those 

drug-related and disease-producing behaviors reported by high school students dur-

ing spring, 2021.  

Answers in this survey were only as accurate as the student ’s self-reporting. Each 

student interpreted the terms in each question according to his or her own defini-

tions. For instance, do “French fries” qualify as a vegetable? Is a pocketknife a 

“weapon”? What area does “on school property” include?  

In some cases, the findings could under-or-over-report. Some students chose not to 

answer certain questions, meaning that all students surveyed were not represented 

in every aggregated response result.  

However, the percentage of participating students was sufficiently high so that sur-

vey findings could be identified as accurate, correct, or “valid at the 95% confi-

dence level.” That is, if the survey was to be repeated 100 times, 95 times out of 

100, similar results would be found. For each of the 99 questions, different ranges 

or possible margins of error (confidence intervals) were calculated.  

Where rounding occurs, percentages are reported in this survey for behavior -related 

questions and were rounded according to Centers for Disease Control and Preven-

tion (CDC) guidelines. Odd half number (e.g., 7.5% or 75.5% ) were rounded up 

(e.g., to 8% or 76% respectively) and even half numbers (e.g., 8.5% or 22.5%) were 

rounded down (e.g., to 8% or 22% respectively). Based on this rounding system, 

total percentages may be more or less than 100%.  

Where graphs are missing bars, there were not enough responding students in a par-

ticular demographic to draw generalized data.  
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Interested individuals may request additional information. Researchers and profes-

sionals wanting to build upon Arkansas ’ 2021 YRBS data may request detailed fre-

quency tables and question rationale from:  

 

 

Division of Elementary and Secondary Education, School Health Services  

Four Capitol Mall, Mail Slot #14  

Little Rock, AR 72201  

Ph:(501) 683-3604 

YRBS narrative and data tables by:  

Citlalmina Ilhuicamina, School Disease Intervention Specialist  

Edited by: 

Ashley Juckett, School Health Surveillance Coordinator  

ashley.juckett@ade.arkansas.gov  
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Reading The Graphs In This Report  

Each question from the 2021 Youth Risk Behavior Survey has three graphs associ-

ated with it, describing the associated risk behavior in each student classification.  

 

Demographic Breakdown  

This graph contains a breakdown of nine demographic classifications of students.  

The “All Respondents” bar refers to the percentage of all respondents who an-

swered affirmatively to engaging in the risk behavior. For example, on page 31, it 

can be seen that 85.9% of all respondents replied that they did not wear a helmet on 

an ATV, this is reflected in the “Total” bar.  

The nine classifications will not add up to the total, as each bar references only the 

students in that category who replied that they engaged in that behavior. In the 

same example on page 31, it can be seen that 86.8% of males who responded did 

not wear a helmet while riding ATVs, and similarly 88.8% of females who respond-

ed did not wear a helmet. These do not add up to the total, or even 100% because 

they only refer to students in that category. In the event that a category does not 

have a bar associated with it, there were not enough respondents who answered the 

question to obtain weighted data.  

 

Trend Data by Year  

This graph shows the total percentage of survey respondents who engaged in a risk 

behavior over time. Some questions have trend data that goes back to 1995, while 

other questions have been added later. If the question was added in 2021, then no 

trend graph will be included. As with the demographic graphs, these categories are 

independent of one another, and they will not add up to 100%.  
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Survey Participant Demographics 
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The following infographic represents the number of students in a typical class of 30 who: 

Classroom Summary Graph 
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Key Findings 

Key Findings: Drug use 

 Following national trends, drug use in Arkansas has shown a steady downward trend since the 

90s. Except for vaping, most of the students’ report using drastically fewer drugs than they did 

a few decades ago. The number of current cigarette smokers in high schools has decreased from 

37% in 1995 to 5% in 2021. Similarly, those reporting drinking alcohol has decreased from 

52% to 22%, and those using marijuana has remained roughly constant, but with a slight de-

crease over time, with 23% in 1995 and 14% in 2021.  

In contrast, 19.6%, of high school students report that they currently vape. The ready availabil-

ity of vaping products, and the ease with which they can be disguised as USB drives, pens, and 

even watches, makes them an appealing drug of choice for at-risk youth. 
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Key Trends Related to Drug Use 
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Key Findings: Sexual Behaviors 

Fewer students are reporting that they are currently sexually active, at 24% in 2021 -- this is 

down from 45% in 1995. However, those engaging in sex are doing so in a high-risk manner. 

43% of sexually active youth reported using a condom during their last sexual intercourse, and 

15% did not use anything at all to prevent pregnancy. 
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Key Findings: Sexual Behaviors 
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Key Findings: Depression  

Despite improvements in drug use and some sexual behaviors, there are several trends that 

prove to be increasingly problematic in Arkansas. Rates of hopelessness among Arkansas 

youth are high. The 2021 report shows that 43% of students stated they felt so sad or hopeless, 

that they stopped some of their usual activities for over two weeks. Fortunately, suicide at-

tempts are down from 2017’s 16%, to 10% in 2021. These proxy questions for depression may 

point to deeper problems related to student mental wellbeing. There is evidence that depressive 

behaviors are influenced by varied factors such as feelings of belonging, sleep, exercise, and 

diet. 
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Key Findings: Depression 
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Key Findings: Diet, Physical Activity, and Sleep 

Fewer students report healthy behaviors around diet, physical activity and sleep:  

➢ 24% of students reported eating breakfast all 7 days in the week before the survey. 

➢ 22% of students reported getting 8 or more hours of sleep on an average school night. 

 ➢ 41% of students reported getting physical activity for 60 minutes on 5 days in the past 

week.   

The neglect of any one of these basic health needs has the potential to cause long term health 

consequences for Arkansas’ youth.  

Obesity in Arkansas continues to increase. In 2021 19% of students reported being obese, with 

another 16% reporting being overweight. In 2021, 22% of students reported not eating fruit, 

while 56% reported not eating green salad. Less than half reported eating vegetables even once 

a day. 
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Key Trends: Diet and Physical Activity  
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Unintentional Injuries and Violence: Vehicle Safety 

QUESTIONS:  

8. How often do you wear a seat belt when riding in a car driven by someone else? 

RATIONALE: 

This question measures the frequency with which seat belts are worn when riding in a car driven 

by someone else. Motor vehicle crashes are the second leading cause of death among adoles-

cents aged 13–19 years in the United States.(1) In 2018, 2,486 adolescents (aged 13–19 years) 

were killed and approximately 285,000 were treated in emergency departments for motor vehi-

cle crash-related injuries.(1) When used correctly, seat belts reduce the risk of death and serious 

injury in crashes for passenger car occupants by about half.(2,3) However, in 2018, among all 

deaths due to vehicle injuries  13- to 19-year-olds, seat belt use among passengers (36%) was 

considerably lower than among drivers (48%). (4) In 2019, approximately 43% of high school 

students nationwide did not always wear a seat belt when riding in a car driven by someone 

else. (5) 

QUESTIONS:  

9. During the past 30 days, how many times did you ride in a car driven by someone who had 

been drinking alcohol? 

10. During the Past 30 days, how many times did you drive a car when you had been drinking 

alcohol?  

RATIONALE: 

These questions measure the frequency with which high school students drove a motor vehicle 

after drinking alcohol or rode as a passenger in a motor vehicle operated by someone who had 

been drinking alcohol. In 2017, 19% of 15- to 20-year-old drivers who were involved in fatal 

motor vehicle crashes had been drinking alcohol. (6) Among those young drivers who were in-

volved in fatal motor vehicle crashes and had been drinking alcohol, 81% had a blood alcohol 

concentration (BAC) equal to or above the legal threshold for adults (which is 0.08% in all 

states but Utah). (6) In 2018, approximately one-fifth of drivers 16–19 years of age who were 

killed in motor vehicle crashes had BACs at or above 0.08%.(7) Even at BACs of 0.050%–

0.079%, drivers 16–20 years of age are about 6 times as likely to be involved in a fatal crash as 

their sober counterparts.(8) In 2019, among the approximately 60% of U.S. high school students 

who had driven a car or other vehicle during the 30 days before the survey, 5% drove one or 

more times when they had been drinking alcohol. (9) During 2013–2019, among U.S. high 

school students who had driven a car or other vehicle during the 30 days before the survey, the 

prevalence of students who had driven one or more times when they had been drinking alcohol 

decreased from 10% to 5%.(10)  

Riding with a driver of any age who has been drinking alcohol is dangerous. Riding with a 

drunk driver is also associated with adolescent drinking and driving.(9,11) In addition, longitu-

dinal research indicates that adolescents who ride with impaired drivers at a young age are more  
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likely to drive while impaired themselves as they get older and start driving.(9,12) In 2019, 

among high school students nationwide, 17 percent had ridden in a car or other vehicle driven 

by someone who had been drinking alcohol at least once during the 30 days before the survey.

(9) Among students nationwide, the prevalence of riding with a driver who had been drinking 

alcohol decreased during 1991–2009 (40%‒28%) and then further decreased during 2009‒

2019 (28%-17%).(10) 

QUESTION:  

11. During the past 30 days, how many times did you text or e-mail while driving a car or other 

vehicle? 

RATIONALE: 

These questions measure the frequency with which students engage in texting or e-mailing 

while driving a motor vehicle. Motor vehicle crashes are the second leading cause of death 

among U.S. adolescents aged 13–19.(13) Drivers aged 15–19 are specifically affected fatal 

crashes and distraction-affected fatal crashes that involve cell phone use.(14) In 2018, 8% of 

all drivers aged 15–19 involved in fatal crashes were reported as distracted at the time of the 

crash, and 17% of these distracted teens were distracted by the use of cell phones.(14) The per-

formance of distracting secondary tasks while driving, such as texting while driving, signifi-

cantly increases risk for a crash or near-crash among novice, inexperienced drivers.(15,16) 

Texting while driving is an especially risky type of distracted driving, as it involves three types 

of driver distraction: visual, physical/manual, and cognitive.(17) Teen drivers are more vulner-

able to the effects of distraction(15,18,19) and are less able to disengage from distracting be-

haviors as road hazards emerge than adults.(20) In 2019, among the approximately 60% of 

high school students nationwide who had driven a car or other vehicle during the 30 days be-

fore the survey, the prevalence of texting while driving one or more times in the 30 days before 

the survey was 39%.(21) Texting while driving among high school students who had driven a 

car or other vehicle during the 30 days before the survey has not changed significantly since 

this question was first included in the Youth Risk Behavior Surveillance System questionnaires 

in 2013.(22) 
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Seat Belt Use- Rider 

Statewide 45.8 percent of Arkansas students did not always wear a seat belt when 

riding in a car driven by someone else.  
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Rode With A Driver Who Had Been Drinking Alcohol  

During the past 30 days, 16.4 percent of students rode one or more times in a car or vehicle 

driven by someone who had been drinking alcohol.  
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Drove When Drinking Alcohol  

Among Students who drove a car or other vehicle during the past 30 days, 4.6 percent drove 

when they had been drinking alcohol during the past 30 days.  
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Texting and Driving  

Among Arkansas students who drove a car or other vehicle during the past 30 days, 38.2 per-

cent texted or emailed while driving. 
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Helmet Use– All Terrain Vehicle (ATV)   

Statewide, 85.9 percent of Arkansas students did not always wear a helmet.  
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Unintentional Injuries and Violence: Violence Related Behaviors  

 QUESTIONS: 

13. During the past 30 days, on how many days did you carry a weapon such as a gun, knife, or 

club on school property? 

14. During the past 12 months, on how many days did you carry a gun? (Do not count the days 

when you carried a gun only for hunting or for a sport, such as target shooting.) 

15. During the past 30 days, on how many days did you not go to school because you felt you 

would be unsafe at school or on your way to or from school? 

16. During the past 12 months, how many times has someone threatened or injured you with a 

weapon such as a gun, knife, or club on school property?  

RATIONALE: 

These questions measure violence-related behaviors and school-related violent behaviors. Vio-

lence is a significant public health issue among youth, with homicide being the third leading 

cause of death among the youth ages 13 –19 years (6.3 per 100,000).(23) Homicide is the lead-

ing cause of death among non-Hispanic black youth ages 13–19 years (25.6 per 100,000) and 

the third leading cause of death for Hispanic youth ages 13–19 years (5.2 per 100,000).(23) Ap-

proximately 10% of homicide victims in the United States in 2018 were aged 13–19 years; of 

these victims, 90% were killed with a firearm.(23) Of all violent deaths that occurred on school 

property among youth aged 13-19 years between July 1994 and June 2018, 71% involved fire-

arms.(24) Nearly 100% of school districts have a policy prohibiting weapon possession or use 

by high school students on school property.(25) Also, in 2018, almost 170,000 (577.4 per 

100,000) nonfatal, physical assault injuries among youth aged 13–19 years were treated in U.S. 

emergency departments.(26)  

Among high school students nationwide in 2019, 13% had carried a weapon and 3% had carried 

a weapon on school property on at least 1 day during the 30 days before the survey.(26) The 

prevalence of having carried a weapon decreased significantly 1991–2019 (26%–13%).(26) The 

prevalence of having carried a weapon on school property decreased during 1993–1997 (12%– 

9%) and then decreased more slowly during 1997–2019 (9%–3%).(26) For the first time in 

2017 the question assessing prevalence of having carried a gun during the 12 months before the 

survey instructed respondents not to count the days when they carried a gun only for hunting or 

for a sport, such as target shooting. In 2019, 4% of high school students carried a gun (not 

counting the days when they carried a gun only for hunting or for a sport, such as target shoot-

ing) during the 12 months before the survey, decreasing slightly from 5% in 2017.(26) Among 

high school students nationwide in 2019, 9% had not gone to school on at least 1 day during the 

30 days before the survey because they felt they would be unsafe at school or on their way to or 

from school and 7% had been threatened or injured with a weapon on school property one or 

more times during the 12 months before the survey.(26) 

 Among students nationwide, the prevalence of having not gone to school because of safety 

concerns increased significantly during 1993–2019 (4%–9%).(26) Among students nationwide,  
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the prevalence of having been threatened or injured with a weapon on school property did not 

change significantly during 1993–2003 (7%–9%) and then decreased during 2003–2019 (9%–

7%).(4) 

QUESTIONS: 

17. During the past 12 months, how many times were you in a physical fight?  

18. During the past 12 months, how many times were you in a physical fight on school proper-

ty? 

RATIONALE: 

These questions measure the frequency of physical fights in general and on school property 

during the 12 months before the survey. Physical fighting is a marker for other problem behav-

iors (27) and is associated with serious injury-related health outcomes.(28,29) Among high 

school students nationwide in 2019, 22% had been in a physical fight and 8% had been in a 

physical fight on school property one or more times during the 12 months before the survey.

(30) The percentage of high school students who were in a physical fight decreased during 

1991– 2011 (43%–33%) and then decreased further during 2011–2019 (33%-22%).(30) The 

percentage of high school students who were in a physical fight on school property also de-

creased significantly during 1993–2019 (16%–8%).(30) 

QUESTION: 

19. Have you ever seen someone get physically attacked, beaten, stabbed, or shot in your 

neighborhood? 

RATIONALE: 

Witnessing neighborhood violence has not been measured by the YRBS before, but data from a 

2015 Monroe County survey found that 19% of students had seen someone shot, stabbed, or 

beaten in their community. (31) In addition, data from a 2009 survey of New York State adult 

residents found that 25% of adults sampled indicated they were exposed to violence in their 

community before age 18. (32) The World Health Organization considers exposure to commu-

nity violence to be an adverse childhood experience.(33) Measuring exposure to community 

violence is important because Adverse Childhood Experiences (ACE) are a focus area of CDC, 

and this measure seeks to capture the community context for violence. 
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Carried A Weapon on School Property 

Statewide, 6.4 percent of Arkansas students carried a weapon such as a gun, knife, or club on 

school property on one or more of the past 30 days. 



2021 Arkansas Youth Risk Behavior Survey 

35 

Carried A Gun 

During the past 12 months, 7.4 percent of Arkansas students carried a gun on one or more 

days (not counting for hunting or sport).   
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Did Not Go to School Because of Safety Concerns  

During the past 30 days, 12.8 percent of Arkansas students did not go to school on one or more 

days because they felt unsafe at school or on their way to or from school.  
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Threatened or Injured with a Weapon on School Property  

During the past 12 months, 7.2 percent of Arkansas students had been threatened 

or injured, one or more times, with a weapon such as a gun, knife, or club on 

school property.  
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In a Physical Fight  

Statewide, 20.4 percent of Arkansas students were in a physical fight one or 

more times during the past 12 months.  



2021 Arkansas Youth Risk Behavior Survey 

39 

In A Physical Fight on School Property  

Statewide, 5.9 percent of students were in a physical fight on school property one 

or more times during the past 12 months.  
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Witnessed Acts of Physical Violence 

Statewide, 23.1 percent of students witnessed someone get physically attacked, 

beaten, stabbed, or shot in their neighborhood.  
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Unintentional Injuries and Violence: Dating Violence  

QUESTIONS: 

20. Have you ever been physically forced to have sexual intercourse when you did not want to?  

21. During the past 12 months, how many times did anyone force you to do sexual things that 

you did not want to do? (Count such things as kissing, touching, or being physically forced to 

have sexual intercourse.) 

22. During the past 12 months, how many times did someone you were dating or going out with 

force you to do sexual things that you did not want to do? (Count such things as kissing, touch-

ing, or being physically forced to have sexual intercourse.) 

23. During the past 12 months, how many times did someone you were dating or going out with 

physically hurt you on purpose? (Count such things as being hit, slammed into something, or 

injured with an object or weapon.) 

RATIONALE: 

These questions measure the frequency of sexual violence and dating violence experienced by 

students. Sexual and dating violence victimization are associated with a range of negative con-

sequences including suicide ideation and attempts, major depressive episodes, increased alco-

hol, tobacco, and other substance use, eating disorders, and risky sexual behavior.(34-39) Ac-

cording to the Centers for Disease Control and Prevention’s National Intimate Partner and Sex-

ual Violence Survey, 1 in 5 U.S. women have experienced (completed or attempted) rape and 1 

in 14 U.S. men have been made to sexually penetrate someone else (completed or attempted) in 

their lifetime; among female victims of rape, 43.2% were under 18 years old at the time of their 

first victimization, and among male victims of being made to penetrate, 25.9% were under 18 at 

the time of the first victimization.(40) About 1 in 4 women (23.2%) and 1 in 7 men (13.9%) 

have experienced severe physical violence by an intimate partner (e.g., hit with a fist or some-

thing hard, beaten, slammed against something) at some point in their lifetime.(41) Among 

adults who ever experienced contact sexual violence, physical violence, and/or stalking by an 

intimate partner, 25.6% of women and 14.4% of men first experienced some form of violence 

by that partner between 11 and 17 years of age.(41)  

All three sexual violence questions are important for understanding the public health burden of 

sexual violence against young people, guiding prevention strategies, and monitoring changes 

over time. These data are particularly useful for monitoring changes in trends and the effects of 

prevention efforts such as CDC’s Rape Prevention Education (RPE).(42) Data on forced sexual 

activity by any perpetrator — not just a dating partner — provides a better understanding of the 

burden of sexual violence among high school students because studies have shown that perpe-

trators can include current or former friends, acquaintances, family members, and other adults. 

(7,10) Preventing sexual violence by any perpetrator and dating violence are focus areas for 

CDC because they are types of adverse childhood experiences. Knowing the proportion of high 

school students who are sexually and physically victimized by a dating partner is also  
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intercourse increased during 1991–2005 (46%–63%) and then decreased during 2005–2019 

(63%–54%).(43) 
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Forced Sexual Intercourse  

Statewide, 15.6 percent of Arkansas students had ever been physically forced to 

have sexual intercourse when they did not consent.  
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Experienced Sexual Violence 

Statewide, 15.4 percent of Arkansas students experienced sexual violence during 

the past 12 months (being forced by anyone to do sexual things such as kissing, 

touching, or being physically forced to have sexual intercourse, without consent). 
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Sexual Dating Violence  

Among students who dated or went out with someone during the past 12 months, 10.4 percent 

of Arkansas students had been forced by someone they were dating or going out with to do sex-

ual things without consent.  
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Physical Dating Violence 

Among students who dated or went out with someone during the past 12 

months, 10 percent had been physically hurt or purposely hurt by someone they 

were dating or went out with one or more times during the past 12 months.  
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Unintentional Injuries and Violence: Bullying  

QUESTIONS: 

24. During the past 12 months, how many times has someone stolen or deliberately damaged 

your property such as your car, clothing, or books on school property?  

25. During the past 12 months, have you ever been bullied on school property? 

26. During the past 12 months, have you ever been electronically bullied? (Count being bullied 

through texting, Instagram, Facebook, or other social media.)  

27. During the past 12 months, have you ever been the victim of teasing or name calling be-

cause someone thought you were gay, lesbian, or bisexual?  

28. Do you agree or disagree that harassment and bullying by other students is a problem at 

your school?  

RATIONALE: 

These questions measure the frequency of bullying victimization. Bullying victimization is as-

sociated with depression,(46-47) suicidal ideation,(46,48-49) self-injury,(46) suicide attempts,

(46,48-49) increased odds of repeated common health problems,(50) school absenteeism,(51) 

psychological distress,(50) externalizing problems,(52) sleep disturbances,(48) and feeling un-

safe at school.(51) Electronic bullying victimization has been associated with discipline prob-

lems in school, skipping school, weapon carrying,(53) psychological distress,(54) lower self-

esteem,(55) depression,(46) suicidal ideation,(49) self-injury,(46) and suicide attempts.(46,49) 

Among high school students nationwide in 2019, 20% reported that they had been bullied on 

school property during the 12 months before the survey and 16% had been electronically bul-

lied through texting, Instagram, Facebook, or other social media during the 12 months before 

the survey. (56) No significant trends over time were observed for either bullying on school 

property or electronic bullying. 
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Reported Stolen or Damaged Property on School  Grounds 

During the past 12 months, 15.6 percent of students reported that their property had been sto-

len or deliberately damaged on school property one or more times. 
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Bullied on School Property 

During the past 12 months, 17.3 percent of students have been bullied on school 

property.  
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Electronic Bullying 

Statewide, 18.4 percent of Arkansas students had been electronically bullied dur-

ing the past 12 months. 



2021 Arkansas Youth Risk Behavior Survey 

51 

Bullying and Sexual Orientation 

During the past 12 months, 16.2 percent of students have been victim of teasing 

or name calling because someone thought they were gay, lesbian, or bisexual. 
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Harassment and Bullying  

Statewide, 22.1 percent of Arkansas students disagree or strongly disagree that 

harassment and bullying is a problem at their school.  
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Unintentional Injuries and Violence: Depression and Suicide  

QUESTIONS:  

29. During the past 12 months, did you ever feel so sad or hopeless almost every day for two 

weeks or more in a row that you stopped doing some usual activities? 

30. During the past 12 months, did you ever seriously consider attempting suicide? 

31. During the past 12 months, did you make a plan about how you would attempt suicide? 

32. During the past 12 months, how many times did you attempt suicide? 

33. If you attempted suicide during the past 12 months, did any attempt result in an injury, poi-

soning, or overdose that had to be treated by a doctor or nurse? 

90. During the past 30 days, how often was your mental health not good? (Poor mental health 

includes stress, anxiety, and depression.) 

RATIONALE: 

These questions measure sadness, suicidal ideation and planning, attempted suicide, and the se-

verity of suicide attempts. Suicide is the second leading cause of death among youth aged 13– 

19 years. (57) The suicide rate for persons aged 13–19 years was 9.6 per 100,000 in 2018. (57) 

A prior suicide attempt is one of the most significant risk factors for a suicide fatality.(58,59) 

Among high school students nationwide in 2019, 37% felt so sad or hopeless almost every day 

for 2 or more weeks in a row that they stopped doing some usual activities.(60) Among high 

school students nationwide in 2019, 19% had seriously considered attempting suicide, 16% had 

made a plan about how they would attempt suicide, 9% had attempted suicide one or more 

times, and 3% had a suicide attempt that resulted in an injury, poisoning, or overdose that had 

to be treated by a doctor or nurse during the 12 months before the survey.(60) The percentage 

of students who seriously considered attempting suicide decreased during 1991–2007 (29%–

15%) and then increased slightly during 2007–2019 (15%–16%).(5) The percentage of students 

who made a suicide plan decreased during 1991–2009 (19%–11%) and then increased during 

2009–2019 (11%–16%).(5) The percentage of students who attempted suicide slightly increased 

during 1991–2019 (7%–9%).(5) No significant trends over time were observed for being in-

jured in a suicide attempt. 
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Felt Sad or Hopelessness 

During the past 12 months, 42.9 percent of students felt sad or hopelessness al-

most everyday for two weeks or more in a row that they stopped doing their usual 

activities.  
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Seriously Considered Suicide  

During the past 12 months, 21.8 percent of students seriously considered suicide. 
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Made a Suicide Plan  

During the past 12 months, 18.9 percent of students made a plan about how they 

would attempt suicide.  
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Attempted Suicide  

During the past 12 months, 10.4 percent of students actually attempted suicide 

one or more times. 
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Suicide Attempt Treated by a Doctor or Nurse 

Among students who attempted suicide during the past 12 months, 3.8 percent 

had resulted in an injury, poisoning, or overdose that had to be treated by a doctor 
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Current Mental Health Status  

Statewide, 31.6 percent of students reported that their mental health was 

most of the time not good or always not good during the past 30 days.  
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Tobacco Use: Cigarette Smoking  

QUESTIONS: 

34. Have you ever tried cigarette smoking, even one or two puffs?  

35. How old were you when you first tried cigarette smoking, even one or two puffs? 

36. During the past 30 days, on how many days did you smoke cigarettes? 

37. During the past 30 days, on the days you smoked, how many cigarettes did you smoke per 

day?  

38. During the past 30 days, how did you usually get your own cigarettes? 

RATIONALE: 

These questions measure lifetime and current smoking patterns, and age of initiation. Cigarette 

smoking is the leading cause of preventable death in the United States(61) and accounts for ap-

proximately 440,000 deaths each year.(61,62) Each day across the United States more than 

3,800 youth under 18 years of age start smoking and more than 80% of adult smokers begin be-

fore the age of 18.(63) Cigarette smoking increases risk of heart disease; chronic obstructive 

pulmonary disease; acute respiratory illness; stroke; and cancers of the lung, larynx, oral cavity, 

pharynx, pancreas, and cervix.(61,63) In addition, as compared to nonsmokers, cigarette smok-

ers are more likely to drink alcohol, use marijuana and cocaine, engage in risky sexual behav-

iors, engage in physical fighting, carry a weapon, and attempt suicide.(63–64) Among high 

school students nationwide in 2019, 24% had ever tried cigarette smoking and 6% had smoked 

cigarettes on at least 1 day during the 30 days before the survey.(65) The percentage of high 

school students who had ever tried cigarette smoking did not change during 1991–1999 and 

then decreased significantly during 1999–2019 (70%–24%).(65,66) The percentage of high 

school students who had smoked cigarettes on at least 1 day during the 30 days before the sur-

vey increased significantly during 1991–1997 (28%–36%) and then drastically decreased dur-

ing 1997–2019 (36%–6%).(5,6) 

 



2021 Arkansas Youth Risk Behavior Survey 

61 

Tried Cigarette Smoking 

Statewide, 25.2 percent of students tried cigarette smoking, even one or two 

puffs.  
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Smoked Cigarettes Before the Age 13 

Statewide, 10.3 percent of students smoked one or two puffs from a cigarette be-

fore the age 13.  
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Current Cigarette Use 

During the past 30 days, 4.9 percent of Arkansas students had smoked cigarettes.  
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Frequent Cigarette 

Statewide, 1.0 percent of students smoked cigarettes on 20 or more of the past 30 

days.  
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Currently Smoked Cigarettes Daily 

Statewide, 0.6 percent of students smoked a cigarette on each of the past 30 

days.  
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Smoked More Than 10 Cigarettes Per Day  

Among students that reported current cigarette use, 6.1 percent smoked more 

than 10 cigarettes per day on the days they smoked during the past 30 days.  
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Access to Cigarettes 

Statewide, 21.0 percent of students obtained their own cigarettes by purchasing 

them in a store or gas station.  
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Tobacco Use: Vapor Products  

QUESTIONS:  

39. Have you ever used an electronic vapor product?  

40. During the past 30 days, on how many days did you use an electronic vapor product? 

41. During the past 30 days, how did you usually get your own electronic vapor products?  

RATIONALE: 

These questions measure the prevalence of use of electronic vapor products and access to these 

products. Electronic vapor products are battery-powered electronic devices that usually contain 

a nicotine-based liquid that is vaporized and inhaled by the user.(67) Electronic vapor products 

come in many shapes and sizes, and may be shaped like cigarettes or other tobacco products, 

USB devices, pen-shaped devices, or tank-style devices. Electronic vapor products include 

electronic cigarettes (e-cigarettes), vapes, vape pens, electronic cigars (e-cigars), electronic 

hookahs (e-hookahs), hookah pens, and mods. Depending on the brand, e-cigarette cartridges 

or refillable e-liquids typically contain nicotine, a component to produce the aerosol (e.g., pro-

pylene glycol or glycerol), and flavorings (e.g., fruit, mint, or chocolate).(68)  

According to the National Youth Tobacco Survey, e-cigarettes have remained the most com-

monly used tobacco product among high school students since 2014.(69) Recognizing this as a 

key component of youth tobacco product use surveillance, the YRBS has assessed the use of 

electronic vapor products since 2015.(70) Among high school students nationwide in 2019, 

50% had ever tried electronic vapor products and 33% of high school students had used elec-

tronic vapor products on at least 1 day during the 30 days before the survey. From 2017-2019, 

a significant increase was found in current use of electronic vapor products (13%-33%).(71)  

In 2016, the U.S. Food and Drug Administration finalized a rule to regulate e-cigarettes and 

other electronic vapor products as tobacco products.(72) This rule prevented sales to minors, 

prohibited samples, prohibited vending machine sales (unless in a facility that never admits mi-

nors), and mandates warning labels on packaging.(72) On December 20, 2019, legislation 

amended the Federal Food, Drug, and Cosmetic Act and raised the federal minimum age of 

sale of tobacco products from 18 to 21 years of age.(73) Given this evolving landscape, contin-

ued monitoring of how youth usually get their e-cigarettes will be important to inform surveil-

lance and evaluation efforts in identifying potential shifts in youth e-cigarette access patterns. 

The question assessing access to electronic vapor products was revised for 2021 to provide a 

more distinct response option for social sources inclusive of both paid and unpaid means of ob-

taining e-cigarettes. 
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Electronic Vapor Product Use 

Statewide, 44.6 percent of students had tried an electronic vapor product. 
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Currently Electronic Vapor Product Use 

Statewide, 19.6 percent of students used an electronic vapor product at least on 

one day during the past 30 days.  
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Daily Electronic Vapor Product Use 

Statewide, 6 percent of students used an electronic vapor product on all of the 

past 30 days.  
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Access to Electronic Vapor Products  

Among students who used electronic vapor products during the past 30 days, 2.1 

percent usually get their own electronic vapor products by buying them at con-

venience store, super market, discount store, or gas station.  
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Tobacco Use: Other Tobacco Products  

QUESTIONS:  

42. During the past 30 days, on how many days did you use chewing tobacco, snuff, dip, snus, 

or dissolvable tobacco products, such as Copenhagen, Grizzly, Skoal, or Camel Snus? (Do not 

count any electronic vapor products.) 

43. During the past 30 days, on how many days did you smoke cigars, cigarillos, or little ci-

gars?  

RATIONALE: 

These questions measure smokeless tobacco use and cigar use. Smokeless tobacco products in-

clude chewing tobacco, snuff, dip, snus or dissolvable tobacco products.(74) The smokeless to-

bacco brands provided as examples reflect the most commonly used brands based on market-

share data.(75) Smokeless tobacco contains 28 known human carcinogens.(74) Use of smoke-

less tobacco products increases the risk of developing cancer of the oral cavity.(74) Other oral 

health problems strongly associated with smokeless tobacco use are leukoplakia (a lesion of the 

soft tissue that consists of a white patch or plaque that cannot be scraped off) and recession of 

the gums.(74,76,77) Smokeless tobacco use also causes an increased risk of heart disease and 

stroke.(78) In addition, adolescent smokeless tobacco users are more likely than nonusers to 

become adult cigarette smokers.(77) Smokeless tobacco may appeal to youth because it can 

come in flavors such as mint, fruit, or spice.(77) Among high school students nationwide in 

2019, 4% had used smokeless tobacco (e.g., chewing tobacco, snuff, or dip) on at least 1 day 

during the 30 days before the survey.(79) Smokeless tobacco use declined from 2017-2019 

(from 6% to 4%). (79) Cigar smoking can cause lung cancer, coronary heart disease, and chron-

ic obstructive pulmonary disease.(80-82) The overall risk of oral and pharyngeal cancer is 7–10 

times higher among cigar smokers compared to those who never smoked.(83) In 2019, 6% of 

high school students nationwide had smoked cigars, cigarillos, or little cigars on at least 1 day 

during the 30 days before the survey; a significant decrease in overall prevalence of current ci-

gar smoking from 2017 (8.0%). (79) 

QUESTION:  

44. During the past 12 months, did you ever try to quit using all tobacco products, including 

cigarettes, cigars, smokeless tobacco, shisha or hookah tobacco, and electronic vapor products?  

RATIONALE: 

This question measures attempts to quit using all tobacco products. Nicotine exposure during 

adolescence, a critical period for brain development, can cause addiction, might harm brain de-

velopment, and could lead to sustained tobacco product use among youths.(84,85,86) There-

fore, among youth, there is no safe exposure to nicotine, be it from combustible, non-

combustible, or electronic sources. Before 2017, the YRBS assessed the prevalence of high 

school students who attempted to quit smoking cigarettes during the 12 months before the sur-

vey.  
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The questionnaire item was expanded in 2017 to include all tobacco products. In 2019, among 

high school students nationwide who used any tobacco products during the 12 months before 

the survey, 48% had tried to quit using all tobacco products during those 12 months.(87) 
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Current Smokeless Tobacco Use 

During the past 30 days, 4.5 percent of high school used chewing tobacco, snuff, 

snus or dissolvable tobacco products (such as Camel Snus, Grizzly, or Copenha-

gen). 
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Current Cigarette or Cigar Use 

During the past, 30 days 6.9 percent of Arkansas high school students had 

smoked cigarettes or cigars.  
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Current Cigar Use  

During the past 30 days, 5.1 percent of Arkansas high school students smoked 

cigars, cigarillos, or little cigars.  
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Current Cigarette, Cigar, or Smokeless Tobacco 

During the past 30 days, 7.7 percent of students smoked cigarettes or cigars or 

used smokeless tobacco. 
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Current Cigarette, Cigar, Smokeless Tobacco, or Electronic Vapor Product 

Use 

During the past 30 days, 20 percent of Arkansas high school students had smoked 

cigarettes or cigars or used smokeless tobacco or electronic vapor products. 
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Current Cigarette or Electronic Vapor Product Use 

During the past 30 days, 19 percent of students smoked cigarettes or used elec-

tronic vapor products.   
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Tobacco Product Cessation  

Among users of tobacco products during the past 12 months, 58.6 percent of stu-

dents tried to quit using all products including cigarettes, electronic vapor prod-

ucts, smokeless tobacco, cigars, shisha,  or hookah tobacco, or pipe tobacco.  
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Alcohol and other Drug Use: Alcohol  

QUESTIONS:  

45. How old were you when you had your first drink of alcohol other than a few sips?  

46. During the past 30 days, on how many days did you have at least one drink of alcohol?  

47. During the past 30 days, on how many days did you have 4 or more drinks of alcohol in a 

row, that is, within a couple of hours (if you are female) or 5 or more drinks of alcohol in a 

row, that is, within couple of hours (if you are male)?  

48. During the past 30 days, what is the largest number of alcoholic drinks you had in a row, 

that is, within a couple of hours?  

49. During the past 30 days, how did you usually get the alcohol you drank?  

RATIONALE: 

These questions measure lifetime and current use of alcohol, age of initiation, binge drinking, 

the largest number of alcoholic drinks consumed during a drinking occasion, and access to al-

cohol. Excessive drinking is responsible for more than 4,300 deaths among underage youth 

each year, and drinking by individuals younger than age 21 years cost the U.S. $24 billion in 

2010.(88,89) Underage drinking contributes to a wide range of health and social problems, in-

cluding motor vehicle crashes, interpersonal violence (e.g., physical and sexual assaults), unin-

tentional injuries (e.g., burns, falls, drownings), sexual risk behaviors, academic and memory 

problems, and alcohol and drug poisonings.(90-92) Early initiation of drinking is also associat-

ed with suicide and an increased risk of developing alcohol and substance use disorders later in 

life.(90,92-94) Binge drinking is the most common pattern of excessive alcohol use in the 

United States, and most people younger than age 21 who drink alcohol report binge drinking, 

often consuming large amounts of alcohol.(90,95) More than two in five high school students 

who reported binge drinking consumed eight or more drinks in a row.(95) The National Insti-

tute on Alcohol Abuse and Alcoholism (NTAAA) defines binge drinking as a pattern of drink-

ing that brings a person’s blood alcohol concentration to 0.08% or above. This typically hap-

pens when males consume 5 or more drinks and when females consume 4 or more drinks in 

about 2 hours.(96) Limiting youth access to alcohol has reduced underage alcohol use and al-

cohol-related problems.(97,98) However, youth continue to obtain alcohol from a variety of 

sources, particularly from adults of legal drinking age.(99)  

Among high school students nationwide in 2019, 15% reported they had their first drink of al-

cohol (more than a few sips) before age 13(99) and 29% reported they drank at least one drink 

of alcohol during the 30 days before the survey.(100) In addition, 14% of high school students 

reported binge drinking during the 30 days before the survey.(100) The percentage of high 

school students who reported current alcohol use decreased significantly during 1991–2019 

(from 51% to 29%).(99) The percentage of high school students reporting alcohol initiation 

younger than 13 years decreased significantly during 1991-2019 and the percentage reporting 

10 or more drinks as the largest number of drinks during an occasion decreased significantly 

during 2013- 2019.(100) 
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Drank Alcohol Before Age 13 Years 

Statewide, 17.3 percent of students had their first drink of alcohol other than a 

few sips before age 13.  
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Current Alcohol Use  

Statewide, 22.1 percent of students had at least one drink of alcohol on one or 

more of the past 30 days.  
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Binge Drinking 

During the past 30 days, 9.6 percent of students had four or more drinks of alco-

hol in a row for female students or five or more drinks of alcohol in a row for 

male students, within a couple of hours.  
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10 or More Drinks of Alcohol  

Statewide 3.3 percent of students had ten or more drinks of alcohol in a row, 

within a couple of hours during the past 30 days.  
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Obtained Alcohol From Someone  

Among students who reported current alcohol use, 38.7 percent usually got the 

alcohol they drank from someone else who gave it to them during the past 30 

days.  
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Alcohol and other Drug Use: Drug Use 

QUESTIONS:  

50. During your life, how many times have you used marijuana?  

51. How old were you when you tried marijuana for the first time? 

52. During the past 30 days, how many times did you use marijuana? 

53. During your life, how many times have you used synthetic marijuana?  

54. During your life, how many times have you taken prescription pain medicine without a 

doctor’s prescription or differently than how a doctor told you to use it? 

55. During your life, how many times have you used any form of cocaine, including powder, 

crack, or freebase? 

56. During your life, how many times have you sniffed glue, breathed the contents of aerosol 

spray cans, or inhaled any paints or sprays to get high? 

57. During your life, how many times have you used heroin (also called smack, junk, or China 

White)?  

58. During your life, how many times have you used methamphetamines (also called speed, 

crystal meth, crank, ice, or meth)?  

59. During your life, how many times have you used ecstasy (also called MDMA)? 

60. During your life, how many times have you used a needle to inject any illegal drug into 

your body? 

61. During the past 12 months, has anyone offered, sold, or given you an illegal drug on school 

property?  

RATIONALE: 

These questions measure lifetime and current use of marijuana (including lifetime use of syn-

thetic marijuana, also known as synthetic cannabinoids) and ever use of cocaine, inhalants, 

heroin, methamphetamines, ecstasy, and injected drugs; use of prescription pain medicine 

without a doctor’s prescription, or used in a manner differently than instructed by the doctor; 

and illegal drug activity on school property. Among youth, illicit drug use is associated with 

heavy alcohol and tobacco use,(101) violence and delinquency,(102-104) and suicide.(105) 

Synthetic cannabinoids use has been linked with adverse effects such as increased heart rate 

and blood pressure, drowsiness, nausea, vomiting, chest pain, hallucinations, agitation, acute 

kidney injury, and death. (106) Data also show that high school students who use synthetic 

cannabinoids tend to engage in more risky behaviors related to sex, substance use, and injury/

violence than students who use marijuana only.(107) All school districts prohibit illegal drug 

possession or use by students on school property.(108) 



2021 Arkansas Youth Risk Behavior Survey 

89 

Among high school students nationwide in 2019, 37% had used marijuana, 7% had used syn-

thetic cannabinoids, 4% had used any form of cocaine, 2% had used heroin, 2% had used meth-

amphetamines, 4% had used ecstasy, and 14% had taken prescription pain medicine without a 

doctor’s prescription or differently than how a doctor told them to use it one or more times dur-

ing their life. (109) In 2019, 6% of high school students nationwide had sniffed glue, breathed 

the contents of aerosol spray cans, or inhaled any paints or sprays to get high and 2% had used a 

needle to inject any illegal drug into their body one or more times during their life.(109) Also, 

22% of students had been offered, sold, or given an illegal drug on school property during the 

12 months before the survey.(109) The percentage of high school students who had used mari-

juana one or more times during their life increased during 1991–1997 (31%–47%) and then de-

creased during 1997–2019 (47%–37%).(109) The percentage of high school students who had 

used cocaine one or more times during their life increased during 1991–2001 (6%–9%) and 

then decreased during 2001–2019 (9%–4%).(109) The percentage of high school students who 

had used heroin one or more times during their life did not change significantly during 1999‒

2011 (2%-3%) then decreased slightly during 2011‒2019 (3%-2%).(109) The percentage of 

high school students who had used methamphetamines one or more times during their life de-

creased significantly during 1999–2019 (9%–2%).(109) The percentage of high school students 

who had used ecstasy one or more times during their life decreased significantly from 2001–

2019 (11%–4%).(109) 
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Lifetime Marijuana Use 

Statewide, 28.1 percent of students used marijuana one or more times during 

their life. 
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Tried Marijuana Before Age 13 

Statewide, 6.3 percent of students had tried marijuana for the first time before 

age 13 years. 
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Current Marijuana Use 

During the past 30 days, 13.9 percent of Arkansas high school students used ma-

rijuana one or more times.  
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Lifetime Synthetic Marijuana  

Statewide, 7.0 percent of students had used synthetic marijuana during their life. 
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Lifetime Prescription Pain Medicine  

Statewide, 16.6 percent of students took prescription pain medicine (such as co-

deine, Vicodin, OxyContin, Hydrocodone, and Percocet) without a doctor's pre-

scription or differently than how a doctor told them to use it during their life.  
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Lifetime Cocaine Use 

Statewide, 5.0 percent of students used any form of cocaine, including powder, 

crack, or freebase one or more times during their life.  
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Lifetime Inhalant Use 

Statewide, 10.0 percent of students sniffed glue, breathed the contents of aer-

osol spray cans, or inhaled any paints or sprays to get high one or more times 

during their life.  
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Lifetime Heroin Use 

Statewide, 4.8 percent of students used heroin one or more times during their life. 
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Lifetime Methamphetamine Use 

Statewide, 4.3 percent of students had used methamphetamines one or more 

times during their life. 
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Lifetime Ecstasy Use  

Statewide, 4.8 percent of students used ecstasy, also called "MDMA", one or 

more times during their life. 
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Lifetime Injecting Drug Use 

Statewide, 4.4 percent of students used a needle to inject any illegal drug into 

their body during their lifetime. 
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Were Offered, Sold, or Given an Illegal Drug on School Property  

Statewide, 23.2 percent of students were offered, sold, or given an illegal drug 

by someone on school property during the past 12 months.  
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Sexual Behaviors  

QUESTIONS:  

62. Have you ever had sexual intercourse? 

63. How old were you when you had sexual intercourse for the first time?  

64. During your life, with how many people have you had sexual intercourse? 

65. During the past 3 months, with how many people did you have sexual intercourse? 

66. Did you drink alcohol or use drugs before you had sexual intercourse the last time?  

67. The last time you had sexual intercourse, did you or your partner use a condom?  

68. The last time you had sexual intercourse, what one method did you or your partner use  

       to prevent pregnancy?  

69. During your life, with whom have you had sexual contact? 

70. Which of the following best describes you?  

RATIONALE: 

These questions measure the prevalence of sexual activity, number of sexual partners, age at first inter-

course, alcohol and other drug use related to sexual activity, condom use, and contraceptive use. Early 

initiation of sexual intercourse is associated with having a greater number of lifetime sexual partners.

(110,111) In addition, adolescents who initiate sexual intercourse early are less likely to use contracep-

tion(111,112) and are at higher risk for STDs(113) and pregnancy.(114,115) Estimates suggest that 

while representing 25% of the ever sexually active population, persons aged 15 to 24 years acquire 

more than half of all new STDs.(116) Both chlamydia and gonorrhea rates are high among young wom-

en between the ages of 20 and 24 years (4064.6) cases per 100,000 individuals and 702.6 cases per 

100,000 individuals, respectively in 2018).(117) In 2018 in the United States and dependent areas, there 

were an estimated 1,739 persons ages 13–19 years newly diagnosed with HIV infection and 5,035 liv-

ing with diagnosed HIV infection.(118) In 2018, young people aged 13– 24 accounted for 21% of all 

new HIV infections in the United States.(118) 

Among high school students nationwide in 2019, 38% had sexual intercourse, 9% had sexual inter-

course with four or more persons during their life, and 27% had sexual intercourse with at least one per-

son during the 3 months before the survey.(119) The percentage of students who ever had sexual inter-

course decreased during 1991–2019 (54%–38%). (119) The percentage of students who had sexual in-

tercourse with four or more persons during their life decreased during 1991–2019 (19%–9%).(119) Dur-

ing 1991–2013, there was a significant decrease in the percentage of students who had sexual inter-

course with at least one person during the 3 months before the survey (38%–34%), and the percentage 

further decreased during 2013‒2019 (34%‒27%). (119) In 2019, among the 27% of students who were 

currently sexually active, 54% reported that either they or their partner had used a condom during last 

sexual intercourse.(120) The percentage of sexually active students who used a condom during last sex-

ual intercourse increased during 1991–2005 (46%–63%) and then decreased during 2005–2019 (63%–

54%).(119)  
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Lifetime Sexual Intercourse  

Statewide, 36.4 percent of students have ever had sexual intercourse during their 

life. 
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Sexual Intercourse Before Age 13 

Statewide, 4.6 percent of students had sexual intercourse for the first time before 

age 13. 
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Multiple Sexual Partners  

Among Arkansas high school students, 8.7 percent had sexual intercourse with 

four or more persons during their life.  
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Currently Sexually Active  

During the past three months, 23.5 percent of students had sexual intercourse 

with one or more people.  
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Drank Alcohol or Used Drugs Before Last Sexual Intercourse  

Among students who had sexual intercourse over the past three months, 17.1 

percent drank alcohol or used drugs before last sexual intercourse.  
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Condom Use  

Among students who were sexually active, 42.5 percent used a condom during 

last sexual intercourse. 
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Contraceptive Use 

Among currently sexually active students, 41.4 percent used birth control pills; 

an IUD or implant; or a shot, patch, or birth control ring to prevent pregnancy be-

fore last sexual intercourse.  
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Birth Control Pill Use 

Among currently sexually active students, 27.7 percent use birth control pills 

to prevent pregnancy before last sexual intercourse. 
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Long-Acting Contraceptive Use 

Among currently sexually active students, 5.8 percent currently used an IUD 

(such as, Skyla or Kyleena) or implant (such as, Implanon or Nexplanon). 
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Dual Contraceptive Method 

Among currently sexually active students, 12.8 percent used both a condom dur-

ing last sexual intercourse and Birth Control Pills; an IUD or Implant; or a Shot, 

Patch, or Birth Control Ring before last sexual intercourse.  
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No Method Used to Prevent Pregnancy  

Among currently sexually active students, 15.3 percent used no method to prevent 

pregnancy before last sexual intercourse.  
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Other Behaviors: Sexual Behaviors  

QUESTIONS: 

87. Have you ever been tested for HIV, the virus that causes AIDS? (Do not count tests done if 

you donated blood.) 

88. During the past 12 months, have you been tested for a sexually transmitted disease (STD) 

other than HIV, such as chlamydia or gonorrhea? 

 RATIONALE: 

These questions measure whether high school students have ever been tested for HIV and if 

they have been tested for an STD during the 12 months before the survey. Because adolescents 

and young people contract HIV and other STDs at high rates,(185-187) national recommenda-

tions and clinical guidelines suggest HIV testing and regular STD testing for sexually active 

young people. (188-191) HIV testing is an integral part of the National HIV/AIDS Strategy for 

the United States, and routine testing is one of the most important strategies recommended for 

reducing the spread of HIV and improving the health outcomes for those already infected.

(189,190) State and local education agencies and schools are essential partners in this effort. In 

particular, schools have a critical role to play in facilitating delivery of HIV and STD preven-

tion for adolescents.(193,194) State and local data on HIV and STD testing will help agencies 

examine local trends in testing behaviors, identify disparities in testing, and determine whether 

high risk youth are being tested.(193,194) In 2019, 9% of high school students nationwide had 

ever tested for HIV.(195) The percentage of high school students who have ever been tested for 

HIV did not change from 2005–2011 (12%–13%), but significantly decreased from 2011–2019 

(13%–9%).(195) In 2019, 9% of high school students had been tested for an STD during the 12 

months before the survey.(195) 
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Tested for Human Immunodeficiency Virus (HIV) 

Statewide, 10.4 percent of students were ever tested for Human Immunodeficien-

cy Virus (HIV) (not counting tests done if they donated blood). 
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Tested for Sexually Transmitted Diseases (STDs) 

Statewide, 10.6 percent of students were ever tested for a Sexually Transmitted 

Disease (STD) (not counting if they donated blood).  
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Dietary Behaviors: Body Weight  

QUESTIONS:  

 6. How tall are you without your shoes on?  

 7. How much do you weigh without your shoes on?  

71. How do you describe your weight? 

 RATIONALE: 

These questions measure self-reported height and weight and perceived body weight. Data on 

self-reported height and weight are used to calculate body mass index (BMI) and determine the 

corresponding BMI percentile for adolescents. BMI percentile takes into account that young 

people are still growing and are growing at different rates depending on their age and sex. CDC 

recommends using BMI percentile when assessing weight status for youth ages 2–20. Although 

BMI calculated from self-reported height and weight underestimates the prevalence of obesity 

compared to BMI calculated from measured height and weight,(121,122) self-reported height 

and weight are useful for tracking BMI trends over time.(123-125) 

Children with obesity are at higher risk of having other chronic health conditions and diseases 

that influence physical health. These include asthma, sleep apnea, bone and joint problems, type 

2 diabetes, and risk factors for heart disease.(126-128) Obesity has psychological consequences 

as well; youth with obesity are bullied and teased more than their normal weight peers and are 

more likely to suffer from social isolation, depression, and lower self-esteem.(129,130) In the 

long term, youth with obesity are more likely to have obesity as an adult.(131,132) 

Continued monitoring of height and weight data through the YRBS provides information at the 

national, state, and local levels that can be used to track progress in efforts to curb the spread of 

obesity.(133) The YRBS is the only survey that provides obesity data among high school stu-

dents that is representative at the state and local level. Nationwide in 2019, 16% of high school 

students had obesity and 16% were overweight.(133) During 1999–2019, significant linear in-

creases occurred in the percentage of students with obesity (11%–16%) and who were over-

weight. (14%–16%) 

QUESTION:  

72. Which of the following are you trying to do about your weight? 

 RATIONALE: This question measures weight goals. The prevention of childhood obesity in-

volves maintaining a healthy weight while protecting overall health, growth and development, 

and nutritional status.(134) The Expert Committee Recommendations Regarding the Preven-

tion, Assessment, and Treatment of Child and Adolescent Overweight and Obesity recommend 

that overweight adolescents (85th percentile < BMI < 95th percentile) achieve a healthy weight 

by maintaining their current weight while stature increases; adolescents with obesity (BMI 

>95th percentile) can pursue weight loss that is not to exceed an average of 2 pounds per week.

(135) The goals of obesity prevention in children and adolescents also include the avoidance of 

potentially harmful weight concern and restrictive eating behaviors.(136)  
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For these reasons, understanding adolescents’ weight goals, both independently and relative to 

weight status, is of public health importance.(135) Nationwide in 2019, 48% of high school stu-

dents were trying to lose weight. The percentage of students who were trying to lose weight in-

creased significantly during 1991–2019 (42%–48%).(137) 
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Obesity  

Statewide, 19.4 percent of students were obese (i.e., at or above the 95th percen-

tile for body mass index, by age and sex). 
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Overweight 

Statewide, 16.3 percent of students were overweight (i.e., at or above the 85th per-

centile but below the 95th percentile for body mass index, by age and sex).  
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Described Themselves as Overweight  

Statewide, 32.0 percent of students described themselves as slightly overweight 

or very overweight.  
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Were Trying to Loose Weight 

Statewide, 48.4 percent of students were trying to loose weight. 
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Dietary Behaviors: Nutrition  

QUESTIONS:  

73. During the past 7 days, how many times did you drink 100% fruit juices such as orange 

juice, apple juice, or grape juice? (Do not count punch, Kool-Aid, sports drinks, or other fruit-

flavored drinks.)  

74. During the past 7 days, how many times did you eat fruit? (Do not count fruit juice.) 

75. During the past 7 days, how many times did you eat green salad? 

76. During the past 7 days, how many times did you eat potatoes? (Do not count french fries, 

fried potatoes, or potato chips.)  

77. During the past 7 days, how many times did you eat carrots?  

78. During the past 7 days, how many times did you eat other vegetables? (Do not count green 

salad, potatoes, or carrots.)  

79. During the past 7 days, how many times per day did you usually drink a can, bottle, or glass 

of soda or pop, such as Coke, Pepsi, or Sprite? (Do not count diet soda or diet pop.) 

80. During the past 7 days, how many glasses of milk did you drink? (Count the milk you drank 

in a glass or cup, from a carton, or with cereal. Count the half pint of milk served at school as 

equal to one glass.)  

81. During the past 7 days, on how many days did you eat breakfast?  

RATIONALE: 

These questions measure dietary behaviors, including consumption of fruits, vegetables, bever-

ages, and breakfast. The fruit and vegetable questions are similar to questions asked of adults on 

the Centers for Disease Control and Prevention’s Behavioral Risk Factor Surveillance System 

2009 survey questionnaire.(138) Fruits and vegetables are good sources of complex carbohy-

drates, fiber, vitamins, minerals, and other substances that are important for good health.(139) 

There is probable evidence to suggest that dietary patterns with higher intakes of fruits and veg-

etables are associated with a decreased risk for some types of cancer, cardiovascular disease, 

and stroke.(139,140) Although data are limited, an increased intake of fruits and vegetables ap-

pears to be associated with a decreased risk of being overweight.(139,141) However, most 

youth do not meet the recommendations for fruit and vegetable consumption.(142–144) In 

2019, during the 7 days before the survey, 42% of high school students nationwide had eaten 

fruit or drunk 100% fruit  juice less than one time per day and 41% of students had eaten vege-

tables less than one time per day.(145) 
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Although total sugar-sweetened beverage consumption has significantly decreased during the 

last decade, mainly due to the decrease in regular soda intake, the calorie intake from sugar 

sweetened beverages remain high.(146) Furthermore, sugar-sweetened beverages are a primary 

source of added sugars in the diet of U.S. children,(147) and contribute on average 132 kcal/

day.(146) Consumption of sugar-sweetened beverages is associated with a less healthy diet, 

(148) increased risk of dental decay (12) and obesity among children, (150) and the develop-

ment of metabolic syndrome and type 2 diabetes.(14) Nationwide in 2019, 15% of high school 

students had drunk a can, bottle, or glass of soda or pop (not counting diet soda or diet pop) one 

or more times per day during the 7 days before the survey.(145) The percentage of students who 

drank soda or pop one or more times per day decreased significantly during 2009–2019 (29%–

15%).(145) 

Milk is an important source of many nutrients, including calcium.(139) There is evidence that 

intake of milk and milk products is associated with bone health in children and adolescents and 

with a lower risk of cardiovascular disease and type 2 diabetes and with lower blood pressure in 

adults.(139) Although the recommended intake of milk and milk products is 3 cups per day for 

adolescents, most adolescents consume far less.(139,143) In 2019, 7% of high school students 

nationwide had drunk three or more glasses of milk per day.(152) The percentage of students 

who drank three or more glasses of milk decreased significantly during 1999–2011 (18%‒15%) 

and then further decreased during 2011‒2019 (15%–7%).(152) 

Eating breakfast is associated with weight loss and weight loss maintenance,(139) improved 

nutrient intake,(139) and better cognitive function, academic performance, school attendance 

rates, psychosocial function, and mood. (153-156) In 2019, 17% of high school students nation-

wide did not eat breakfast on all 7 days before the survey.(145) The percentage of students who 

did not eat breakfast on all 7 days increased significantly during 2011–2019 (13%–17%).(145) 
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Fruit Juice Consumption  

Statewide, 34.9 percent of students did not drink fruit juice during the past seven 
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Fruit or Fruit Juices  

Statewide, 11.9 percent of students did not eat or drink 100% fruit juice on any of 

the past seven days.  
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Fruit Consumption  

Statewide, 22.1 percent of students did not eat fruit on any of the past seven days.  
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Fruit or Fruit Juices One or More Times Per Day 

Statewide, 44.3 percent of students ate or drank fruit juice one or more times 

per day during the past seven days.  
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Fruit or Fruit Juices Two or More Times Per Day 

Statewide, 20.9 percent of students ate or drank fruit juice two or more times per 

day during the past seven days. 
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Green Salad  

Statewide, 55.7 percent of students did not eat green salad on any of the past 

seven days.  
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Consumption of Potatoes  

Statewide, 40.4 percent of students did not eat potatoes on any of the past seven 

days. 
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Consumption of Carrots 

Statewide, 61.3 percent of students did not eat carrots on any of the past seven 

days. 
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Consumption of Other Vegetables  

Statewide, 26.3 percent of students did not eat other vegetables during the past 

seven days.  



2021 Arkansas Youth Risk Behavior Survey 

134 

No Consumption of Vegetable  

Statewide, 14.1 percent of students did not eat vegetables during the past seven 

days.  
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Ate Vegetables One or More Times Per Day 

Statewide, 49.0 percent of students ate vegetables one or more times per day dur-

ing the past 7 days.  



2021 Arkansas Youth Risk Behavior Survey 

136 

Ate Vegetables Two or More Times Per Day  

Statewide, 18.2 percent of students ate vegetables two or more times per day dur-

ing the past seven days. 
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Ate Vegetables Three or More Times Per Day 

Statewide, 8.8 percent of students ate vegetables three or more times per day 

during the past seven days. 
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Did Not Drink Soda or Pop 

Statewide, 24.1 percent of students did not drink a can, bottle, or glass of soda or 

pop during the past seven days. 
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Drank Soda or Pop One or More Times Per Day  

Statewide, 22.4 percent of students drank a can, bottle, or glass of soda or pop one 

or more times per day during the past seven days. 
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No Milk Consumption 

Statewide, 37.3 percent of students did not drink milk during the past seven days. 
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Drank Milk One or More Times Per Day  

Statewide, 19.4 percent of students drank one or more glasses of milk one or 

more times per day during the past seven days. 
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Drank Milk Three or More Times Per Day  

Statewide, 5.1 percent of students drank three or more glasses of milk one or 

more times per day during the past seven days. 
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Did Not Eat Breakfast 

Statewide, 19.0 percent of students did not eat breakfast on any of the past seven 

days.  
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Ate Breakfast Daily   

Statewide, 23.4 percent of students ate breakfast on all of the past seven days. 
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Physical Activity  

QUESTIONS: 

82. During the past 7 days, on how many days were you physically active for a total of at least 

60 minutes per day? (Add up all the time you spent in any kind of physical activity that in-

creased your heart rate and made you breathe hard some of the time.) 

83. On an average school day, how many hours do you watch TV?  

84. On an average school day, how many hours do you play video or computer games or use a 

computer for something that is not schoolwork? (Count time spent playing games, watching 

videos, texting, or using social media on your smartphone, computer, Xbox, PlayStation, iPad, 

or other tablet.) 

85. In an average week when you are in school, how many days do you go to physical educa-

tion (PE) classes? 

86. During the past 12 months, on how many sports teams did you play? (Count any teams run 

by your school or community groups.) 

RATIONALE: 

These questions measure participation in physical activity and team sports and attendance in 

physical education classes. These questions also examine use of screen time including the use 

of a TV, computer, smart phone, or other electronic device to watch shows or videos, play 

games, access the Internet, or use social media. Participation in regular physical activity among 

young people can help build and maintain healthy bones and muscles, maintain body weight 

and reduce body fat, reduce feelings of depression and anxiety, and promote psychological well

-being.(158) Over time, regular physical activity decreases the risk of high blood pressure, heart 

disease, diabetes, obesity, some types of cancer, and premature death.(158) In 2018, the U.S. 

Department of Health and Human Services recommended that children and adolescents ages 6 

through 17 years do 60 minutes (1 hour) or more of moderate-to-vigorous physical activity dai-

ly. (159) In 2019, 23% of high school students were physically active doing any kind of physi-

cal activity that increased their heart rate and made them breathe hard some of the time for a 

total of at least 60 minutes per day on each of the 7 days before the survey.(160) 
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In 2012, the U.S. Department of Health and Human Services released a mid-course report on 

the Physical Activity Guidelines for Americans. (161) This report focused on strategies to in-

crease physical activity among youth. The report concluded that school-based settings had the 

strongest evidence and multi-component physical activity programs, including physical educa-

tion, had the most promise for increasing physical activity. These strategies were reiterated in 

the 2018 Physical Activity Guidelines for Americans, 2nd edition. (159) In 2013, the Institute 

of Medicine (IOM) released Educating the Student Body: Taking Physical Activity and Physi-

cal Education to School.(162) This report also stressed the importance of a comprehensive, 

multi-component, whole school approach to physical activity in schools. CDC and many other 

federal and national partners are promoting Comprehensive School Physical Activity Programs 

(CSPAP) to create school environments that offer many opportunities for students to be physi-

cally active throughout the school day.(163) A CSPAP includes strong coordination across five 

components: physical education, physical activity during school, physical activity before and 

after school, staff involvement, and family and community engagement. Physical education is 

the cornerstone of CSPAP with research showing that school physical education classes can in-

crease adolescent participation in physical activity(164–170) and help high school students de-

velop the knowledge, attitudes, and skills they need to engage in lifelong physical activity.

(161,171,173) In 2019, 26% of high school students nationwide went to physical education 

classes on all 5 days in an average week when they were in school.(160) 

Evidence shows an association between higher levels of screen time and a variety of health 
risks for youth, including adiposity, unhealthy diet, and depressive symptoms. (173–179) There 
is also evidence that increased screen time is associated with irritability, low cognitive and soci-

oemotional development, and poor educational performance.(174) Among high school students 
nationwide in 2019, 46% of students played video or computer games or used a computer for 
something that was not school work for 3 or more hours per day on an average school day and 

20% watched television 3 or more hours per day on an average school day.(180) Time spent in 
screen use might take time away from other beneficial activities of the day including physical 
activity and sleep. ( 180,181) 
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Met Recommended Levels of Physical Activity 

Statewide, 40.7 percent of students were physically active for a total of at least 60 

minutes  per day on five or more of the past seven days. 
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No Physical Activity  

Statewide, 19.6 percent of students did not participate in at least 60 minutes of 

physical activity on any of the past seven days.  
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Daily Physical Activity  

Statewide, 25.6 percent of students were physically active at least 60 minutes per 

day on all of the past seven days.  
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Screen Time Three or More Hours Per Day 

Statewide, 70.5 percent of students spent three or more hours on screen time 

(counting video games, computer, Xbox, iPad or other tablet,  a smartphone, 

texting , YouTube, or social media, for something that was not school work, 

on an average school day).  
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Physical Education Attendance  

Statewide, 37.6 percent of students attended physical education (PE) classes on 

one or more days in an average week when they were in school. 
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Daily Physical Education Attendance  

Statewide, 22.4 percent of students attended physical education (PE) classes dai-

ly in an average week when they were in school.  
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Played on At least One Sports Team  

Statewide, 48.6 percent of students played on one or more sports teams during the 

past 12 months. 
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Other Behaviors 

Other Behaviors: Concussions  

QUESTION: 

 86. During the past 12 months, how many times did you have a concussion from playing a 

sport or being physically active?  

RATIONALE: 

This question measures the prevalence of self-reported concussions from playing sports or be-

ing physically active. Compared with older athletes, high school athletes have shown increased 

susceptibility to concussions and longer recovery times, (183) making concussions among 

youths playing a sport or being physically active an area of concern. Also of concern are the 

short-term and long-term sequelae of concussions, which can include cognitive, affective, and 

behavioral changes. (183) In 2013, the Institute of Medicine (now National Academy of Scienc-

es) produced a report entitled Sports Related Concussions in Youth: Improving the Science, 

Changing the Culture that challenged CDC to improve the surveillance of sports-related con-

cussions among youth. (183) The report identified a number of gaps in current surveillance ef-

forts. Specifically, current surveillance systems only captured concussions experienced in orga-

nized, school-based sports at the high school or college level, or only captured sports-related 

concussions seen in emergency departments. (183) As a result, there were no comprehensive 

national incidence estimates of sports- and recreation-related concussions experienced by youth.  

States may be particularly interested in more comprehensive estimates of sports- and recreation   

related concussions because legislation related to sports concussions was passed in all 50 states 

within the past 10-12 years. This legislation, commonly referred to as “Return to Play” laws, 

typically have three core components: concussion education for athletes, parents, and coaches; 

restrictions on returning to play on the same day of a suspected concussion; and medical clear-

ance prior to returning to play after a concussion. Being able to monitor the incidence of sports- 

and recreation-related concussions at the state level could allow states to monitor the effects of 

this legislation as well as the impact of prevention efforts. The 2021 survey will be the third ad-

ministration of the question and may provide the first opportunity to observe a trend in youth 

sports/recreation-related concussions. From 2017 to 2021 the rates of concussions have slowly 

declined. 

Among high school students nationwide in 2019, 15% of students experienced a sports- or 

physical activity-related concussion during the 12 months before the survey.(184) 
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Concussion 

Statewide, 16.9 percent of students had a concussions from playing a sport or 

being physically active during the past 12 months. 
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Other Behaviors: Oral Health  

QUESTION:  

89. When was the last time you saw a dentist for a check-up, exam, teeth cleaning, or other 

dental work? 

 RATIONALE: 

This question measures the prevalence of use of oral health care. YRBS is the only surveil-

lance data source to monitor use of oral health care among high school students at the national, 

state, and local levels. Past-year dental visit among high school students from YRBS is a key 

indicator included in the National Oral Health Surveillance System. (196)  

Despite improvements in oral health status in the United States, disparities remain in some 

population groups as classified by sex, income, age, and race/ethnicity. (197,198) Oral diseas-

es and conditions can occur throughout the life span. (197,198) Nearly every American has 

experienced the most common oral disease, dental caries. (197,198) Among adolescents aged 

12–19 years more than half experienced dental caries in permanent teeth and 1 in 6 had un-

treated tooth decay in 2011– 2016.(199)  

Oral health is related to general health. Oral diseases may be associated with other diseases 

such as diabetes, heart disease and stroke, and adverse pregnancy outcomes. (197) General 

health risk factors, such as tobacco use and poor dietary behaviors, are also major risk factors 

for oral diseases. (197) Regular access to oral health care is important to prevention and early 

detection and control of oral diseases. Dental settings also offer a unique venue to integrate 

oral health into coordinated prevention and control of chronic diseases.(197,199) According to 

2019 YRBS data, nationwide, 76% of students saw a dentist for a check-up, teeth cleaning, or 

other dental work during the 12 months before the survey.(200) Practicing healthy behaviors 

(e.g., not using tobacco, not using illegal substances, not drinking soda) was associated with 

receiving dental care in the past year among high school students.(201) 
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Dental Care  

Statewide, 66.1 percent of students saw a dentist during the past 12 months. 
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Did Not Receive Dental Care 

Statewide, 1.8 percent of students never saw a dentist during the past 12 months. 
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Other Behaviors: Sleep  

QUESTION:  

91.On an average school night, how many hours of sleep do you get?  

RATIONALE: 

This question measures the amount of sleep students get on an average school night. Sleep is 

necessary for physical and mental health and is particularly important during adolescence, a 

phase of rapid biologic growth and development. (202) In 2015, nearly three quarters of high 

school students reported getting less than the recommended amount of sleep on school nights. 

(203) Lack of adequate sleep among adolescents is associated with daytime sleepiness, 

(204,205) falling asleep during class, (206) general inattentiveness,(206) classroom behavioral 

problems,(206) drowsy driving,(202,204) depressed mood, (202,204,207) headaches,(207) and 

poor school performance.(208) Evidence tying insufficient sleep to poor health outcomes such 

as obesity, cardiovascular disease, and diabetes is also growing.(209–211) 

Analysis of data from the national YRBS has shown that insufficient sleep is associated with 

higher odds of current use of cigarettes, marijuana, and alcohol; current sexual activity; serious-

ly considering attempting suicide; feeling sad or hopeless; physical fighting; physical inactivity; 

obesity; engaging in injury-related risk behaviors; and engaging in unhealthy weight-control 

behaviors. (212-215) 

 In 2016, the American Academy of Sleep Medicine recommended that children aged 6–12 

years should regularly sleep 9–12 hours per 24 hours and teens aged 13–18 years should sleep 8

–10 hours per 24 hours. (216) Among high school students nationwide in 2019, 22% of students 

got 8 or more hours of sleep on an average school night. (217) The percentage of students get-

ting 8 or more hours of sleep did not change significantly during 2007–2013 (31%–32%) and 

then decreased significantly during 2013–2019 (32%–22%). (217) 

 



2021 Arkansas Youth Risk Behavior Survey 

160 

8 Hours of Sleep 

Statewide, 22.2 percent of students had 8 or more hours of sleep on average 

school night. 



2021 Arkansas Youth Risk Behavior Survey 

161 

Other Behaviors: Homelessness and Resource Security  

QUESTIONS:  

92. During the past 30 days, where did you usually sleep?  

93. During the past 30 days, did you ever sleep away from your parents because you were 

kicked out, ran away, or were abandoned? 

94. During the past 30 days, how often did you go hungry because there was not enough food in 

your home?  

RATIONALE: 

This question measures the percentage of students self-identifying as experiencing homeless-

ness under the definition of homelessness that applies to all public schools under the McKinney 

Vento Act.(218) The Act requires every local education agency (LEA) in the United States to 

identify homeless youth in the LEA, and to collect and provide data to the state regarding the 

number of homeless students in the LEA. Schools use multiple strategies to identify students 

experiencing homelessness, but even the most, robust strategies miss a large segment of the 

homeless population, because many parents and students strive to keep their housing situation 

private, fearing stigma, judgment, child welfare or law enforcement involvement, or other re-

percussions. 

When schools do not identify students experiencing homelessness, those students do not receive 

critical services available to them under the McKinney-Vento Act, such as school meals, school 

health and mental health services, access to transportation, and the ability to remain stable in 

one school. In 2019, 27 states and 7 LEAs included this question about housing status on their 

state or local YRBS. Including this question on the YRBS has helped states and LEAs generate 

a more accurate estimate of the extent of student homelessness, giving district administrators 

the impetus to evaluate and improve their methods for identifying homeless students. 

In addition to helping jurisdictions generate a more accurate estimate of the extent of student 

homelessness, the data resulting from this question has helped illuminate the health risks associ-

ated with homelessness. For example, compared to their housed peers, high school students ex-

periencing homelessness are significantly more likely to attempt suicide, to be forced to have 

sexual intercourse, and to use alcohol and other drugs, and they are less likely to eat breakfast 

and get adequate sleep. (219) This information highlights the importance of implementing inter-

ventions to mitigate those risks. By revealing the supports needed for students experiencing 

homelessness, YRBS data can help schools increase high school graduation rates of these stu-

dents, which can help prevent continued homelessness into their young adulthood.(220).  
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Homelessness 

During the past 30 days, 6.2 percent of students did not usually sleep in their 

parent's or guardian's home.  
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Runaway Youth 

During the past 30 days, 8.5 percent of students had slept away from their par-

ents or guardians because they were kicked out, ran away, or were abandoned 

during the past 30 days. 
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Food Insecurity  
During the past 30 days, 1.4 percent of students most of the time or always went 

hungry because there was not enough food in their home. 
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Other Behaviors: School Environment  

QUESTIONS: 

95. How often do you feel safe and secure at school?  

96. Is there at least one teacher or other adult in your school that you can talk to if you have a 

problem?  

RATIONALE: 

These questions measure the feelings of safety and the presence of an adult buffer for high 

school students in Arkansas. At risk students who have even a single caring adult are less likely 

to engage in high-risk behaviors (227-228) more likely to break abusive cycles in their own 

families later in life (229). Furthermore, informal supports provide more protection from de-

pression and loneliness in students and adults alike (230). 
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Most of The Time Felt Safe and Secure on School Property 

Statewide, 66.4 percent of students felt safe and secure on school property. 
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Had a Trusted Adult at School  

Statewide, 69.6 percent of students had at least one teacher or other adult at 

their school  that they can talk to if they had a problem.  
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Other Behaviors: Adverse Childhood Experiences  

97. During your life, how often has there been an adult in your household who tried hard to 

make sure your basic needs were met, such as looking after your safety and making sure you 

had clean clothes and enough to eat?  

98. Have you ever lived with someone who was having a problem with alcohol or drug use? 

99. Have you ever been separated from a parent or guardian because they went to jail, prison, 

or a detention center? 

RATIONALE: 

These questions measure Adverse Childhood Experiences, or ACEs. ACEs are preventable, 

potentially traumatic events that occur in childhood (0-17 years) such as neglect, experiencing 
or witnessing violence, and having a family member attempt or die by suicide. (221) Also in-
cluded are aspects of a child’s environment that can undermine their sense of safety, stability, 

and bonding, such as growing up in a household with substance use, mental health problems, 
or instability due to parental separation or incarceration of a parent, sibling or other member of 
the household.(221) These examples do not comprise an exhaustive list of childhood adversity, 

as there are other traumatic experiences that could impact health and wellbeing. ACEs often 
occur together, can result in toxic stress, and are associated with a wide range of adverse be-
havioral, health, and social outcomes, including substance use, depression, overweight/obesity, 

lower education and earnings potential, and chronic diseases such as heart disease and cancer. 

(222)  

Negative outcomes from ACEs are not limited to adulthood; many negative health outcomes 
from ACEs begin in childhood and adolescence. Adolescents who have experienced ACEs are 

at higher risk of numerous negative health outcomes and risk behaviors, including missing 
school, poor academic performance, weapon carrying, substance use, risky sexual behavior, 
overweight or obesity, mental health and suicide risks.(223,224) Numerous studies show a 

graded dose-response relationship between ACEs and negative health and well-being out-
comes; as the number of ACEs increases so does the risk for negative health outcomes.3 

Most information on ACEs has been collected retrospectively from adults reporting on their 

experiences in childhood.(225) Prevalence estimates of ACEs among adults indicate that 

ACEs are prevalent; among 214,157 adult participants in 2011-2014 BRFSS, almost two-thirds 

of surveyed adults reported at least one ACE and more than one in four reported three or more 

ACEs.(221) Parent-reported data from the National Survey on Children’s Health (NSCH) indi-

cates that ACEs are prevalent among youth: in 2017-2018 one in three children aged 0-17 

(33.3%) had experienced at least one ACE and 14.1% had experienced two or more ACEs. 

(226)  Importantly, NSCH does not assess exposure to violence and does not collect data di-

rectly from the child being impacted. Assessing ACEs in adolescents through the YRBS not 

only captures current prevalence and incidence estimates by self-report, but also provides 

more timely data for prevention and intervention activities. Given the wide range of other top-

ics covered by the survey, inclusion of ACEs questions on YRBS provides a unique opportuni-

ty to contextualize risk and protective factors, particularly among populations most at risk. 

 

https://mchb.hrsa.gov/data/national-surveys
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Collecting surveillance data on specific ACEs among youth is critical for better characterizing 
the current burden of ACEs, planning for specific prevention activities, and understanding the 

impact of our prevention activities on the specific ACEs experienced by youth. While a child’s 
cumulative ACEs load is associated with adverse lifelong health outcomes, there are limitations 
to collecting data only via this approach. For example, important risk and protective factors 

may vary across the specific ACEs, and a growing body of literature suggests that there may be 
different long-term effects of some ACEs relative to others. Depending on the specific ACE 
burden in a community, effective prevention activities or needed services may be tailored to the 

needs of the specific community. For example, communities with a high burden of child physi-
cal abuse may require different prevention activities or services from those that report high bur-
den of parental substance use or abuse. Knowledge of the burden of specific ACEs among 

youth can help better characterize the impact of ACEs, and plan for ACEs prevention.  
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Basic Needs 

Statewide, 80.0 percent of students reported that most of the time or always 

there has been an adult in their household who tried hard to make sure their 

basic needs were met (such as looking after their safety and making sure they 

had clean clothes and enough to eat, during their life).  
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Lived With Someone Who Had Substance Use Disorder 

Statewide, 33.4 percent of students reported that they have ever lived with some-

one who was having a problem with alcohol or drug use. 
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Separated from a Parent or Guardian 

Statewide, 19.6 percent of students reported they have been separated from a 

parent or guardian because they went to jail, prison, or a detention center. 
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